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In an aggressive age 
there is aclear place for 


Sula Aggression, in the “naughty” child, the 
SSS antisocial adolescent, the irritable 
di» uic TQ geriatric, the psychopathic delinquent — 
z[e[e|( eicit ac whenever, in fact, it manifests itself as a 
d o pem TA symptom of disturbed behaviour — is a 

clear indication for treatment with 
“Neulactil’. 

Clinical experience continues to confirm 
the unique action of 'Neulactil' as a 
powerful inhibitor of aggression and 
impulsiveness and as a regulator of mood 
and reducer of anxiety in patients of all 


'Neulactil' is a trade mark of May & Baker Ltd ages. It is shown to be of great value in 
forits preparations of pericyazine lessening excitement and hostility, 
Fullinformation is available on request to improving cont ^t and sociability, 
May & Baker Ltd Dagenham Essex RM10 7XS promoting composure and 


Р harmony. 
Ф May&Baker | ‘Neulactil’ moreover, achievesand ' * 
==: = po maintains these results at dosage levels 
| which rarely cause unpleasant ог 
Апите ol the Rhône Роге Group of Companies AES unwanted side-eff : 








ST. ANDREW'S HOSPITAL 


NORTHAMPTON 


Mepicat Dmecror: JAMES HARPER, M.B., Е.К.С.Р. (Бап). F,R.C. Psych. 





St. Andrew’s Hospital is a private psychiatric hospital, situated in 130 acres of parkland in the 
county town of Northampton. In general, patients are admitted to Isham House, a recently 
opened luxurious reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. The accommodation consists entirely of private 
bedrooms, most of which have private bathrooms, etc. 


In addition, there are facilities in the main hospital for the care of longer stay and geriatric 
patients, chiefly in private bedrooms. 


‘The hospital’s amenities include Gloucester House, which comprises an occupational therapy 
department, a swimming pool, a squash court, and library, while in the grounds there are 
tennis courts, a 9-hole golf course, etc. 


Subscribers to private medical insurance schemes, such as the British United Provident 
Association and the Private Patients’ Plan, may claim benefit in respect of fees charged. 


Further particulars, including fees, may be obtained from the Medical Director, 5t. 
Andrew’s Hospital, Northampton (Tel. o604 (Northampton) 21311), who can be seen in 
consultation by appointment at the hospital. 
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Psychiatrists: 


Queen Street Mental Health Centre, Ontario 
Ministry of Health, is a 575-bed community- 
oriented psychiatric hospital serving the City of 
Torento.We need one psychiatrist to direct the 
treatment program of a 30-bed unit within a 
120-bed geographically-based Treatment 
Service. 


A second psychiatrist is needed for a develop- 
ing Psychogeriatric Unit. Prime requirements 
are initiative, creative .and' organizational 
abilities. ` 


$23,000-$28,000 per annum 


Both positions offer excellent opportunities for 
research, teaching, and the practice of com- 
munity psychiatry, The Centre is a University of 
Toronto affiliated teaching hospital. 


Qualifications: Canadian Certification ог 


equivalent. 


Please reply to: 


Medical Director, Queen Street, Mental 
Health Centre, 999 Queen Street West, 
Toronto, Ontario, М6Ј 1H4, Canada. 


* 


Ontario 
Ontario Public Service * 
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Sedation alone is not enough.Heminevrin 
reverses the vicious circle of increasing 
confusion: halting the progressive trend 
into loneliness and enabling patients to 
regain a more rational interest in their 
surroundings 


и especially formulated for sleep disorder 


When they just can’t cope anymore... 


* AS т | [4 A | Astra Chemicals Ltd., Watford 
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PRONDOL has a more specific action than other tricyclic antidepressants. Drowsiness, dry mouth, 
blurred vision and constipation rarely occur. Because PRONDOL patients remain comfortable even 


t high dosages they persist with their treatment. PRONDOL: tablets of 15 mg. and 30 mg. 
prindole. Further information available on request. John Wyeth & Bro. Ltd., Maidenhead, Berks. 


AS, 


Prondol works 


principally in the brain, 
bringing trouble-free 
relief of depression 
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NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


TAVISTOCK INSTITUTE OF HUMAN RELATIONS 
in conjunction with 


TAVISTOCK CLINIC 


INTRODUCTORY COURSE IN | 
PSYCHOTHERAPY FOR PSYCHIATRISTS | 


[he next Course starts in October 1973 on Mondays from 3 to 8 p.m.. for three 
10-week terms each year. The full Course lasts for two years but members are 
accepted for a minimum of one year. 

The Course is intended to provide psychiatrists with an introduction to the 
theory and practice of individual and group psychotherapy and also aims 
towards the application of psychodynamic understanding into general psychiatric 
work. 


Membership is mainly limited to psychiatrists working in the NHS or other 
public services but a few others may be admitted if there are vacancies 

Fee: £48 per annum. 

Application forms and full particulars may be obtained from: S. BOURNE, 
M.B.. M.R.C.P., M.R.C.Psych.. Tavistock Centre, Belsize Lane, London, ММЗ. e 
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For patients with behaviour problems OSPOLOT improves behaviour whether 
such as:— Hyperactivity the cause is:— Epilepsy 
Aggressiveness E.E.G. dysrhythmias 
Destructivenes Hyperkinetic syndrome 
Antisocial activity Mental subnormality 
Psychotic activity 
Suitable for in-patients and out-patients— 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or А4 paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for airmail. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 


4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 


5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in ^C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 


6. A summary should be provided at the end of every article. 


7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 


8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered, Prepare them on quarto or Aq paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 


9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals and within quotes; the last as well as the first page should be included in 
the reference. Chapters in books should be treated in the same way as articles in journals. For example: 


1. ABEL-SMITH, B., and Trrmuss, К. M. (1956). The Cost of the National Health Service in England 
and Wales. Cambridge. 


2. ABENSON, M. H. (1969). ‘Drug withdrawal in male and female schizophrenics.’ British 
Journal of Psychiatry, 115, 961-2. 


3. APPEL, K. A. (1959). ‘Religion’, in American Handbook of Psychiatry (ed. Arieti). New York. 


In the body of the paper, references may be by author and date: ‘Abenson (1969); or by reference 
number: ‘Abenson (2)', as the author wishes. 


Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 


reference list. è 


Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be serupulously rechecked. 


10. Fifty reprints of each article are supplied free of charge to the senior author: delivery instruc- 
tions, and orders for additional copies at the same time, must be sent to the printers, Headley Brothers 
Limited, The Invicta Press, Ashford, Kent. . 
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DEPRESSION / 
\  WEIG 7a 


REMEMBER THE REMEMBER THE 
ASSOCIATED ANXIETY UNDERLYING DEPRESSION 


Clinical trials '** have shown 

Triptafen- DA superior in the treatment 
of depression to either amitriptyline or 
imipramine given alone chlordiazepoxide 


Triptafen- Minor has been shown to be 


superior in the treatment of anxiety to 


»at, 1967, 113, 201 
uat, 1969, 115, 693 


tafen-DA Tablet conta 
2t 


RIPTAFEN-DA and TRIPTAFEN-Minc 
eight the scales in the patients’ favou 


Full information is available on request. Triptafen is a trade mark of ALLEN & UANBUR YS LTD LONDON E2 6LA 








Delusions, hallucinations, withdrawal, 
the bizarre symptoms that haunt the schizo- 
phrenic are now commonly associated with 
an excess of cerebral dopamine. Selective 
blockade of this neurotransmitter by Orap* 
(pimozide) offers the psychiatrist a new 
dimension in the treatment of schizophrenia. 
„Now the inactive and apathetic schizophrenic 
can be treated with only a remote risk of 
noradrenaline blockade and hence undesired 
sedation and stupor can be avoided. 
With little or no Parkinsonian side effect 
liability Orap is well accepted by patients. 
They become amenable and co-operative 
during rehabilitation and are able to under- 
take tasks requiring mental alertness. 


) ce-a-day 


“especially indicated for schizophrenics 
who are inactive and apathetic and for 
these patients it appears to be superior to 
previously available neuroleptics”. 









Chairman's Comments, “Ап International Symposium on 


-Pimozide (Orap)’’, Clin. Trials J. 8 (Suppl. H,) 1971 


Further information is available on request 
Janssen Pharmaceutical Limited 

Smet Saunderton, High Wycombe, Buckinghamshire, HP1 44H} 
Tel: Naphill (0240 24) 3541 and 2264 *Trade Mark 
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This kindly old lady is being 
subjected to 
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emepronium bromide ( Cetiprin)* is of value In patients with nocturnal urgency and e 
in the management of imperfect bladder morning urgency incontinence Cetiprir 
control in general practice Over 75 per dose of 400mg before retiring at night is 
cent of the patients showed good or usually curative 
excellent response." Obstet. Gynaec. Brit. Cwlth.. 79 9 


Practitioner, 204, 705 (1970 


The unwitting passage of urine is one of the 
most serious social disasters which can 
afflict anyone 


Luckily, urincontrol with 
с" 


‘hy KABI Vr Kabi Pharmaceuticals Ltd, B iton Hous e Ux bridge Road, Ealing, London W5 2TH 


Telephone : 01-567 4717 or 01-579 1871 
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Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); М. F. Reiser (New Haven, Сопп.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


МШ -+ 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3--8058--1232--5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Iliness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors' 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editer of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 


S. Karger - Basel - München · Paris · London · New York - Sydney 
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Distress Behaviour: A Study of Selected Samaritan Clients. 
and Parasuicides (‘Attempted Suicide’ Patients). 
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Part I: General Aspects __ 





By NORMAN KREITMAN and NILIMA CHOWDHURY | 


This paper represents part of a study into 
what determines the action taken by individuals 
in distress. More specifically we were concerned 
fo elucidate why some people attempt to find 
relief by seeking support and guidance from an 
appropriate agency, while others resort to self- 
aggressive behaviour. Two groups of subjects 
have been investigated, one consisting of certain 
clients seeking help from the Telephone 
Samaritans organization, while the other com- 
prises patients who had engaged in acts generally 
described as ‘attempted suicide’ but better 
termed ‘parasuicide’ (Kreitman et al., 1969) or 
‘deliberate self-poisoning or self-injury’ (Kessel, 
1965). 

Earlier phases of the study (Chowdhury and 
Kreitman, 1970, 1971) suggested that the two 
groups, i.e. Samaritan clients and parasuicides, 
were similar with regard to their level of 
subjective distress at the time of contact with the 
Samaritan organization or when seen at hospital, 
and that their problems appeared to cover a 
broadly similar. range. Certain differences 
between the two groups also emerged on a 
number of demographic and social indices. 
The present investigation was concerned with 
thé most obvious difference of all, namely that 
the two groups had adopted quite diverse 
responses, or strategies, in the face of their 
difficulties. In general, it appeared that the 
Samaritan clients had taken the apparently 
rational step of seeking out and utilizing the help 
offered by an agency which is specially interested 
‘to help the suicidal and despairing’. However, 
since many individuals made contact with the 
Samaritans only fleetingly, even though their 
problems remained unresolved, it was decided 
to exclude such transients and to select for 


resent study those individuals who continued. 
р у = 
*. 
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to work with the Samaritans and maintain 
contact with them over a period of time; these 
we often referred to as ‘persistent help-seekers' 
as they represented clients making consistent and 
rational use of the help available to them. 

The second group, the parasuicides, could be 
described in general as those who when in 
distress had had recourse to the dangerous and 
relatively ineffective solution represented by 
self-poisoning or self-injury. Among them, too, 
attention was confined for present purposes to a 
sub-group which consisted of those individuals 
who were clearly capable of making.an. explicit 
request for help if they wished to do so, or, 
more accurately, were not prevented from 
seeking such help by reason of a cognitive defect 
or psychosis. These ‘pure’ cases of parasuicide 
represented a group clearly contrasting with the 
persistent help-seekers in terms of their current 
distress behaviour. 





Sampling procedures 

To avoid complexities resulting from an 
individual's past experience, when “consulting 
the Samaritans or being treated for a ‘suicidal 
attempt’ at the Regional Poisoning Treatment 
Centre,* only individuals making contact with 
either service for the first time were included 
in the study. 

Our operational definition. of a ‘persistent 
help-seeker’ among the Samaritan clients was an 
individual who made ‘two consecutive contacts 
with the service for the same problem within a 


* The definition of parasuicide ‘used throughout this 
investigation was that an individual should be so diagnosed 
by the staff of the Regional: Poisoning Treatment Centre at 
the Royal Infirmary, Edinburgh. It is known that approxi- 
mately 98 per cent of all hospital-treated self- -poisoning 
cases in the city are received by this Unit. All patients seen 
itted, irrespective of their toxic state. 
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two-weck period, whether or not a formal 
appointment had been offered.* Clients who 
made their second contact merely to thank the 
Samaritans or to report that they had continued 
with à plan to refer them elsewhere were not 
included. nor were those referred from other 
organizations. Between February and December 
1969, 128 clients were identified as falling within 
our defined group, of whom 121 or 94 per cent 
were included in the final study. The remaining 
seven could not be included, as the Samaritan 
worker concerned with the case did not feel able 
to complete the schedule. 

Correspondingly, the parasuicides included in 
the investigation comprised first-ever admissions 
to the Regional Poisoning Treatment Centre 
during February and March 1969. Excluded 
were any patients diagnosed as psychotic or 
subnormal, those with organic disorder, and 
any admission from a prison or psychiatric 
hospital. Ninety-seven patients fell within this 
definition, of whom 93 (96 per cent) were 
interviewed. The remaining four left the Centre 
before they could be seen. 

It.will be evident that since attention has 
been focussed on special sub-groups our findings 
may not be applicable to all Samaritan clients 
or all parasuicides, even within the city of 
Edinburgh; the question of the representative 
nature of the chosen samples to their parent 
populations will be taken up in due course. 


The interiiew 

Following a pilot investigation, a schedule 
was prepared consisting of a series of pre- 
specified questions which were put to the 
subjects in both groups. The Samaritan clients 
were interviewed by the appropriate Samaritan 
worker, who usually saw the client on both visits, 
while all the patients were interviewed by one 
of us (N.C.). 


RESULTS 

Age and sex 

Among the persistent help-seekers there was 
a markedly higher proportion of males (64 per 

* Approximately 80 per cent of Samaritan clients are 
‘invited to return if they wish, most of the remainder being 
referred to other agencies, Sometimes an appointment for 
the second visit is made at the close of the first interview 
(Chowdhury and Kreitman, 1970). 


cent) than was found among the parasuicides 
(39 per cent). Details are given in Table I. 


Tas І % 
Sex of persistent help-seekers and parasuicides 











P.H.-seekers ^ Parasuicides’. 
Male 78 36 
Female... 43 57 
Total 121 93 





x? 14:206, d.f. 1, p < оо: 


In view of this difference, in most of ghe 
following results the sexes have been treated 
separately. The age distribution shown in 
Table II indicates that the male help-seekers 
were appreciably older than the comparison 
group, but this was not the case among the 
females. 


Tase II 


Age distribution ( percentages) and modal age, by sex, 
of persistent help-seekers and parasuicides 




















Male Female 

Р.Н.-  Para- P.H.- Рага- 

seekers suicides seekers suicides 
Under оо  .. 4 27 7 20 
20-29 e. 21 8 30 27 
30-39 .. 96 23 28 21 
40-49 .. 23 14 18 19 
50-59 0015 II 9 10 
60+ .. 5 17 7 4 
Not known 6 — — == 
N=78 N=36 №43 N=57 
Modal age 42 36 35 32 
x? = 19:207 x? = 6:867 

Wf. 5 df. 5 
p< 01 n.s 


For reason which will be explained in detail 
below, 22 male Samaritan clients have been 
excluded from the remainder of the study. They 
represented a very special sub-group who 
appeared to be seeking. no active help although 
they fell within our operational definition. It 
may be noted that their omission does not 
affect the interpretation of the age, and sex 
data just referred to. • 


©” 
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Marital status 

Table ПІ shows that there was no significant 
difference in marital status among the male 
stibjects, despite the previously noted differences 
in age which would have led one to expect 
yelatively fewer single men among the Sama- 
ritan clients; actually the reverse was found to 


be the case. Among the females there was a 


relative excess of separated, widowed, and 
divorced women among the Samaritan clients 
as compared to a preponderance of married 
subjects among the parasuicides. It will be 
recalled that the two groups of women did not 


differ with respect to age. 











Taste TIT 
Percentage distribution by marital state of persistent 
help-seekers and parasuicides 
Male Female 
Р.Н.-  Para- P.H. Para- 
seekers suicides seekers suicides 
Single 46 36 30 26 
Married . 32 44 37 65 
Separated, 
widowed and 
divorced .. 21i 19 33 9 








N56 №36 N=43 N=57 








xt = 1-489 д = 10-981 
d.f. 2 d.f. 2 
n.s. p< ‘or 


Social class 


There was no difference between the groups 
for social class distribution either for men or 


for women. 


Living group 


Among men, nearly half the help-seekers were 
living alone, a proportion significantly greater 
than that found among the male parasuicides. 
There were similarly conspicuous differences in 
their type of living accommodation; the majority 
of male persistent help-seekers were living in a 
bedsitter, or in a hostel or similar institution, 
while the majority of parasuicides lived in a 
private house, whether their own or that of 
their parents (Tables IV and V). Among 
women tooethere was a significant excess of 

* 


clients living alone and a deficit of those living 
with their intimate families when compared to 
the proportions among the parasuicides. Their 
type of accommodation also reflects these 
differences (Tables IV and V). 


Taste IV. 


Household composition of persistent help-seekers and 
parasuicides: Percentage distribution 














Male Female 
P.H. Para- P.H. Para- 
seekers suicides seekers suicides 
(a) Living with 
spourse or 
parents .. 48 67 49 77 
(b) Living with 
children, 
sibs; relatives 
or friends . . 4 8 23 16 
(с) Living alone, 
in hostels or 
lodgings .. 48 25 28 7 
№56 N-36 N-43 N=57 





x? (a+b/c) = 4:958 x? = 5:779 
d.f. 1 аёт 


р < 55 р < +02 


Tassie V 


Туре of accommodation occupied by the persistent 
help-seekers and parasuicides: Percentage distribution 




















Male Female 
P.H.  Para- P.H. Para- 
seekers suicides seekers suicides 

House owned, 

rented or 

parental 86 53 88 
Bedsitter, hostel, 

otherornone 63 14 35 12 
Not known 3 — 12 — 

№56 N=36 N-43 N=57 





x? == 22:686 X* = 97474 
d.£.1 df. 1 
p< ‘oor px ‘oor 
Employment status . 


As shown in Table VI, only one-third of the 
men seeking help from the Samaritans were 
actively employed, a proportion much lower 


f 
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than that among the parasuicides. The differ- 
ence is made up by the excess of unemployed 
men rather than by those who were off work 
through sickness. 


Taste VI 


Employment of persistent help-seekers in comparison with 
parasuicides: Percentage distribution 




















Male Female 
P.H.-  Para- P.H. Para- 
seekers suicides seekers suicides 
Employed .. 32 58 53 70 
Unemployed.. 39 17 23 II 
Off sick .. 20 17 7 II 
Students, 
retired, and 
permanently 
disabled... 7 8 9 4 
Not known .. 2 Е 7 5 
N=56 №36 N=43 N57 
x? = 7339 x? 5:286 
d.f. 3 n.s. 
р < '05 
Employed and off sick/unemployed 
X! == 12:094 x? = 3°77 
d.f. 2 n.s. 
р < ‘oor 


Social coniact 


The subjects in the two groups were asked if 
they hac any friends. The term ‘friend’ was 
defined very loosely and was not limited to 
intimate friendships only. Nevertheless, approxi- 
mately one quarter of both sexes in both groups 
felt that they had no one to whom they could 
apply this label. No significant differences were 
found between the two samples, though the 
relatively high proportion of ‘not known’ 
entries should be noted. Discrepancies in usage 
of the word ‘friend’ by various social classes 
need not be considered since, as previously 
noted, there were no significant social class 
differences between the groups. 


Psychiatric treatment 

. Among both men and women fewer clients 
than parasuicides were currently receiving 
treatment for psychological symptoms from their 
general practitioner or were attending a 


N 


. 


psychiatrist (see Table VII). For some subjects, 
however, data were not available. If all the 
‘not known’ cases are assumed to be under care, 
the difference between the groups disappears 
for the men but remains statistically significant 
for the women. ^ М 


. 


Tasre УП 


Current psychiatric treatment being received by persistent 
help-seekers and parasuicides : Percentage distributions 

















Male Female 
P.H.-  Para- P.H. Para- 
seekers suicides seekers suicides 
~~. 
Yes .. 0 2l 44 25 61 
No .- 70 56 60 39 
Not known € 9 о 14 о 
N=56 №36 N= 743 N=57 
х? = 9:308 x = 9-007 
d.f. 1 df. т 
p< 01 p< 0 


Source and duration of stress 

In Table VIII data are presented concerning 
the nature of the problem reported by the 
client or patient. These were often multiple for 


each individual, and the categories used are not | 


mutually exclusive. For these reasons no formal 
tests of significance have been carried out. It will 
be noted that for almost all types of problem the 
proportions are higher in the help-seeker group 
than in the parasuicides. While it is possible that 
this is due to a different interview setting, it 
certainly suggests that the help-seekers do not 
have fewer problems that the patients. When 
the various problems are listed in rank order 
of their frequency of report a high correlation 
emerges both for male and female subjects. 
Thus, it seems likely that the pattern of diffi- 
culties represented by the two groups is very 
similar. Financial problems and loneliness are 
particularly prominent. An attempt was also 
made (Table IX) to identify whether the 
problems reported had been continually*present 
for a considerable period of time, or were 
episodic in character or were currently troubling 
the individual for the first time. Less than half 
the persistent help-seekers reported continuous 
stress, though two-thirds of thee parasuicides 


Ы 
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A 
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Tasie УШ 


Percentages of persistent help-seekers and parasuicides 
reporting specific problems, with rank order of problems 
MM MM M MÀ MM MÀ E 











Male ' Female 
J. P.H.. Para- P.H. Para- 
seekers suicides seekers suicides 
Accommodation 32 8 26 5 
Finance 49 44 57 32 
Debt .. 080 19 33 25 
Employment.. 42 31 31 18 
Physical 
ill-health 26 25 19 14 
Marital 32 22 48 40 
eliness 46 33 48 40 
Bereavement .. 1 II 7 16 
Crime.. o R 5 10 2 
N=56 N=36 N=43 N=57 
rs = 0:779 r, = 0°833 
p< 05 p< ‘or 


Items are not mutually exclusive 


did so, and this held true when comparing like- 
sex subjects only. The distinction between 
continuous and recurrent stresses is by no means 


Tase IX 


Duration of stress reported by persistent help-seekers and 
parasuicides : Percentage distributions 








Male Female 
P.H.-  Para- P.H. Рага- 
seekers suicides seekers suicides 
Continuous 40 66 40 66 
Recurrent 30 8 36 26 
Incident imme- 
diate and 
for the first 
time «014 II 17 — 
None .. ws 4 8 5 5 
Not known 12 3 5 — 
N=56 N=36 N=43 N=57 





an absolute one, and perhaps the major point 
to notę is that only a small minority in either 
group reported that their problems were new or 
tecent. Interestingly, a further small proportion 
denied that they were under any particular 
stress. In general, it appears that both the 
character and the duration of stress were broadly 
similar in tht two groups. 


The relationship of study samples to the total 
populations 

The earlier studies previously mentioned were 
concerned with some of the epidemiological 
characteristics of the clients of the Telephone 
Samaritan organization, and have compared 
fairly large samples of clients and parasuicides 
in broad demographic terms (Chowdhury and 
Kreitman, 1970, 1971). It was found that in 
Edinburgh the rates for contact with the 
Samaritans were even higher than those of 
parasuicide, and that the clients also had a 
higher proportion of men. Comparison of the 
males in the two groups showed a relative excess 
of clients living apart from their families, 
although there was no difference in age or 
marital status. Among women, the Samaritan 
clients were older than the patients and were 
more often married. Differences in area of 
residence within the city were also found. 

It was thus possible to compare the present 
samples with the larger and unselected series 
previously investigated. Comparisons were made 
of the sex ratio in each series and within each 
sex with respect to age, marital status, social 
class and living group. 

On comparing the present sample of persistent 
help-seekers with the larger series, it was found 
that for men the former were significantly older 
and more often divorced or separated, while 
for women they were more. often single or 
divorced or separated. Correspondingly, among 
the present sample of first-ever parasuicides the 
social class of the men was significantly lower 
than in the unselected series, while among the 
women fewer were found to be living alone. 
Table X summarizes these and other results. 

It is not intended to attempt to interpret these 
discrepancies in detail. The point to be made is 
that the samples of persistent help-seekers and of 
parasuicides as studied in this investigation are 
not representative of the general populations 
from which they are drawn. This is not parti- 
cularly surprising, as they were deliberately 
selected for a specific purpose, but should 
caution against premature generalizatiori. 

Discussion 

Before reviewing the findings some comment 

must be made about the 22 men among the 
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TABLE X 


Differences between present samples and larger series of 
Samaritan clients and parasuicides 








Samaritans Parasuicides 

Sex ratio m vs n.s. ns. 
Males 

Age .. ; p< о n.s 

Marital status p< о! n.s 

Social class .. is n.s. р < 001 

Living group T n.s. n.s. 
Females 

Age .. y n.s. n.s. 

Marital status р < 01 n.s. 

Living group Ee ns. р < *05 





Samaritan clients who have been excluded from 
most of the comparisons. They originally came 
into the study because they fell within our opera- 
tional definition of a ‘help-seeker’, but it tran- 
spired that they were vagrants in search (with 
success) of warmth, rest, and a cup of tea. 
They usually volunteered no special problems 
and asked for nothing further. Indeed it often 
proved difficult to elicit any information at all 
from them. Their elimination from the rest of 
the study does not seriously affect the pre- 
ponderance of men over women among the 
Samaritan clients, nor so far as can be ascer- 
tained, does their removal influence the observed 
age distribution among the men. 

The difference in the sex ratio between the 
two groups, with the clients being mostly men 
and the parasuicides mostly women, is one of 
the clearest findings in this study. Comparing the 
males in the two samples, the Samaritan clients 
were found to be relatively older, though the 
married amongst them did not represent a 
significantly larger proportion; in fact there 
was a tendency for unmarried men to be rela- 
tively commoner. The male help-seekers tended 
to live in lodgings or in institutions rather than 
with their families and were more likely to be 
unemplowed than were the parasuicides. They 
were less likely to be receiving treatment for 
*psychological symptoms. The two groups did 
not differ on social class or on the multiplicity or 
duration of their current problems, nor in their 
sense of friendlessness. It may be noted here that 


while the clients reported having no friends and 
tended often to be living in isolation the para- 
suicides reported a similar absence of friends, 
though many more were in fact living with thir 
families. 

The pattern of findings for females is on]yta 
little different. The women among the clients 
are of similar age to the parasuicides but contain 
a relative excess of separated, widowed and 
divorced. Perhaps for this reason they, like the” 
male clients, are more likely to be living alone 
than are the same-sex parasuicides. Only a 
minority of clients, as against a majority of 
parasuicides, were receiving psychiatric treat- 
ment from any source. Both groups report a 
similar range and chronicity of problems and 
appear to be of similar social class and employ- 
ment status so far as this could be ascertained. 
Like the men, both groups report a lack of 
friends in approximately similar proportions, 
despite their differences in living group and type 
of accommodation. 

When one attempts to draw these conclusions 
together and relate them to a choice of help- 
seeking or parasuicidal behaviour three main 
points emerge. Firstly the help-seekers of both 
sexes are comparatively more socially isolated. 


In both sexes they are less likely to have a spouse + 


to whom they can turn, are more likely to be 
living apart from their family or friends, and 
among men at least to have no effective contact 
through work in view of their unemployment. 
In contrast, the parasuicides, who show fewer 
of these features, are living in an appreciably 
richer interpersonal environment. They have 
other people against whom to act and interact, 
sometimes explosively, and perhaps less need to 
consult agencies to find others to whom they can 
relate their difficulties. Their world is already 
peopled, and seeking new contacts is not a 
likely resource for them. In a proportion of 
parasuicides the act may even be best inter- 
preted as a transaction between the patient and 
his intimate group (Kreitman et al., 1970). The 


present data would tend to support this wide- ° 


spread clinical opinion. 

The second feature requiring comment is that 
the apparently rational procedure of help- 
seeking is found to be resorted to more often 
among men, and especially olde? men, while 


a 
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parasuicidal behaviour is represented pre- 
ponderantly by women. In part, this sex differ- 
ence could be explained by the greater social 
ifolation among men than women in our sample. 
It might, however, also reflect a sex-linked 
preference for principally ‘instrumental’ as 
against principally ‘expressive’ activity, ie. a 
desire to solve an objectifiable problem, in this 
case by seeking advice and guidance, rather 
than by emotional appeal or by attempting to 
intermit an intolerable state of mind. Cooper- 
stock (1971) has proposed a similar view to 
account for the higher consumption of psycho- 
tepic drugs in women. But we offer this 
hypothesis with diffidence. The distinction 
between instrumentality and expressivity in 
social action has been extensively discussed in 
sociological writings, but the difference is not 
always evident when applied to individuals in 
distress. For example, it is not clear whether a 
patient in psychotherapy is acting instrumentally 
to effect symptom reduction and problem 
resolution, or expressively by ventilating his 
emotions to a sympathetic listener, or both. 
Nevertheless, the point seems worth raising. 

'Thirdly, there is the finding that for both 
sexes more parasuicides were currently receiving 
psychiatric treatment, from whatever source, 
than were the Samaritan clients. As it was not 
possible to assess the psychological health of all 
our subjects at time of contact, it is difficult to 
interpret this finding clearly. It might reflect a 
lower rate of psychiatric morbidity among the 
clients, but could equally represent a greater 
difficulty on their part in making contact with 
doctors as with other human beings, as shown for 
example in their relatively solitary lives. The 
possibility that the parasuicides are in a greater 
state of emotional turmoil would accord with the 
suggestion that for them the act has a major 
expressive component. 

Hopes for the primary prevention of self- 
poisoning and self-injury have largely centred on 
the feasibility of persuading potential patients 
to consult various emergency services geared to 
‘their needs. The model of decision-making 
implied in such programmes is that a given 
individual may be reasonably expected to opt 
for the more socially desirable course of action 
if the servicés are freely provided and if adverse 


attitudes to their use are overcome by education 
and propaganda. Our results cannot, strictly 
speaking, either support or refute such a model, 
since the population we have sampled was not one 
of potential parasuicides but one of those who have 
proceeded to act. Nevertheless, our findings do 
indicate that the two samples differ on stable 
and enduring characteristics. If the variables 
studied are indeed determinants of behaviour 
their effects are unlikely to be easily offset by 
educational campaigns. 

On the other hand, it is evident that our 
findings, though relevant to nuclear groups of 
Samaritan clients and parasuicides, may not 
apply to all those falling in either category, and 
further, that the subjective reasons offered by 
the individual to account for his actions have 
yet to be considered. 


SUMMARY 


1. Two groups of individuals in distress were 
investigated. The first comprised 121 (out of a 
possible total of 128) Samaritan clients who 
made at least two contacts with the organization 
within a two-week period for a related problem. 
They were regarded as distressed individuals 
making persistent and rational use of a service 
designed to help them. By contrast, the second 
group comprised 93 selected first-ever admissions 
(out of a possible total of 97) to the Regional 
Poisoning Treatment Centre in Edinburgh 
whose crisis behaviour was considered ill- 
organized and less rational. 

2. The Samaritan group contained signifi- 
cantly more men. 

3. Among men, the client group was signi- 
ficantly older, yet contained a slightly higher 
proportion of the unmarried. Proportionally 
more of the Samaritans’ clients lived in a bed- 
sitter or hostel, and were more often un- 
employed. It is likely that fewer were currently 
receiving treatment for psychiatric symptoms. 
'There were no significant differences between 
the groups for social class, complaints of friend- 
lessness, or in the range and type of environ- 
mental stress. ' 

4. For the women, a relative excess of sepas 
rated, widowed and divorced people was found 
in the client group, though the two groups did 
not differ in age. More clients than patients were 
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Distress Behaviour: A Study of Selected Samaritan Clients 


and Parasuicides (‘Attempted Suicide’ Patients) 
Part II: Attitudes and Choice of Action 


By NORMAN KREITMAN and NILIMA CHOWDHURY 


This phase of the study was concerned only 
with the 93 parasuicides already described in 
Part I. It was designed to ascertain their 
knowledge of help-giving services, and to 
elucidate their attitudes towards help-seeking 
both in general and in the specific context of 
their parasuicidal behaviour. 

Information was gathered by a semi-struc- 
tured interview which took place after the 
formal psychiatric examination by the service 
staff had been completed. Perhaps for this 


\veason most patients appeared relaxed and 


co-operative. The interview began with a 
general explanation, an invitation to the 
patient to assist with the enquiry, and an 
explicit option of declining discussion on painful 
topics (which, however, the patients rarely 
exercised). Spontaneous discussion was en- 
couraged, direct questioning being employed 
only if key items of information were not other- 
wise produced. Each interview lasted about an 
hour. A reliability check on the classification 
of some of the attitudinal data was also carried 
out (see below). 


REsuLTs 

Knowledge of services 

Patients were asked whether they knew of 
anyone in a service role or of any organization 
to whom they could have taken their problem 
had they so wished. The results are shown in 
Table XI: only 15 per cent at the most claimed 
to be factually unaware of any help-giving 
agency. The most commonly mentioned source 
of potential aid was the general practitioner, 
followed by a variety of Social Work agencies. 
Direct questioning showed that about one third 
of the patients knew of the existence and purpose 
of the Telephone Samaritan Organization. Men 
and women did not differ markedly in their 
pattern of replies. 


TABLE XI 
Knowledge of medical and social services: percentages 


Males Females Total 
(n—36) (n=57) (n-93) 





Generalpractitioner .. 67 79 74 
Social services .. .. 44 43 45 
Telephone Samaritans.. 31 31 gI 
Any one .. 75 9r 85 


Knew of no service 25* 9 15 


* Including three men who denied having taken 
an overdose, despite biochemical evidence to thc 


contrary. 


Altitudes to help-seeking in general 

General attitudes towards seeking help in 
times of crisis as against remaining self-sufficient 
were explored in a series of questions, and the 
replies were categorized as in Table XII(a). 
About one fifth of the patients declared that in 
general terms help-seeking for one's problems 
from any source was not acceptable behaviour 
and that one should solve all one's own diffi- 
culties oneself. The remainder declared them- 
selves in favour of seeking aid, though some 
qualified this as depending upon the nature of 
the problem. Further questions were directed as 
to the kind of person from whom help was 
acceptable (Table XII(b)). Specially qualified 
individuals were cited most often, but some 
patients thought that anyone might serve in 
times of difficulty. An interesting minority 
specified that only a relative could, or should, 
assist. A 


Attitudes to help-seeking with current problems 

Thus the majority of patients knew that help 
could have been obtained if they had wished, 
and expressed no disapproval of help-seeking 


IO 
Tasrz XII 
Attitudes to help-seeking in crises: percentages 


Males Females Total 
(n=36) (n—57) (n=93) 





(a) Desirability of help 


Help desirable .. 53 42 46 
Dependent on nature 

of problem .. 22 39 32 
Help not desirable 25 19 22 

(b) From whom жа a 
No-one .. $ 25 19 22 
Relative only .. 14 3 7 
Specialized (service) 

individuals 42 47 45 
Anyone available 1g 30 26 


behaviour in times of stress. Nevertheless they 
had become parasuicides. Discussion then turned 
to their reasons for resorting to self-poisoning 
instead of seeking outside aid. For clarity the 
14 patients who claimed factual ignorance were 
excluded at this point, even though it is by no 
means evident that they were unaware of help- 
giving resources rather than perceiving these 
as grossly inappropriate to their own needs. 

A pilot study on 25 cases, excluded from the 
main sample, had shown that patients were 
usually capable of stating explicitly their main 
reasons for not seeking help from ‘agencies’ and 
that their statements could be grouped into six 
classes. These, with illustrative examples, in- 
cluded: 

(a) Wanted to die: ‘I wanted to die, so I 
didn’t want to tell anyone about my problem or 
my intention.’ ‘I thought only death could 
solve my problem—there was no point in going 
{о зее......... 

(b) Too personal: ‘It’s my marriage—1 should 
try to find the solution myself—I would not 
discuss it with others.’ ‘I’ve got to solve my own 
personal problems—1 can’t expect others to do 
it for me.’ 

(c) Critical of services: ‘I was disappointed 
and didn’t want to go back.’ “Не has no time.’ 
‘I cannot talk to him.’ 

(а) To relieve strain: ‘I wanted to have a 
good sleep, so I would feel better in the morning.’ 
‘I just wanted to calm myself.’ 

. (e) To influence others: ‘It was to bring my 
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husband's senses back.’ "To make him (husband) 
see my point of view. 

(f) Not possible to seek help: ‘I’m not allowed 
to contact my G.P. without the Matron's per- 
mission' (a resident of an old people's home). 
‘Tm not registered with any G.P. here.’ 

These themes also emerged in the main study, 
and were used as the basis for classification. 
Twelve months after the proformas were 
completed, the interviewer read over the 
verbatim notes in the relevant part of the 
schedule and blindly classified the statements 
again. Group (c) was similarly identified in 
81 per cent of instances, groups (a) and '(d) 
in 92 per cent and the remainder on all occasions. 

Table XIII shows the numbers, by sex, in 
each group. The ‘self-medication to relieve 
strain? category is the most numerous. Men were 
more inclined than women to be critical of the 
agencies available, while women more frequently 


expressed a desire to influence others, but on the / 


whole the two sexes gave similar reponses. 


TABLE XIII 
‘Reasons’ for non-consultation : percentages 


Males Females Total 


Self-medication to relieve 


strain .. a 30 31 30 
Critical of services 26 13 18 
Problem too personal .. 18 17 18 
Wanted to die .. . 22 15 18 
To influence others 4 17 13 
Help not physically 

available Ж T о 6 4 
Total (N=) (27) (52) (79*) 





* Refers only to patients with knowledge of avail- 
ability of medical and social agencies. 


Use of agencies and the role of drugs 

The 79 patients who knew of the existence of 
help-giving agencies were asked whether they 
had ever discussed their problems with them 
and whether they had consulted in the two 
weeks before their parasuicide. Only 27 of the 
group had consulted at any time, all but one irf 
the fortnight before admission. Thus a third of 
the group had sought assistance recently, 
though doing so had evidently not suceeeded in 
averting their parasuicide. It seeméd of interest 
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to tabulate the agency used against the ostensible 

reason for their self-poisoning or self-injury. 

This has been done in Table XIV: of those who 

aflegedly wished to kill themselves over half had 

recently consulted their general practitioners. 

It also emerged yet again that general practi- 

tioners were the commonest resource and that a 

disproportionately smaller number of patients 

had actually used social agencies or the Tele- 
* phone Samaritans than knew of their existence 

and purpose. 

Taste XIV 
‘Reasons’ for parasuicide and recent use of agencies 
- (preceding two weeks) 


General Social Telephone 
‘Reasons’ practi- work Sama- None Total 





tioner services  ritans 
To relieve 
strain . 6 — — 18 24 
Critical of 
service 4 2 2 6 14 
roblem too 
person — — — 14 14 
Wanted to 
die 8 I — 5 I4 
To influence 
others . 2 I — 7 10 
Help not 
available — — — . 3 3 
Total 20 4 2 53 79 





The patients were also asked about their use 
of psychotropic drugs, including night sedation. 
No less than 50 of the 79 were on regular 
medication. Yet, as the previous Table (XIV) 
shows, only 20 had ventilated their difficulties 
with the prescribing doctor. The remaining 30 
received repeat prescriptions without actually 
seeing him or, very exceptionally, without their 
problems being raised during a consultation; 
four of the 30 took their difficulties to other 
agencies. 

Evidently receiving drugs and assistance with 
subjective problems are very different things, 
and many patients received the former without 
the latter. Patients who sought advice without 
their being given pills were very few. Table XV 
shows that there is a clear association between 
receiving medication and the discussion of 
difficulties, Which is to say that facilities for 


II 


Taste XV 
Receipt of medication and discussion of problems (ever) 
Problem N ot 





dis- dis- Total 
cussed* cussed 
Medication prescribed.. 24 26 50 
No medication .. sce 3 26 29 
27 52 79 


x? = 11:568, d.f. =I p < ‘oor 
* With any agency. 


consultation which did not involve the consump- 
tion of drugs were little used. 


DrsaussioN 

Comments offered pott facto by patients about 
an act for which many could barely account 
even to themselves must necessarily be viewed 
with caution. The present section of the study, 
however, was not concerned with the whole 
tangle of motivations leading up to the para- 
suicide, but was confined to the reasons given by 
patients for their not seeking guidance for their 
problems instead of resorting to self-poisoning 
or self-injury. The patient's own expression of 
these reasons warrants due attention and will 
be no less reliable than any other method of 
identification. 

The great majority of patients were aware 
that help could have been offered to them by 
someone, especially their general practitioner, 
whose importance as a help-giver has repeatedly 
emerged. Factual ignorance of any help-giving 
agency was reported by only a small minority, 
although there is clearly scope for greater 
information on the aims and work of the De- 
partment of Social Welfare and of the Telephone 
Samaritans, the latter being known to only a 
third of the patients.* Yet factual information 
was clearly of little value to these patients, a 
quarter of whom even maintained that seeking 
help for personal problems was not an accept- 
able form of behaviour; they believed that 
personal difficulties were appropriately solved 
by one’s own action or possibly with somie help 
from an intimate friend or relative. Theso 
patients had evidently exhausted their own 

* This proportion is appreciably higher than the 13 per 
cent quoted from a London hospital by Bagley (1970). , 


I2 


reserves yet had still not sought aid, an attitude 
which may be viewed as self-sufficiency carried 
to extremes. 

Such general attitudes may of course have 
limited relevance for a particular crisis. All 
patients except the 15 per cent who claimed 
factual ignorance of a help-giving agency were 
questioned further about their reasons for not 
utilizing such services in the present emergency. 
The findings will be briefly reviewed with 
particular reference to their implications for 
preventive action. 

The largest group (30 per cent) claimed they 
were seeking immediate relief from strain and 
that this could be most rapidly achieved by 
self-medication in excessive dosage. At least one 
third of these patients were currently attending 
their general practitioner. The ‘interruption’ 
(Shneidman, 1964) they sought varied from a 
few hours sleep to unconscioucness over several 
days. Whether these patients could have with- 
stood their distress long enough to embark on 
rational solutions to their problems is at best an 
open question. Their action was directed 
entirely towards their current feeling states and 
not towards the objective or ‘instrumental’ 
solution of their problem. As Kessel (1965), 
Birtchnell et al. (1971) and others have suggested, 
they could be viewed as individuals with low 
tolerance to stress living in a drug-oriented 
culture (although many had in fact consulted 
with their difficulties at various times in the 
past). Conceivably, consultation before current 
events had overwhelmed them might have 
helped, but this is no more than a speculation. 
Any such solution would also imply a major 
extension of services to a scale and degree of 
enduring success which is scarcely realistic, 
since the presenting problems reflected a wide 
range of difficulties often of a long-standing and 
intractable kind. 

The group who thought that various agencies 
had nothing useful to offer (18 per cent) were 
often speaking from experience. Most of these 
patients had been in recent contact with some 
service, and they represent failures of manage- 
iment. Only improvement in the therapeutic 

t Litman (1971) has commented on the ‘god-like self- 
sufficiency’ of certain individuals who proceed to suicide, 
apparently inevitably. 
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efficiency and management skills of existing 
agencies, including doctors, seem likely to affect 
the size of this sub-group. 

Those who expressed a wish to die (18 per 
cent) were in some respects similar to the last 
mentioned, since most of these patients too had 
been in recent contact with help-givers and 
represent failures of care (mostly of medical 
care). Their numbers can only be reduced 
by better treatment given at an earlier stage. 

There were several patients (18 per cent) who 
considered their problems too personal for 
ventilation to other people, and none had in 
fact sought help even from their family doctor. 
This group may prove exceptionally difficult 
to reach, Their attitudes represent perhaps a 
combination of factors, including both popular 
concepts of privacy and the actual interest and 
behaviour of the caring professions. Over the 
last decade many leaders of psychiatry, for 
example, have urged a withdrawal of pro- 
fessional interest from ‘purely personal’ pro 
blems. If this view were to be shared by general 
practitioners, increasing numbers of parasuicides 
could be the consequence. 

The last main group (13 per cent) comprised 
those patients who clearly stated that their 
overdose was intended to convey a dramatic 
message to another person, usually their spouse. 
They indicated that their purpose could not 
have been met by any less flamboyant action 
such as consulting another person about their 
difficulties. Again it is hard to conceive with 
realism of any type of service which could have 
helped them in the manner in which they wished 
to be helped. It is not possible to say whether at 
an earlier stage of their difficulties less dramatic 
means of solution might have appeared appro- 
priate. 

That no less than 50 out of 79 patients or 63 
per cent (of those who knew of help-giving 
services) should have been receiving psycho- 
tropic drugs is noteworthy, even in the absence 
of comparative data from non-parasuicides.* 

* That so many parasuicides were already ivi 
drugs from their doctors (or from psychiatrists) raises the 
possibility that the availability of drugs may have precipi- 
tated the self-poisoning. The possibility remains open for 
these particular individuals, though it is known that in 
general only 55 per cent of self-poisonjng admissions 
involve drugs medically prescribed for the patient. |, * 
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It is also evident that the receipt of drugs is not 
a valid indicator that the patient is getting help 
for his subjective difficulties, since the majority 
of patients alleged that they had not ventilated 
their problems with the prescribing doctor. As 
mentioned, this situation often arose where a 
patient was given repeat prescriptions without 
a consultation. It is not known in the remaining 
cases whether the patient's reticence, the doctor's 


* lack of interest or both were responsible for this 


anomalous situation. 


CONCLUSIONS 
* Tt is not easy to draw any general conclusions 
from these findings alone, which are basically 
intended to supplement data already presented 
in Part I and elsewhere, but certain points 
appear warranted. 

I. Over a quarter of the whole series were 
currently in contact with an ‘agency’ and must 
be considered as failures of management. This 

oes not imply that these agencies are inefficient, 
since no data have been collected on their 
successes, but it does indicate that a substantial 
reduction in parasuicides (especial among 
those expressing a wish to die) could be achieved 
if existing methods of management were im- 
proved. A combination of new ideas and of 
properly designed experiments in crisis inter- 
vention is urgently needed. 

2. There is little hope for reducing the para- 
suicide rate simply by disseminating factual 
information about the existence of helping 
agencies; all but 15 per cent of the patients 
were already aware of them. On the other hand, 
an improvement in the efficiency, style and 
public ‘image’ of the agencies might induce the 
many patients—over half the total—who knew 
of their existence but did not use them to do so. 
Most relevant here are those patients who 
thought their problem too personal or who were 
critical of the various services. 

3. The potential role of the Telephone 
Samarxans is not easy to determine. Evidence 
has been presented elsewhere (Chowdhury and 
Kreitman, 1970, 1971) indicating that the 
Samaritan clientèle have some features in 
common with the parasuicides, but also a 
number 5f important differences. The pattern 
оа, of course, change if use of the Samaritans 


became more widespread and began to attract 
a different section of the community. Neverthe- 
less, it is not evident that any agency could 
affect two important sub-groups of patients, 
namely those seeking instant emotional release 
and those attempting to produce a dramatic 
effect on others. For these patients, entering a 
stage of distress and seeking immediate relief 
from it tend to be almost simultaneous. The 
Samaritan organization may, however, have 
a valuable contribution to make in reducing 
the numbers in other categories. 

4. Over half the patients receiving psycho- 
tropic drugs reported that they had not dis-' 
cussed their problems with the person pre- 
scribing them. The reasons for this unsatisfactory 
situation are not always evident, and it cannot 
be assumed that the patient’s disclosure of his 
problems would necessarily have averted the 
parasuicide. Nevertheless, the finding indicates 
that more listening and perhaps less prescribing 
by physicians may have a greater role in primary 
prevention of parasuicide than any other single 
measure. To achieve it the conditions of general 
practice and the education of practitioners 
may both have to be reviewed. 


Summary 

1. Ninety-three first-ever admissions to the 
Regional Poisoning Treatment Centre, Edin- 
burgh were questioned about their knowledge 
of help-giving agencies and their attitudes 
towards help-seeking in the context of their 
parasuicide. 

2. All but 15 per cent of the patients were 
factually aware of the existence of individuals 
or organizations to whom they could have 
taken their problem had they so wished The 
most commonly mentioned source of possible 
aid was the general practitioner. About one third 
of the series knew of the existence and purpose 
of the Telephone Samaritan Organization. 
Approximately 20 per cent of the patients 
declared that, in general, help-seeking for one’s 
problems from any source was not acceptable 
and that all difficulties should be resolved by the 
individual’s efforts. The remainder declared 
themselves in favour of seeking aid, though some 
specified that only intimate acquaintances could 
or should assist. . 
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9. The overt reasons for not seeking aid from 
agencies in their present crisis were classified as 
(i) self-medication intended to relieve strain 
(go per cent), (ii) critical of services (18 per 
cent), (i) problem too personal (18 per cent), 
(iv) wanted to die (18 per cent), (v) to influence 
others (13 per cent), (vi) help not physically 
available (4 per cent). The classification used 
appeared to be reliable over a twelve-month 
test-retest interval. 

4. Only 27 patients had sought aid from other 
agencies with their problems at any time; of 
these all but one had consulted in the previous 
fortnight. Their choice of agency was tabulated 
against their overt reason for non-consultation in 
the context of their current parasuicide. 

5. Fifty patients were on regular medication, 
yet only 20 said they had ventilated their 

difficulties with the prescribing doctor. On the 
' other hand, very few patients were found who 
had discussed their difficulties with any agency 
which did not involve the consumption of 


6. The findings are discussed, with attention 
to each of the different sub-groups. It is con- 
cluded that approximately one quarter of the 
whole series must be considered as failure of 
management by care-taking agencies. There 
appears to be little scope for reducing the para- 
suicide rate simply by the dissemination of 
factual information. On the other hand, im- 
provement in the efficiency, style and ‘public 
image’ of help-giving bodies might have in- 
duced the many patients—over half the total— 
who knew of their existence but did not use them 
to do so. The possible contribution of the 
Telephone Samaritansis briefly discussed. Atten- 
tion is also drawn to the widespread practice of 


prescribing psychotropic drugs without explora- 
tion of the patient’s problems, according to the 
latter’s own report. 
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A Psychiatric Approach to the Diagnosis of Suicide 


and its Effect upon the Edinburgh Statistics 


By IRENE M. K. OVENSTONE 


Researchers agree that suicides are under- 
reported, although estimates of the extent vary. 
Dublin (1963) suggested that recorded figures 
were understated by one fourth to one third. 
Seager and Flood (1965) estimated that possible 
suicides among deaths reported as accidents, 
misadventure or open verdicts might be as 
many as 50 per cent of those actually returned 
as suicide. Important sources of under-reporting 
lie in the methods of ascertaining and recording 


tudes, which tend, in certain countries, to look 


Nas, as well as in religious and social atti- 


pon suicide as a stigma and to avoid a verdict 
of suicide where possible. 

In Scotland, the method used to identify 
suicides differs essentially from those used 
elsewhere, particularly England and the U.S.A. 
where the suicide figures are derived from 
coroners’ verdicts reached in open court. In 
essence, inquiry into all sudden and suspicious 
deaths is carried out in private by the area 
Procurator Fiscal, who is a legally trained civil 
servant. By law, he is required to report certain 
deaths and send a précis of his findings to the 
Crown Office in Edinburgh. From the Procu- 
rator Fiscal's précis a verdict of suicide is decided 
severally by the Crown Counsel, which is com- 
posed of five advocates-depute. Particulars of 
these and other deaths are sent to the Scottish 
Registrar General's Office for statistical compi- 
lation. Following upon their own inquiries, 
some 10-15 per cent of deaths per year not 
classified as suicide by the Crown Counsel are 
classified by the Registrar General's Office to the 
wider ‘category of ‘suicide and self-inflicted 
injury’. These are in addition to those diagnosed 
by the Crown Counsel. The remainder fall into 
the category of accidental death or ‘undeter- 
mined’, i.e. “Injury undetermined whether 
accidentdlly or purposely inflicted’. Stringent 
precautions are maintained within both the 


Crown and Registrar General’s Offices to keep 
confidential the names of officially designated 
suicides. 

The Crown Counsel’s ascertainments rests 
principally upon positive evidence of intent. 
In the author’s opinion, this approach ignores a 
substantial proportion of cases where direct 
evidence concerning intent is ambiguous. In 
contrast to the legal interest, which seeks 
primarily to rule out foul play, psychiatrists , 
wish to achieve an understanding of the types of 
person susceptible to suicide and the personal 
and social circumstances involved. It seems 
important, therefore, to include those in whom 
intent has to be inferred. Moreover, apart from 
underestimating the problem, the official sources, 
by excluding those cases in which intent has to 
be inferred, may bias the characteristics of the 
suicide population and impede our better 
understanding of the problem. 

The present study was undertaken to deter- 
mine the extent to which suicide is under- 
reported in Edinburgh, and the way in which 
this affects the suicide statistics. 


METHOD 


Examination of the Procurator Fiscal’s précis was 
made at the Crown Office on all reported deaths 
(apart from those arising from natural causes) aged 
12 years and upwards where the deceased had a 
resident address in Edinburgh at the time of death. 
Accidental deaths were included, in order that 
suicides masquerading as accidents might be detected, 
andall deaths which resulted as a direct and immediate 
cause of the accident were included. In automobile 
accidents, only the driver was included. , 

A schedule was constructed and two types’ of data 
were recorded: А 

Summary data were recorded on all accidental 
deaths, and consisted of demographic data together 
with all the information recorded on the précis and 
whether the deceased had ever been admitted to the 
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Regional Poisoning Treatment Centre (R.P.T.C.*) 
or the Samaritan service. 

Intensive data consisted of summary data together 
with additional information concerning medical 
contacts, the family, and personal and social back- 
ground of the deceased. This information was 
obtained by the researcher personally screening the 
records of the R.P.T.C., the mental hospital in- 
patient and out-patient notes in the Edinburgh area 
and other areas where relevant, and the records of 
the deceased’s general practitioner. Where informa- 
tion was incomplete, the general practitioner was 
also contacted to fill in the details. Co-operation in 
this sphere was virtually 100 per cent. The Samaritan 
service assisted by confirming previous attendances at 
their service, where appropriate. The City Assessor 
co-operated by supplying details relevant to the 
decreased’s standard of housing, and whether there 
was overcrowding. 

Intensive data were collected on: 

1. All suicides recorded by the Crown Counsel, 
and all ‘undetermined’ deaths, i.e. where the circum- 
stances pointed to suicide but this verdict was not 
given by the Crown Counsel; 

2. All accidental deaths where the deceased had 
previously been admitted to the R.P.T.C. or attended 
the Samaritans; 

3. All ges poisonings; 

4. All accidental deaths where the researcher consi- 
dered suicide was a possibility; 

5. A random sample of accidental deaths after those 
defined under 2—4 had been extracted. 

From all the data gathered, the case was allotted to 
the category of suicide, undetermined or accidental 
death according to certain criteria. 


Criteria used for classification of cases 
1, Suicide 

(a) Direct evidence—This constituted the presence of 
a suicide note, an intimation of intent prior to the 
act, and the outcome of a study of the method used by 
the deceased. In some the manner of death clearly 
indicated that the deceased took his own life, e.g. 
hanging, shooting, and in cases of overdose the size of 
the dose judged from post mortem evidence, tablet 
hoarding, etc. 

(b) Indirect evidence—(i) Where the circumstances of 
the death pointed to a repetition of a previous pattern 
or patterns of behaviour which were known to be 
suicidal attempts; (ii) Where there was evidence of 


* * The R.P.T.C., situated in the Edinburgh Royal 
Infirmary, admits 98 per cent of all suicidal attempts 
presenting at hospitals in the area. Recent research has 
shown that 80 per cent of such cases seen in general practice 
are also admitted (Kennedy, 1971). 


marked emotional reaction to a recent stress situation 
or failure to adapt to a more remote stress, Failure to 
adapt was characterized by periodic mood swings into 
depression or withdrawal since the event, resort ib 
alcohol or drugs where no such behaviour had 
existed previously, or increased intake in persons who 
had so previously indulged. i 

(c) Definition of swicide—This was defined as a 
deliberate initiation of an act of self-poisoning or self- 
injury which resulted in death, irrespective of whether 
there was evidence of intent to die. The rationale * 
behind the definition is put forward in the discussion. 


2. Undetermined death 

Cases were so classified where, although many 
factors pointed to suicide, the self-perpetration of the 
act by the deceased remained in doubt. 


3. Accidental death 

These were so classified where the act did not 
appear to have been deliberately initiated and there 
was no direct or indirect evidence to suggest suicide. 


Assessment of intent 

Intent was assessed separately and classified into 
three categories: 

(i) Definite—where the deceased left a suicide note, 
previously intimated his intent, or used a lethal 
method; 

(ii) Probable—where direct evidence was lacking 
but indirect evidence led to a diagnosis of suicide; 

(iii) Doubtful—where the evidence showed that 
following the act the person had taken steps to 
summon help. 


Sample 

The data were collected over a period of eighteen 
montbs from October 1969 to March 1971. ‘Suicide’ 
constituted those cases where both the researcher and 
the Crown Counsel agreed on the diagnosis. These 
numbered 66 (36 males and 30 females). ‘Misclassified 
suicides' denoted those cases additionally diagnosed 
by the researcher. There were 40 cases in this category 
(20 males and 20 females). Over the same period, 
there were 12 'undetermined' and 96 accidental 
deaths classified by the researcher. 


RESULTS 
The degree of under-reporting 
Over the eighteen-month period, compared’ 
with the researcher, the Crown Counsel undet- 
diagnosed suicide by 37-7 per cent. During the 
year 1970, a total of 69 suicides were diagnosed 
by the researcher, of which 41 were agreed, by 
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the Crown Counsel and 47 by the Scottish 
Registrar General’s Office. Thus, compared 
with the researcher, the Crown Counsel under- 
feported by 40-67 per cent and the Registrar 
General by 32 per cent. 


Comparison of classification of cases by the researcher 
and the Crown Counsel 


TABLE І 














Gomparison of classification of cases by researcher and 
Стоит Counsel* 
Crown Counsel 
classification 
Rescarcher 
classification Acci- Total 
Suicide ‘Undeter- dental 
mined' death 
Suicide .. E" 39 I 106 
‘Undetermined’ о 9 3 12 
N Accidental death o 34 62 96 
м Total .. .. 66 82 66 214 


Bowker’s test for marginal asymmetry 
Хз = 65:34 = 2 
Р < o:oor 
* Only cases where the word ‘accident’ appeared 
in the Crown documents were classified as accident. 


The difference between the classifications was 
highly significant. Compared with the re- 
searcher, the Crown Counsel over-classified 
‘undetermined’ deaths, and under-classified 
both suicides and accidental deaths (Table I), 
especially the former. 


Compartson of classification of cases by the researcher 
and the Scottish Registrar General 


Only the data for 1970 were compared. The 
differences between the classifications were 
highly significant. Compared with the re- 
searcher, the Scottish Registrar General under- 
classified suicides and over-classified ‘undeter- 
mined’ deaths. There was little difference in 
respeat of accidental deaths. The important 
point is that the proportion of undetermined 
“deaths is decreased and the proportion of 
suicides increased by the researcher’s use of 
different criteria. Accidental deaths did not 
constitute an important source of unidentified 
esyicides. (Table IT). 
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Tase П 


Comparison of classification of cases by researcher and 
Regisirar General (1970 data) only 








Registrar General 
classification 
Researcher 
classification Acci- Total 
Suicide ‘Undeter- dental 
mined death 
Suicide .. кє 47 22 о 69 
‘Undetermined’ о 4 4 8 
Accidental death o 2 59 61 
Total .. e 47 28 63 138 





Bowker’s test for marginal asymmetry 
X^ = 22-69 df. = 2 
P < 0-001 
Incidence 
Table III shows that the addition of the . 
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Comparison of suscide rates diagnosed by the Crown 
Counsel and by the researcher 





Crown Council Researcher 
diagnosed diagnosed 
Rate/100,000 Ratej 100,000 

population population 

I5 years + 15 years + 
Males 14'9 23°26 
Females . . 10-1 16:87 
Total 12:3 19:72 


researcher-diagnosed suicides increased the sui- 
cide rate for the city of Edinburgh by approxi- 
mately 50 per cent for both sexes. The age-sex 
rates are shown in Figs. 1 and 2. Principal 
differences arise in the 55 years and over age 
groups in both sexes, but especially in the 
females, the rates being particularly increased 
by the reclassification in this age group com- 
pared with the younger (males C.R. = 1:59 
N.S.; females С.К. = 1:99 <0-05), 


Comparison of ihe ‘suicides? and ‘misclassified suicide 

The two groups were compared on a number 
of demographic and social variables, principally 
civil state, household composition, social class, 
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RATE 
D. 
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RATE 


Comparative rates per 100,000 population (15 years --). 
——— Crown -FResearcher Suicides 
— — — — Crown Counsel Suicides only 


employment, overcrowding and substandard 
housing, debts, criminal record, general practi- 
tioner consultations, previous psychiatric treat- 
ment and suicidal behaviour, family history of 
previous psychiatric treatment апа suicidal 
behaviour, physical illness, alcoholic abuse, 
psychiatric and personality diagnoses. No signi- 
ficant differences were found on any of these 
variables. Table IV summarizes those variables 
on which significant differences were found. The 
‘misclassified suicides’ contained more females 
aged 55 years and over, there being no difference 
in respect of the males. A study of the circum- 
stances of the suicide showed that generally the 
‘suicides’ manifested greater intent, which is not 
surprising m view of the different criteria used 
by the Crown Counsel and the researcher. 


Disaussion 


In contrast to the legal approach, which 
requires evidence of manifest intent before 


reaching a verdict of suicide, the present study 
used a psychiatric approach, which included 
cases in whom intent had to be inferred. 

A wide variety of complex meanings has been 
attributed to suicide, and attempts to explain it 
have led to abstract definitions resulting in 
confusion and disagreement. Some researchers 
consider it is necessary to distinguish between 
intention and motivation. Douglas (1967), for 
instance, states that motivation involves a 
postulate of affective association between the 
expected consequences and the act, whereas 
intention postulates the cognitive relation be- 
tween expectations and actions. There is no 
general agreement on the connotation of the 
term. Intent embraces a wide range from clearly , 
formulated lethal intent through ambivalent 
behaviour and appeals for help to clearly formu- 
lated non-lethal intent. In the present study the 
view was taken that, whatever the intént, if as 
a result of deliberately initiated self-inflicted 
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Taste IV 
Factors discriminating the suicides and the misclassified suicides 
* Factor Suicides Misclaasified suicides х 
Age M% ЕФ MJ F% 
* «55 years 22 (61) 18 (60) 9 (45) 6 (30) Males: 1:85 d.f. = 1 
n.s. 
55 years + 14 (39) 12 (40) 11 (55) 14(70) Females: 4 1334 = 
5 
~ Cause of death 96 % 
Drugs Se 25 eH 35 S 32 (80) 7:82 
Coal gas .. 13 (19:6) 3 (7:5) df. = 2 
Self injury inc. (combined 
methods) 18 (27:2) 5 (12:5) P « o:or 
Site of suicide 
Alone B i Se 50 Ea 19 (475) 8-75 
Others in vicinity | Е 16 (24:2) I (52:5 d.f. = I 
P < 0:005 
Suicide notes 
Present 19 (28-7) 2 (10) 8-87 
N Absent 47 (9) 38 (90) df — 1 
` Р < 0:005 
Intimation of intent 
Present 26 (39°4 5 (52:5) 8:50 
Absent 38 (57-6 33 02:5) df. = 1 
N.K. 2 (3:0) 2 (5:0 P < 0:005 
Classification of intent 
Definite ES 60 (90-9) 12 (30) 42*41 
Probable/doubtful ` m 6 (9:1) 28 (70) d.f. = 1 
P < oʻoor 
Post mortem examination 
Present 32 (48. 5) 28 (70) 4'69 
Absent 34 (51*5 12 (30) d.f = 1 
P < 0:05 
injurious behaviour a person dies he must females was underestimated by approximately 
surely die by his own hand, which in effect is 50 per cent. 
suicide. Suicide, therefore, was defined as a The researcher’s diagnostic criteria increased 
‘deliberate initiation of an act of self-poisoning the proportion of suicides and lowered the pro- 
or self-injury which resulted in death irre- portion of ‘undetermined’ deaths while the 
spective of evidence of intent to die’. accidental deaths remained materially un- 
Evidence has been presented to show that altered. The indications are that the pool of 
compared with a psychiatric approach the legal unidentified suicides lies among the undeter- 
e procedure for ascertainment led to the Grown mined and not the accidental deaths. Barra- 


"Counsel under-reporting suicide by 40:6 per 


cent and the Scottish Registrar General rather 
less, 32 per cent. Using the Crown Counsel 
figures, the annual suicide rate per 100,000 
population “(15 years +-) for both males and 


clough (1972) suggested that ‘undetermined’ 
deaths were more likely to be suicides thah 
accidental deaths. He found that England had 
a lower accident rate and a higher suicide rate 
than Scotland, but combining the suicide and 
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undetermined rates produced similar rates for 
both countries. The importance of the avail- 
ability and adequate use of medical information 
in decreasing the proportion of ‘undetermined’ 
deaths is apparent, not only from the present 
study but also from that of Wilkins (1970). He 
stressed the importance which additional in- 
formation, not available to the authorities, 
played in leading him to classify as suicide cases 
which the legal authorities had classified as 
‘undetermined’ or accidental. His information 
consisted of knowledge concerning previous 
suicidal behaviour, depressive illness, etc. 

On the majority of variables no significant 
differences arose between the ‘suicides’ and the 
‘misclassified suicides’. Those variables where 
significant differences did arise were concerned 
with age—the ‘misclassified suicides’ containing 
significantly more females aged 55 years and 
' over—and the circumstances of the suicide. The 
‘suicides’ evidenced more intent by carrying out 
the act while alone, intimating their intention 
beforehand, leaving a suicide note and finally in 
the classification of their intent as definite. A 
major difference between the two groups arose 
in connection with drug overdoses. Here direct 
evidence was frequently lacking and the diag- 
nosis was made chiefly from indirect evidence. 
As a result, the ‘misclassified suicides’ contained 
a higher proportion of deaths due to this cause. 
The ‘misclassified suicides’ also received a higher 
proportion of post-mortem examinations. This is 
not surprising, as drug or suspected drug over- 
doses are generally subjected to pathological 
investigations, more so than other methods of 
suicide. 

It is concluded, therefore, that the Crown 
Counsel suicides give a representative picture of 
the characteristics of the suicide population, 
apart from some bias towards under-reporting 
cases in the older age groups, particularly 
females, and suicides due to drug overdoses. 


SUMMARY 
The study was undertaken to assess the 
extent to which suicide is under-reported in 
Edinburgh, and the way in which this affects the 
suicide statistics. 
All deaths notified to the Crown Office from 
the city of Edinburgh (apart from those arising 
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due to natural causes) were screened over a 
period of eighteen months. In accordance with 
defined criteria, these deaths were classified as 
suicide, ‘undetermined’ and accidental death. 
The sample consisted of 66 ‘suicides’, diagnosed 
by both the Crown Counsel and the Tescarcher,, 
and 40 misclassified suicides additionally diag- 
nosed by the researcher, together with 12 
‘undetermined’ and 96 accidental deaths. 

Comparisons were made between the re- 
searcher’s classification of these deaths and that 
of the Crown Counsel. For the period 1970, 
comparisons were made between the re- 
searcher’s classification and the Scottish Registrar- 
General’s classification of the same deaths. 
Further comparisons were made between the 
‘suicides’ and the ‘misclassified suicides’. 

Compared with a psychiatric approach, the 
legal procedure for ascertainment led to the 
Crown Counsel under-reporting suicide by 
40°6 per cent and the Registrar General by 
32 per cent. , 

The findings suggested that unidentified 
suicides occur among ‘undetermined’? deaths 
and not among accidental deaths. 

In general, suicides diagnosed by the Crown 
Counsel gave a representative picture of the 
characteristics of the suicide population, apart 
from some bias towards under-reporting cases 
in the older age groups, particularly females, 
and suicides due to drug overdoses. 
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An Epidemiological Survey of Parasuicide 


(‘Attempted Suicide’) in General Practice 


By PETER KENNEDY and NORMAN KREITMAN 
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Hospital-treated parasuicides* have been 

studied intensively in recent years, and on the 
basis of these hospital studies aetiological theory 
is advancing and expensive endeavours in 
prevention are being put into operation. Yet 
hospital studies can be misleading because cases 
selected for admission may not be representative. 
This prospective survey, based on general prac- 
tice in Edinburgh, was carried out to study the 
prevalences of parasuicide uncontaminated by 
factors influencing hospital referral. 
* Psychiatric morbidity surveys involving large 
numbers of general practitioners present con- 
siderable methodological problems. Since this 
study appears to have been reasonably success- 
ful, a preliminary discussion of the methods used 
seemed worthwhile. 


I. METHODOLOGICAL ASPECTS 

Primary considerations in planning a large 
general practice survey include (i) the need to 
obtain the co-operation of a representative 
sample of doctors whose practice population can 
be considered representative of the area from 
which they are drawn, (ii) the need to derive 
simple, reliable and valid case criteria for use by 
busy general practitioners with varied interests 
and experience. 


Previous studies 


Since Gray and Cartwright (1953) found that 
97:7 per cent of a large random sample of 
adults were registered under the National 
Health Service with a general practitioner, it 
seems reasonable to assume that persons 
registered in an area are largely representative 
of the total area population. However, in 

* ‘Parasuicide’, meaning ‘by the side of, irregular or 
perverted’ sujcide. An alternative term to ‘attempted 
suigide’ suggested by Kreitman et al. (1970). 
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choosing doctors to collaborate in a survey, 
Kessel (1962) has pointed out that it cannot 
be assumed that patients on an individual 
doctor's list are representative of their area, 
because persons choose their doctors. Accord- 
ing to Kessel doctors who volunteer to colla- 
borate in research tend to be younger and 
keener, and to have smaller lists and special 
interests. Hence their practice populations are 
unlikely to be representative, and this is borne ` 
out by Ryle (1960), who estimated that 12 per 
cent of ascertained neurotics in his practice 
had joined the list because of his known interest 
in neuroses. Thus to avoid the possibility of a 
biased result from a general practice survey it 
is necessary to obtain the co-operation of all 
doctors practising in an area, or all doctors in 
a random sample of practices from the area. 
Parkin and Stengel (1965) in Sheffield, and 
Hershon (1968) in Shrewsbury attempted the 
former method, sending postal questionnaires 
to all G.P.s in these areas aiming to determine 
the prevalences of ‘attempted suicide’. In both 
studies, however, less than 70 per cent of the 
doctors returned questionnaires, so that the 
results were subject to an unknown and perhaps 
considerable bias. Shepherd et al. (1966) 
approached doctors in a random sample of 27 
London practices asking for their co-operation 
in a survey of general psychiatric morbidity. 
They were only able to recruit doctors in 12 
practices, less than half of the random sample. 
The help of these doctors was solicited by post, 
they were asked to do quite a lot of work, in- 
cluding recording and filing the data them- 
selves, and the study was mainly theoretically 
oriented. Many who refused said they were tod 
busy, and others said they considered psychi- 
atric research futile. Clearly, there are consider- 
able problems in obtaining the co-operation of 
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a representative sample of general practitioners. 
Equally, there are problems in deriving valid case 
criteria which they can use efficiently and reliably. 

Case definition is, of course, a particularly 
dificult problem in the psychiatric field of 
research. This is not least with ‘attempted 
suicide’, for Kessel (Kessel, McCulloch and 
Simpson, 1963) has pointed out that it is 
neither a diagnosis nor a description of beha- 
viour, but an interpretation of behaviour which 
is often difficult to make. The definition used by 
Parkin and Stengel (1965) and Hershon (1968) 
in their general practice surveys included, ‘any 
non-fatal act of self-damage inflicted with self- 
destructive intention, however vague and 
ambiguous’ (Stengel, 1963). It can hardly have 
been used consistently, because the assessment 
of self-destructive intent is so notoriously un- 
‚ reliable. Kessel (1965) tried to avoid the need 
for assessments of suicidal intent in his definition 
of this behaviour, which has three components: 
the act must have been deliberate; in the case of 
poisoning the quantity of drug or any other 
substance taken must have been excessive; the 
risk of harm must have been appreciated. For 
many years this operational definition has been 
found satisfactory when used by psychiatrists in 
hospitals in Edinburgh, but it has not yet been 
used for an epidemiological survey in general 
practice. 


The present study 

The aim was to obtain information on all 
cases of parasuicide occurring in a random 
sample of Edinburgh general practices during 
the calendar year 1970. 

Sampling and recruiting doctors: The sample unit 
was the practice rather than the individual 
doctor since doctors in a practice often see each 
other's patients and it can be difficult to deter- 
mine the population at risk for cases detected 
by an individual practice member. From the 
190 Edinburgh practices, 32 were chosen at 
random. 'There were 51 doctors working in this 
sample of practices, which had a population at 
risk of approximately 100,000 persons, i.e. just 
under 25 per cent of the total Edinburgh popula- 
tion. 

The doctors were initially contacted by letter. 
The letter briefly explained: (i) the reasons for 
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the study, emphasizing its immediate practical 
relevance in terms of delineating the medical 
and psychiatric problems of managing рага. 
suicides in general practice; (ii) that demands 
on their time would be minimal, since preli- 


minary estimates suggested that each doctor- 


would have about 2 cases per 1,000 on his list 
per annum; (iii) that the study had the support 
and encouragement of the Local Medical 


Services Committee as well as the Local Re- ^ 


search Committee of the Royal College of 
General Practitioners. The doctors were not 
asked to commit themselves until the investi- 
gator had met them personally and discussed- 
the project in detail. It was emphasized that the 
investigator himself would record the data on 
each case in a brief personal interview with the 
doctor lasting not more than 20 minutes. 

Forty-eight doctors (94 per cent) in 30 (94 per 
cent) complete practices agreed to collaborate 
By chance, the random sample had not included 
any of the 12 practices situated in the two city: 
wards with the highest rates of hospital-treated 
parasuicide. At the expense of complete ran- 
domness, but to ensure that adequate data 
would be obtained to allow full evaluation of 
variation in rates across city wards, one other 
practice was selected whose premises were 
situated in the middle of a peak rate area. 
When approached the practitioners agreed to 
collaborate, making a final sample of 52 doctors 
in 31 practices, with a population at risk of 
106,261, including children. 

During the study period one doctor died and 
two emigrated, but in each case their successor 
agreed to collaborate. Doctors were asked to 
notify the investigator before they went on 
holiday so that their locums could be approached 
and their co-operation obtained. 

Defining and detecting cases: To avoid confusion 
surrounding the term ‘attempted suicide’, and 
because the differential diagnosis of deliberate 
and accidental poisoning is sometimes difficult, 
the following strategy was adopted: (1) the 


doctors were asked to report all cases of poison- | 


ing, i.c. gassing, ingestion of non-ingestants, and 
where a drug had been taken in excess of thé 
therapeutic dose irrespective of motive or the 
toxic consequences, if any, as well as Known or 
suspected cases of deliberate self-injury, „ire 
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persons aged 10 years and older. (2) The 
decision as to whether a case was one of para- 
suicide was made uniformly by the investigator, 
ising Kessel’s definition, on the basis of all the 
information available and in the light of his 


.éxperience in the hospital. It was assumed that 


anyone who knowingly exceeded the dose 
prescribed by the doctor, or in the case of drugs 
available without prescription exceeded the 


w.dose approved as safe on the container, recog- 


— 


nized a risk of harm unless habitual misuse had 
taught him otherwise. Drug abusers (addicts, 
experimenters, 'trippers) who came to the 
Attention of doctors after taking an illicit drug 
for the first time or after taking a higher dose 
than usual were considered within the definition 
of parasuicide, but complications of regular 
misuse in usual dosage were excluded. 

A 24-hour telephone-answering service was 
employed so that doctors could report their 
cases at any time without difficulty. Hospitals 
in the area were also screened lest there were 
cases admitted without the doctor being 
involved. Monthly progress reports served as 
reminders to the doctors about their part in 
the study, and all doctors were revisited half-way 
through the year to renew personal acquaint- 
ance, particularly with those who had not 
reported any cases up to that time. 

Reliability of results: The doctors provided 
information on 281 parasuicidal episodes, six 
non-fatal episodes of accidental poisoning, and 
eight suicides, i.e. deliberate self-poisoning 
resulting in death. 

It is noteworthy that these general practi- 
tioners rarely considered cases they reported 
‘attempted suicides’ as such, preferring such 
terms as ‘suicidal gesture’. However, agreement 
between the investigator and the doctors on the 
classification of deliberate and accidental self- 
poisoning was very high indeed. There were 
only four occasions when a general practitioner 
disagreed with the investigator’s classification of 
an episode. In each case the G.P. considered 
self-poisoning accidental when the investigator 
“considered it deliberate. Altogether, these G.P.s 
considered that 96 per cent of poisoning episodes 
were deliberate: to what extent this reflects a 
general awareness among doctors of the relative 
rarity of accidental poisoning in adults, or is a 
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tribute to the success of ‘indoctrination’ of these 
particular doctors, it is of course impossible 
to say. 

The importance of simultancously screening 
hospital admissions in surveys based on general 
practice was clearly demonstrated. Out of all 
295 episodes, 218 were treated in a hospital, but 
in only 59 (25 per cent) of these cases was the 
patient’s G.P. involved in their initial manage- 
ment or referral. The majority reaching hospital 
were self-referred, taken along by relatives or 
friends, referred by agencies such as police or 
Samaritans, or involved short-stay patients in 
psychiatric hospitals. Consequently, admitted 
cases were often identified by the investigator 
from the G.P.’s name recorded in the case 
notes before the patient’s doctor had any 
knowledge of the event. It is possible that many 
such cases would have been reported by the . 
G.P.s on receiving discharge letters from the 
hospital, had the investigator not forestalled 
them. However, discharge summaries are not 
always forwarded, and if they are they are not 
always read. 

The crucial methodological question is 
whether doctors were efficient in reporting non- 
admitted cases which came to their notice. 
There is no way of assessing this directly, but 
Table I shows that the numbers and propor- 
tions of non-admitted cases detected remained 
fairly constant throughout the year of study. 
This at least suggests that the efficiency of case 
detection was not impaired by difficulties in 
applying case criteria at the beginning of the 
study period, waning interest and enthusiasm 
towards the end of the study period, or by having 
to rely on locums when the doctors were away 
on holiday (most of the general practitioners 
took their annual leave in the July-September 
quarter). 

The general practitioners had been asked to 
provide detailed psychiatric, social and medical 
information on these patients. The usefulness of 
these data depended on whether they were 
sufficiently reliable. Reliability checks were 
possible because some items of information were 
also routinely collected from the patients them: 
selves by the ward psychiatrist at the Regional 
Poisoning Treatment Centre in Edinburgh 
(RPTC) where many of them had been 
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ТаАВІЕ І 
Non-admitted cases reported in each annual quarter as proportions of all detected cases 











Jan.—Mar. Apr.—Jun. Jul.-Sept. Oct.-Dec. All e 
Admitted — .. 48 (74% 54 (71% 59 (7596) 62 (76% 218 (74%). 
Non-admitted 15( JE 22 ur 20 17525) 20 DEO 77 DEP 
All cases 58 (100%) ^ 76(100%) 79(100%)  82(100%) 295 (100%) 


admitted. Data supplied by the G.P. on the 159 
persons admitted to this Unit were cross- 
checked with identically coded data obtained in 
the ward ‘rom these individuals. Table II shows 
that the levels of agreement were satisfactorily 
high. 


Comment 


If aetiological theory is not to be misled by 
research which is restricted to selected patients 
reaching hospital, and if development of the 





P d 
community mental health services is to be 


intelligently planned, there wil be an in- 
creasing need for surveys extending to cases 
outside the hospital. General practitioners are 
potentially excellent case finders in the com- 
munity: because of the extent of cover they 
provide in the NHS; because Gray and Cart- 
wright (1953) found that most registered 
patients said they would seek the help of their 
G.P. in the first instance when ill; because 
Kessel and Shepherd (1965) found that non- 
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Reliability checks: Agreements between information obtained from the G.P. and the patients (persons admitted to the 
R.P.T.C., N = 159) 




















Information from the С.Р. Information from the patient Percentage agreement 
Chronic alcohol misuse 
Yes No 
Yes ч A T s 26 14 40 96+26 
No 2s ae ee УЛ 3 96 99 X100 = 88%, 
139 
29 110 199 
Previous parasuicide treated in R.P. T.C. 
Yes No 
Yes os is 55 Ба 27 7 24. 1034-27 
No oe .. e 4. 7 103 IIO X100 = 90% 
144 
34 110 144 
Previous I.P. psychiatric treatment 
Yes No 
Yes е ws vs 2. 41 7 48 gt+41 
No КЕ ee ae 2. I 91 92 X100 = 94% 
140 
42 98 140 
Previous О.Р. psychiatric treatment . 
Yes No 
* Үе go 20 50 79+ 30 
No 12 79 91 X100 = 77% 
141 : 
42 99 141 . 
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consulters were not avoiding their С.Р. and 
seeking medical or paramedical help elsewhere, 
but were generally more healthy. Although, 
theoretically, field surveys in which everyone in 

a sample population is screened might seem 

.More efficient in detecting cases, in practice 
they are not always possible because of expense, 
ethical considerations, and resistance on the 
part of the general public. Moreover, since the 

“С.Р. is likely to have a central role in any 
community health service the information he 
can provide is likely to have the most practical 
relevance. 

This study has demonstrated that good co- 
operation can be obtained from a large random 
sample of general practitioners. In soliciting and 
Maintaining their co-operation the following 
factors seemed to be particularly important: 

(а) Personal contact, both initially and 
throughout the study, because most doctors 

seemed to respond more to the needs of the 
investigator in carrying out his research than to 
the need for the research per se. 

(b) Minimal load, because many doctors who 
initially hesitated to commit themselves changed 
their minds when it was made clear that 
demands on their time would be small. 

(c) No writing, because general practitioners 
have a strong resistance to ‘form-filling’, and, 
besides, recording by the investigator is quicker 
and more accurate. 

(d) Practical relevance, because some doctors 
needed to be persuaded that the study had 
immediate practical implications for their work. 

The study also illustrated how some of the 
problems of defining a psychiatric case for 
reliable use by non-specialists can sometimes be 
circumvented. By widening the scope of the 
study to include all cases of poisoning, the need 
for general practitioners to make difficult 
assessments of mental state and motivation was 
obviated. The decision as to whether a case was 
one of parasuicide could be made uniformly by 
the inwestigator who had considerable experi- 
ence with these cases. This general approach 

‘may be more widely applicable for morbidity 
surveys of other psychiatric disorders. 

The study demonstrated that general practi- 
tioners can provide detailed information on their 
patients whith is reliable. General practitioners 
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are sometimes criticized for missing the signs of 
psychiatric disorder, particularly problems with 
alcohol, and also for not keeping adequate 
records on the past histories of their patients. It 
is salutary to provide some evidence that 
contradicts these assertions. 


П. PARAsUIGIDE IN GENERAL PRACTIOE 


Kennedy (1971) has recently reviewed the 
British literature on parasuicide in detail. The 
most comprehensive body of data has been 
collected in Edinburgh, describing the epidemio- 
logical, social and clinical characteristics of 
parasuicides admitted to the Regional Poisoning 
Treatment Centre at the Edinburgh Royal 
Infirmary (RPTQ) during the past ten years 
(Kessel, 1965; Aitken, Buglass and Kreitman, 
1969; Buglass, Dugard and Kreitman, 1970). 
In 1962 it was estimated that over go per cent | 
of all hospital-treated cases of self-poisoning 
occurring in the City passed through this Unit 
(Kessel et al., 1964); the corresponding figure 
for 1967 was over 95 per cent. 

Results of this study are presented here, com- 
paring findings in general practice with those 
based only on admissions to the RPTC. All 
referrals were admitted. Admitted and non- 
admitted cases are compared on the variables 
which feature prominently in explanations of 
this behaviour, to determine to what extent 
these factors relate to parasuicide or are related 
to selection for referral to the RPTC. 


METHOD 

Sampling procedures, case definition, and methods 
of data collection have been described in Section I of 
this paper. 

The size and composition of the population at risk 
in the 31 practices was estimated from Edinburgh 
Local Executive Council Records: 

(1) The population base was calculated as the 
computed average of five quarterly total counts 
provided by the Executive Council on these practices 
during 1970. 

(2) Age-sex composition was estimated by a 25 per 
cent analysis of Executive Council records, which 
give sex and date of birth of each registered patient. 

(3) Determining the distribution by area of resi; 
dence took a more economical approach because 
classifying patients by area from their addresses in 
the Executive Council records proved so laborious. 
The analysis was confined to a random sub-sample of 
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ten practices in which the 25 per cent analysis of 
Executive Council records described area as well 
аз age-sex composition. The City was divided into 
three ‘Areas’ by ranking the 23 city wards according 
to the 1969 hospital-based parasuicide rates and 
then clustering them into three composite areas: 
Area I, person rates >350 per 100,000; Area II, 
person rates between 130 and 350 per 100,000; Area 
ITI, person rates < 130 рег 100,000. 

Kessel (1962), Lees and Cooper (1963), and Shep- 
herd e? al, (1966) have discussed the various errors 
in these record systems. The following errors should 
be considered when interpreting the epidemiological 
results of this study. 

Of particular importance is the possibility of 
inflation of the Executive Council totals. This occurs 
because, inevitably, the record system is always 
somewhat out of date, and cards are held for patients 
who have left the area and are therefore no longer at 
risk. The average total number of persons registered 
‚ in Edinburgh in 1970 was 489,905; but the esti- 
mated population of Edinburgh, i.e. persons entitled 
to register, was only 464,313 (Registrar’s Office, 
December 1969). This suggests an inflation error of 
5*5 per cent, but takes no account-of persons resident 
in Edinburgh who were not registered in the City. 
Gray and Cartwright (1953) found that 2:3 per cent 
of a large random sample were not registered with 
any doctor under the NHS, which suggests an infla- 
tion error of about 8 per cent (5*5 per cent -+ 2:3 per 
cent). Taylor and Chave (1964) found that 7 per 
cent of the population of Harlow New Town were 
either not registered with any doctor or had not 
registered with doctors in the town after moving 
into the area. For various reasons this figure is likely 
to be relatively higher than in Edinburgh, but it 
suggests the possibility of inflation error as high as 
12} per cent (5*5 per cent + 7 per cent). Hence all 
calculated prevalences must be considered under- 
estimates proportionate to the inflation of Executive 
Council lists, which could have been as high as 
12:5 per cent overall. 

Another problem is that the address recorded on 
the patient's card at the Executive Council may be 
out of date. At the beginning of the study the current 
addresses of 84 parasuicides as supplied by their 
general practitioners were compared with the 
addresses recorded for these patients at the Executive 
Council. Although 27 had changed address, only 8 of 
them had -noved to another ‘Area’ of the city, giving 
an error of 9 per cent. 

Both the inflation error and the misclassification of 
persons by area of residence are directly related to 
mobility in the practice population. Hence relatively 
high rates of migration in certain sub-groups may have 
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led to relatively more inflation error in estimating 
their size and thus relatively greater underestimation 
of the group-specific prevalences of parasuicide. 
Information from the 1966 10 per cent sample census 
showed that migration rates were higher in younger 
than older age groups, and higher in the designated 


Area т population than in the rest of the population- 


of Edinburgh. This means that such systematic errors 
would have tended to underestimate prevalences to 
a relatively greater extent in young adults and 
residents of Area 1. 

Since unregistered persons had no chance of beng 
included in the sample, inevitably they represented a 
potential source of bias. During 1970, 69 Edinburgh 
residents who were not registered with any doctor 
under the NHS were admitted to the R.P.T.C. after 
an episode of parasuicide. If the findings of Gray and 
Cartwright (1953) apply to Edinburgh then these 
persons came from 2:3 per cent of the adult popula- 
tion, which represented a population at risk of 8,240 
persons. This gives a crude overall rate for un- 
registered persons of 827 per 100,000, which is over 
4 times higher than the corresponding rate in the 
total sample population (192 persons admitted per 
100,000). It is of some interest to note than un- 
registered persons may be excessively prone to 
parasuicide, but this finding also suggests that rates 
in the registered population somewhat underestimate 
the rates for the total Edinburgh population. 


RESULTS 


Of the 281 episodes of parasuicide on which 
the 52 Edinburgh practitioners had provided 
information, two involved persons who were not 
registered under the NHS at the Edinburgh 
Executive Council (one private patient, one 
patient residing outside the City boundary), and 
they were excluded from the analysis. Only one 
episode occurred in the r0—14-year age-group, 
and the subsequent analysis is confined to 
adults of 15 years and over, i.e. the remaining 
278 episodes which involved gor persons. 

Thirty per cent of parasuicidal episodes were 
not treated in the ЕРТС, but only 21 per cent 
of all persons involved in these acts were never 
admitted to this Unit at any time in 1970. 


Prevalence paiterns А 

Sex: Chi-square comparisons of the propor- 
tions of males and females admitted and not 
admitted to the ЕРТС showed no ы р. 
differences. 
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Tase ПІ 
Sex-specific rates for all episodes and corresponding rates based only on episodes admitted to the R.P.T.C. 
m Males Females 
Rate per Rate per 
No. Persons 100,000 No. Persons 100,000 

episodes at risk (95 excess) episodes at risk (96 excess) 
Al... .. 7 87 86,730 237 (34970) 191 46,233 413 (48%) 

Admitted R.P.T.C. 65 36,730 177 129 46,233 279 


Critical ratio, males vs. females (all episodes) = 4-48; p < :001 





Tase IV 
* Sex-specific rates for all persons and corresponding rates based only on persons admitted to R.P. T.C. at any timr in 1970 
Males Females 
Rate per Rate per 
No . Persons 100,000 No. Persons 100,000 
persons at risk (% excess) persons at risk (% excess) 
АШ.  .. 73 36,730 199 (4-2896) 128 46,2233 277 (24-2590) 
.  Admitted R.P.T.C. 57 36,730 155 3 102 46,233 221 3 


Critical ratio, males vs. females (all persons) = 2-31; p < *05 


Sex did not influence referral to the RPTC 
and the findings in general practice confirm that 
rates of parasuicide for women are significantly 
higher than for men (see Tables III and IV). 

Age: Figs. 1-4 show age-specific prevalence 
rates. Inspection clearly shows that the curves 
for all cases detected in general practice, and 
for admitted cases only, are very similar. The 
results confirm relatively high rates in teenagers, 
reaching peak rates in young adults, and then 
declining with advancing age. This age variation 
in the rates of parasuicide is particularly marked 
in females. 

Area: For reasons described above, study of 
the rates of parasuicide in relation to area of 
residence was confined to a random sub-sample 
of 10 practices which had a total base population 
of 46,571, including children, compared with the 
total base population for all the 31 practices 
which was 106,261, including children. Lest area 
“differences were contaminated by the effect of 
age and sex differences in the area populations 
sampled, the rates were standardized for age 
and sex, and the results expressed as standard- 
ized Morbidity Ratios. 
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Table V shows that area differences in rates 
n % 35 5 Boyes of parasuicide found in studies based on 

Hoa admissions to the RPTC are confirmed in 
general practice. Morbidity levels standardized 
for age and sex were approximately three times 


MALE PERSONS AGE PREVALENCES : А | 
L higher in Area 1 then in Area 3. 











600 X——X All 
e—e Admitted Tase V 
В RPTE Standardized (age and sex) morbidity ratios for city areas 
Episodes Persons 
P" S.M.R. S.M.R. 


Area S.M.R. admitted  S.M.R. admitted 
all R.P.T.C. all R.P.T.C. 


Rate per . 
30 
дю / eos I .. 145 142 160 165 
X EN Il .. 14 144. 130 140 
e II.. 64 54 63 58 
200 
NEL 


i i : Method): All calculated 
19 = Errors (vide supra: Method) calculate 








o prevalences must be considered underestimates 
because of inflation of the Executive Council 
list totals and because the registered population 
is a slightly biased sample with lgwer rates 

Fic. 3 than the unregistered population. Ff the inflation 
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error was biased, leading to relatively greater 
underestimation of the prevalences in young 
adults and residents of Area 1, as has been 
stiggested, the age and area differences in rates 
of parasuicide will have been even greater than 
the findings indicate. 


Comparison of admitted and non-admitted 
parasuicides on other variables 

Parasuicides admitted and not admitted to 
“he RPTC were compared on the medical, 
psychiatric and social variables which previous 
hospital studies in Edinburgh had suggested may 
be important in understanding this behaviour. 
No significant differences were found on civil 
state, the presence of physical illness or dis- 


ability, previous in-patient psychiatric treat- 
ment, alcohol or drug misuse, unemployment, 
overcrowding, dislocation from family, a history 
of crime, a history of violence towards or from 
a family member, or being currently in financial 
debt. The positive results, variables on which 
admitted and non-admitted cases were signifi- 
cantly different, are shown in Table VI. 
Persons: The only factor which affected 
referral of episodes and persons to the RPTC 
was a family history of treated psychiatric 
disorder. Persons with a positive family history 
were under-represented in the hospital, which 
is to say that findings in general practice 
indicate more, not less, pathology in the families 
of parasuicides. In all other aspects admitted 





Tasg VI 
Factors affecting selection for admission to R.P.T.C. 
Episodes Persons 
No. (%) No. (%) 
No. in admitted Р No. in admitted Р 
in group R.P.T.C in group R.P.T.G. 
Method 
Barbiturates and salicylates - 83 70 (8 
Other drugs (mainly psychotropic) 146 111 (7 
Coal gas and non-ingestan ss 19 11 (57) «001 
Self-injury .. xu m з 26 o (o) 
N.K. method vs 4 
Social class 
I+ 45 21 2 24 18 (75) 
ІІ .. 100 72 (72 77 бо f 
n E 59 45 UA «0I 47 40 uel n.s. 
E 5! 39 (74. 34 20 (7 
No usual occ. 12 10 
N.K. II 9 
Previous parasuicide 
Ма 148 95 ( 4 Б 73 53 е) 
124 94 (7 *05 192 101 (83 n.s. 
N.K. 6 6 
Previous out-patient psychiatric treatment 
Yes e 2 m .. 142 79 (56) 75 54 the 
Noe 199 109 (78) < +оо 119 99 (83 n.s 
N.K. 7 7 
. 
Family history psychiatric treatment 
Yes ° is i s 86 47 = 47 29 (62) 
No I4I 108 (77 <-oor 112 94 (84) <от 
N.K. • 51 42 
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and non-admitted patients were very similar. 

Episodes: Individual episodes of parasuicide 
involving upper social class persons, those with a 
history of out-patient psychiatric care, or 
previous parasuicide were significantly less often 
referred to the RPTC. The method of para- 
suicide was an important factor affecting selec- 
tion for referral to this unit. Episodes in- 
volving overdosage with barbiturates or sali- 
cylates were significantly more likely to be 
referred and admitted than when the method 
involved less toxic psychotropic drugs or self- 
injury. Twenty out of the 35 non-admitted 
cases in the ‘other drugs’ category had taken 
benzdiazepines which are now regarded as 
relatively safe in overdose. Although coal gas 
is potentially very toxic, among those who 
used this method and were not admitted it was 
relatively harmless because very little was 
inhaled, consciousness was never lost, and 
recovery was immediate. 


Discussion 

Parasuicide is a major problem for public 
health. Close surveillance in general practice 
revealed that 1 in 400 adult citizens of Edin- 
burgh had at least one episode in 1970, and 
among women. aged 20-35 years and residents 
of certain areas as many as I in 200 were 
involved. There are no grounds for supposing 
that the Edinburgh population and the environ- 
ment in which it is situated is very different from 
that of other large cities in Britain, and it seems 
reasonable to infer that the findings relating to 
the size and nature of the problem of para- 
suicide are relevant to other large urban area 
populations in this country. However, it is not 
permissible to assume that management of 
parasuicides in Edinburgh is typical with regard 
to the proportions of cases receiving in-patient 
hospital treatment, since few other areas have 
set up a special centre for the treatment of 
poisoning, and the provision of hospital treat- 
ment for these cases is likely to be greater in 
Edinburgh than elsewhere. Nevertheless 30 per 
cent of episodes known to general practitioners 
-were not referred to the RPTC for expert 
medical and psychiatric assessment. This pro- 
portion was certainly large enough to represent 
a potentially serious source of bias in the 
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admitted sample, if these were to be regarded 
as typical of all cases occurring in the com- 
munity. 

Yet the results indicated that admitttd 
persons were no different from others detected in 
general practice on the demographic, social and 
psychiatric variables which feature prominently 
in explanations of this behaviour. The study 
confirmed relatively high rates in females, 
teenagers and young adults, and in residents of 
certain areas of the City, and that parasuicides 
have a great deal of social pathology. In these 
important respects, therefore, hospital studies 
have not been misleading, and there is some 
justification for assuming that future studies 
in Edinburgh can be economically confined to 
the hospital without serious risk of error due to 
sampling. However, this is not wholly true: 
although patients seen in the RPTC during 
1970 were typical of all persons detected in 
general practice who were involved in these 
acts, sampling of individual episodes of para- 
suicide in this Unit was biased on a number of 
variables which may be important in under- 
standing and predicting further suicidal beha- 
viour. For instance, episodes involving persons 
with a history of previous parasuicide or out- 
patient psychiatric treatment were less often 
referred for treatment in the RPTC: both these 
factors were important predictors of repetition 
(defined as readmission to the RPTC) in the 
prediction scales devised by Buglass and 
McCulloch (1970) from hospital data, so that 
their effect will need to be re-examined in the 
light of this bias if these prediction instruments 
are to be used efficiently in general practice. 
If such factors are still found to influence the 
likelihood of repetition, then from the clinical 
point of view it would seem appropriate to 
persuade doctors to refer more, not fewer, 
episodes involving such persons to the special 
psychiatric treatment facilities at the RPTC. 

The method of parasuicide seemed to be a 
most important factor influencing selection for 
referral to the RPTC and hence distinguish- 
ing admitted and non-admitted cases. Selection 
was appropriate from the physician’s point- of 
view because episodes which involved poisoning 
with more toxic drugs such as barbiturates and 
salicylates were significantly more*often referred 
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and admitted than episodes involving poisoning 
with less toxic substances and particularly self- 
injury. Yet there is no simple relationship 
between the degree of life endangerment and 
the need for psychiatric treatment (Kessel, 
McCulloch and Simpson, 1963) or the occur- 
rence of further suicidal behaviour (Kessel and 
McCulloch, 1966), and such criteria should not 
influence selection of these patients for referral 
«pr psychiatric help. A subsequent paper will 
deal with the important issues of what criteria 
general practitioners use in assessing the need 
for referral to a psychiatrist, and the relative 
merits of different methods of management in 
preventing further suicidal behaviour. 


SUMMARY 

A prospective survey of parasuicides known to 
general practitioners in Edinburgh was carried 
out to supplement previous intensive research 
based on admissions to the Regional Poisoning 
Treatment Centre at the Royal Infirmary of 
Edinburgh, by including non-admitted cases 
also. The primary aim was to determine to 
what extent findings in this hospital-treated 
population are contaminated by factors influ- 
encing referral and thus to examine whether 
aetiological explanations of this behaviour and 
endeavours in prevention have been misled by 
hospital studies. 

It was demonstrated that good co-operation 
could be obtained from a large random sample 
of general practitioners, that the problems of 
defining this behaviour for operational use 
could be overcome, and that general practi- 
tioners can provide detailed information on their 
patients which is reliable. 

The main findings were: 

1. Hospital studies in Edinburgh under- 
estimate the frequency of parasuicide by at least 
30%. 

2. Hospital sampling of parasuicides in 
Edinburgh has not misled attempts to under- 
stand £his behaviour: persons sampled in the 
hospital during 1970 were no different from 
others detected in general practice on the 
demographic, social and psychiatric variables 
which feature prominently in explanations of 
parasuickde. However, hospital sampling of 
individual tpisodes of parasuicide was biased 
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on variables relating to previous psychiatric 
contact and earlier episodes, which may be 
important in understanding and predicting 
further suicidal behaviour. 
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Suicide Frequency before and after Introduction of 


Community Psychiatry in a Danish Island 


By JOHANNES NIELSEN AND THOMAS VIDEBECH 


"The present study was made within the frame- 
work of the Samse-project, a psychiatric service 
and research project in the Danish island of 
Samse, which had a population of 6,823 in 1957 
When the project was started. 

The purpose of the study has been to look for 
differences in suicide frequency before and after 
the introduction of a community psychiatric 
service in the island as previously described by 
Nielsen (1963) and Nielsen et al. (19652, b). 


MATERIAL AND METHODS 


"Before the introduction of the community 
psychiatric service in 1957 no psychiatrists came 
to the island. The admission rate to the Arhus 
State Hospital was 0-7 per 1,000 on average 
per year during the years 1946-1956, but a few 
patients may have been admitted to other 
hospitals. 

The referral rate after the introduction of 
comununity psychiatry in 1957 and until 1968 
is seen in Table I. The average referral rate 
during these years was 13:9 рег 1,000 for 
patients aged 154- and r1-o per 1,000 for 
patients below the age of 15. 

During the first five years there were 1,451 
home visits by psychiatrists, 1,571 consultations 
in the out-patient clinic and 206 consultations 
in the local hospital, given to a total number of 
472 patients; the distribution of consultations is 
still very much the same. 

A psychiatrist has visited the island at least 
once a week and usually several times a week 
since the project started in 1957. All psychiatric 
service 18 free, and there is hardly any waiting 
time for psychiatric examination. Doctors in the 
island, the general practitioners as well as the 
physicians in the local hospital, have been 
urged to refer patients as early in the develop- 
ment of their psychiatric disorders as possible 
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and to refer everybody in need of psychiatric 
examination. There has been a close cooperation 
between the doctors on the island and the 
psychiatrists, as has been described in previous 
studies by Nielsen et al. (19652, b). 

Information about suicides in Denmark is 
available through the National Health Service 
(Dreyer, 1959a, b), and we obtained this 
information for the population in Samse from 
1946 to 1968; it was supplemented with informa- 
tion from the comprehensive register in the 
Samsø project. 


RESULTS 

The results are shown in Table IT. The suicide 
rate per year during the period 1946-1957 
before the introduction of community psychi- 
atry was 0:14 per 1,000 per year, and during 
the period 1957—1968 with community psychi- 
atry it was 0:17 per 1,000 per year. The suicide 
rates for the population aged 15-+ was 0-20 and 
0:23 per 1,000 per year for the two periods 
respectively. The difference is not statistically 
significant, and calculation of the age-correlated 
rates does not support the assumption that the 
slight difference in suicide rates between the 
two periods might be due to a difference in age 
distribution. There is no significant difference 
between the suicide frequencies during the two 
periods and the suicide frequency in rural 
districts in Denmark during 1946-1950, 0:16 per 
1,000 per year, and 1956—1960, 0-15 per 1,000 
per year. The suicide frequency in Denmark 
total varied from o-1g per 1,000 per year, 
during the period 1946—1950 to 0-14 per 1,000 
per year during the period 1961—1965, as is seen 
in Table IT. 

The mean age of those who committed 
suicide was 54 during the first period and 49 
during the last period; the Kruskal-Wallis non- 


36 


SUIGIDE FREQUENCY BEFORE AND AFTER INTRODUCTION OF COMMUNITY PSYCHIATRY 





























Tass I 
Patients from Samsø referred to the psychiatric service from 1957 to 1968 
1st referrals All referrals ist referrals АП referrals , 

Year of aged 15+ aged 15+ < 15 years <15 years 
referral 

Total Per 1,000 Total Регі,ооо Total Per 1,000 Total Per 1,060, 
1957 100 20°6 101 20:8 27 16:3 27 16:3 
1958 103 21:2 106 21:8 33 19°9 33 19°9 
1959 IOI 20:8 105 21:6 32 19:3 32 19:3 
1960 71 14:6 96 19:8 18 10:9 18 10'S wr 
1961 97 20°0 130 26-7 12 72 13 758 
1962 71 15*4 тїї 24°0 6 43 6 43 
1963 39 8:4 81 17°5 II 7:9 12 8:5 
1964 58 12:6 89 19:3 4 2:9 4 2:9 
1965 33 71 64 13'9 25 17:9 27 19:2 . 
1966 30 6-5 50 10:8 6 4°3 7 5'0 
1967 38 8-9 64 15°0 3 2:7 3 2:7 
1968 31 T3 59 13:8 7 6:2 7 6:2 
Total 772 13-9 1,056 19-1 184 11:0 189 13:5 

"TABLE П 


Suicide rates before and after community psychiatric service in Samse 
Before (1946—57)* and 


Suicide rate Suicide rate per 1,000 per year in Denmark 


after (1957-68) community Suicides per 1,000 
psychiatric service total per year Rural districts Denmark total 
1947—1957* II o: 141 0:16 (1946-50) 0*19 CETER 
1957—1968 13 o-17t 0°15 (1956-60) 0+ 14 (1956-60) 


ж ТШ May 1957 when the community psychiatric service was started. 


T (№ = 0:1226, P > 0:20). 
parametric test (Siegel, showed no 
significant difference. 

None of the 11 persons who committed suicide 
during the period 1946-1956 had received 
treatment by psychiatrists. 

Three of the 13 persons who committed 
suicide during the period 1957—1968 were in 
psychiatric treatment at the time of the suicide. 
One of them, a 42- year-old woman, who suffered 
from manic depressive psychosis, was in the local 
hospital, waiting for electroshock treatment. She 
was actually the first patient referred to the com- 
munity psychiatric service in 1957. 

A 42-year-old man had previously been 
admitted to a psychiatric hospital several times; 
-his diagnoses had been: depression, hypo- 
chondriac melancholia and character disorder. 
Five months before his suicide he was discharged 
from a psychiatric hospital to out-patient treat- 
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ment in the community psychiatric service in 
Samse, but he left the island to stay with a near 
relative in Jutland. He returned three weeks 
before he committed suicide; during these three 
weeks he did not consult any doctor, and the 
psychiatrists did not know that he had returned 
to the island. 

The third patient who was in psychiatric 
treatment, a 50-year-old man, had previously 
been admitted several times to psychiatric 
hospitals and had also been treated as an out- 
patient on the island. His diagnoses were: 
character disorder, alcohol and drug abuse. 
He committed suicide four days after discharge 
from the psychiatric hospital during a stay with 
a near relative outside the island. 

These three patients were the only ones of the 13 
suicides who had been referred to the community 
psychiatric service during the peridd 1957-1968. 
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One of the other 10 patients, a 51-year-old 
woman, had been admitted to a psychiatric 
hospital four times before the introduction of the 
community psychiatric service in Samsø, her 
diagnoses were: character disorder, alcohol and 
.drug abuse. She was being treated with psycho- 
tropic drugs for ‘nervousness’ by her general 
practitioner at the time of her suicide in 1965. 

A 64-year-old woman, who committed suicide 

during 1966, was being treated by her general 
practitioner with psychotropic drugs on account 
of a depression which had lasted eight months 
before the suicide. 
. One patient, a 71-year-old woman, had con- 
sulted her general practitioner complaining of 
‘nervousness’ a year before her suicide, and 
had been treated with psychotropic drug since 
that time. 

Only one of all 24 patients was known to 
have previously tried to commit suicide. 

The diagnostic distribution of the 24 patients 
who committed suicide is seen in Table III; 


ТАВІЕ ПІ 


Diagnostic distribution of the 24 patients who committed 
suicide from 1946 to 1968 
Diagnoses 1946~56 1957-68 Total 


Senile or arteriosclerotic 


dementia — .. 2 2 4 
Manic-depressive psychosis I 2 3 
Psychogenic depression I 3 4 
Depression of unknown 

nature 2 I 8 
Character disorder I 3 4 
Alcohol abuse .. 2 1 3 
Unknown 2 I 3 
Total... "m ek 1g 24 


there was no difference between the diagnostic 
distribution of the patients who committed 
suicide before and after the introduction of 
community psychiatry. 


Discusston 


It might have been expected by some that the 
introduction of community psychiatry, with a 
pronounced increase in the possibility of getting 
psychiatric treatment, would be followed by a 
decrease in {һе suicide frequency. Others would 


probably have expected that the attempt to 
treat as many patients as possible outside 
institutions, as is usually one of the aims in 
community psychiatry, might increase the 
frequency of suicide. In fact, however, as far as 
suicide frequency is concerned, there was no 
significant change. 

Our results correlate well with the findings by 
Sainsbury et al. (1966) and Walk (1967), who 
studied the suicide rates in the Chichester 
psychiatric service, a community psychiatric 
service very similar to the one in Samso, during 
a five-year period before the introduction of 
community psychiatric service (1952-1956), 
and compared it with a five-year period after 
its introduction. 

The population aged 15+ of the Chichester 
area was 95,°018 in 1961. 

The annual suicide rate during the period 
1952-1956 was 0:13 per 1,000 per year for the · 
population aged 15+, compared with a suicide 
rate of 0:14 per 1,000 during the period 
1959-1963; these figures compare with the an- 
nual suicide rate of 0-20 and 0-23 per 1,000 in 
the Samsø population aged 15+ during the 
periods 1946-1957 and 1957-1968, respectively. 

Walk (1967) found a significantly higher 
suicide rate during the period before introduc- 
tion of community psychiatry for those aged 
60-]- who had been in contact with the psychi- 
atric service one year previously to the suicide, 
but there was no significant difference in the 
total suicide rate between the two periods for 
any age group. 

Tn our study four persons aged 60+ com- 
mitted suicide during each period; none of them, 
however, had previously been in contact with 
the psychiatric service. 

That the community psychiatric service did 
not bring about any change in the suicide 
frequency is most probably due to the fact that 
only 3 of the 13 patients who committed suicide 
after introduction of community psychiatry 
had been referred to this service. In one of the 
three the suicide ought to have been. prevented 
by treatment of her manic-depressive psychosis, 
immediately after referral. The postponement 
of treatment was due to mistakes by the psychi- 
atric service. One of the other two patients who 
was in psychiatric treatment, committed suicide 
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during a period when he was expected to be 
staying with relatives outside the island, and he 
had not been seen by the psychiatrist for several 
months. The psychiatric service could probably 
not be blamed for this suicide. The last of the 
three patients who had been referred to psychi- 
atric service was discharged from a psychiatric 
hospital a few days before he committed suicide 
during his stay with relatives outside the island. 
It might be questioned if he was discharged 
from the hospital too early, a decision for which 
the community psychiatric service was partly 
responsible. But even if the suicide of these three 
patients could have been prevented, the fre- 
quency would not have been significantly less 
than before the community psychiatric service 
was started. 

Three of the 13 patients who committed 
suicide during the period 1957-1968 ought to 
* have been referred to the psychiatric service, as 
they presented psychiatric symptoms and signs 
that usually lead to referral, but it is of course 
not possible to know if referral could have 
prevented their suicide. 

There is no doubt that most of the patients 
who committed suicide were in need of psychi- 
atric treatment, but most of them did not 
consult a doctor during the period of mental 
disturbance that led to suicide. 

The frequency of previous suicide attempts 
for persons who commit suicide varies greatly in 
different studies, but according to Sainsbury 
(1965) g per cent of persons who committed 
suicide in London had made previous suicidal 
attempts, and our finding of 1 out of 24 does not 
differ significantly from what could be expected 
according to these findings. 

The community psychiatric service on Samsø 
has been extremely valuable in many aspects, 
as previously described by Nielsen (1963) and 
Nielsen et al. (1965a, b). Many psychiatric 
disorders have been diagnosed and treated much 
earlier than in the classic psychiatric-hospital- 
oriented service, and much closer contact has 
been kept with doctors in the community and 
with patients in need of long-term treatment, as 
well as relatives of such patients. There has 
further been a pronounced increase in the 
frequency of patients given psychiatric treat- 
ment. 


Among the many expectations of community 
psychiatry, a decrease in suicide frequency 
should most probably not be included. Our 
findings indicate that patients who commit 
suicide usually do not consult their doctor or 
a psychiatrist early enough to prevent the suicide.. 


SUMMARY 


A study of the suicide frequency in the 
Danish island of Samsø, with a population df 
6,823, has been made before and after introduc- 
tion of a community psychiatric service, with 
approximately a 20-fold increase in referrals of 
patients to psychiatric service, extensive use of 
home visits and no waiting time for psychiatric 
examination. 

There was no difference in the suicide fre- 
quency before (0:14 per 1,000 per year) and 
after (0-17 per 1,000 per year) the introduction 
of the service. 

Most of the patients who committed suicide 
were in need of psychiatric treatment, but most 
of them did not consult a doctor during the 
period of mental disturbance that led to the 
suicide. 

Itis concluded that among the many expecta- 
tions of community psychiatry, a decrease in 
suicide frequency should most probably not be 
included. Our findings indicate that patients 
who commit suicide usually do not consult 
their doctor or a psychiatrist early enough to 
prevent the suicide. 
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The Use of Disulfiram Implantation in Alcoholism 


By M. T. MALCOLM and J. S. MADDEN 


INTRODUCTION 


~The unpleasant reaction to alcohol experi- 
enced by patients taking disulfiram was reported 
twenty-four years ago (Hald and Jacobsen, 
1948; Martensen-Larsen, 1948). For as long as 
patients continue to take oral disulfiram they 
may be too afraid to drink. Unfortunately in 
practice they often discontinue the therapy, and 
drink with impunity a few days later. Thus a 
long-acting preparation of disulfiram would be 
desirable. 

The surgical implantation of disulfiram pellets 
was introduced seventeen years ago (Marie, 
1955). The therapeutic effect is thought to last 
six months, though this is open to question. 
Good results have been achieved on tbe 
Continent in some large series (Hrynkiewicz et 
al., 1966; Mienieswki, 1967; Paillot and Jacques, 
1968; Jacques, 1970), but only four individual 
cases have been recorded in the English litera- 
ture (Kellam et al., 1968; Kellam, 1969; Swin- 
son, I970). The subject has been reviewed 
recently (Jacques, 1970). 

Implantation has been used for selected 
patients, over the last four years, at the Regional 
Addiction Unit, Chester, with encouraging 
results. There have been seventy implants on 
forty-seven patients. 


METHODS AND SUBJECTS 
Initially the operation was suggested to 
patients, but as it became known locally 
patients volunteered for the implant, so that 
46 out of the 70 implants were given, or repeated, 
at their request; in at least 7 of these 46 cases, 
patients were pressed by their spouses into asking 


* . for the procedure. Contraindications for opera- 


tion were: 

(a) Those for oral disulfiram, i.e. respiratory, 
cardiac and renal disease, liver cirrhosis, 
diabetes, epilepsy, brain damage and sub- 
normality. 


(b) Previous side effects from oral disulfiram. 

(c) Extremely severe reaction to alcohol while 
taking oral disulfiram. 

(d) Age over fifty-five years. 

(е) Unsatisfactory social circumstances. 

It was felt necessary for patients to be able, 
on discharge, to live with a relative or responsible 
friend, so that help could be obtained if they 
drank and had a severe reaction. In practice (e) 
was the only common contra-indication. 

The seventy implants were given and repeated 
as follows: 


One operation on 31 patients(4 female) 
= 31 implants 
Two operations on 10 patients (1 female) 
— 20 implants 
Three operations on 5 patients (o female) 
— 15 implants 
Four operations on 1 patient (o female) 
— 4 implants 
47 patients (5 female) 
7o implants 


Total 


On average the patients began to drink at 
17 years of age (range 9-27), continued for 
10 years (range 0-27), and then experienced 11 
years (range 4-30) of problem drinking, so 
were 38 years of age (range 24—54) at time of 
operation. These estimates are from the patients' 
own histories. Two patients had not previously 
been in hospital because of alcoholism, but on 
average the group had five such admissions in 
the past (range 0-15, except for one patient 
with 25 admissions). There was a past history of 
suicidal attempts in 25 of the 47 patients. Forty- 
three patients had married, and all of these 
developed marital problems. Occasionally a 
spouse postponed a divorce petition because of 
the implant. In every case there was evidence of 
social fall with worsening employment record. 
Only three patients gave a clear history of 
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drinking in bouts. Three had drunk crude 


spirits. 
Previous treatment included: 
Oral disulfiram 39 patients (83%) 


Group therapy 30 patients (64%) 
Oral metronidazole 19 patients (40%) 
None of the above 5 patients (11%) 
Group therapy consisted of 10 weeks intensive 

in-patient group therapy on the lines described 

by Rathod et al. (1966). 


Procedure 


If patients had never experienced the effects of 
drinking alcohol while taking oral disulfiram, 
they were given a test on the ward, to eliminate 
contraindication (c) above. For this, 1 G. 
disulfiram was taken each morning for at least 
five days, and then 50 ml. whisky (40 per cent 
v/v alcohol) was given each half hour until a 
reaction occurred. The maximum amount of 
whisky used was 200 ml. During one test the 
patient complained of prolonged chest pain, and 
an ECG showed evidence of myocardial 
ischaemia; although the recording was normal 
two days later, he was not given an implant. 

Every patient was kept in the unit for a few 
days before the operation to prevent any 
previously consumed alcohol reacting with the 
implanted disulfiram. The implant was given 
by a surgeon at a local general hospital, and the 
patients returned the same day to the unit for 
one week. 

The operation was performed under full 
aseptic operating theatre conditions, using a 
general anaesthetic and muscle relaxant. A 
3 cm. incision was made in the left lower 
abdomen at a site corresponding to McBurney's 
point. The external oblique muscle was split 
for 2 cm. in the line of its fibres and gently 
dissected from the internal oblique. Ten 100 mg. 
tablets of pure sterilized disulfiram were then 
radially placed deep to the external oblique, 
and the wound was repaired with catgut and 
silk sutures. Haemostasis was meticulously 
achieved (Lynn, 1971). The skin sutures were 
removed a week later. 


RESULTS 


Al the patients were assessed and followed up 
personally (save one who was seen by a 
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colleague). Those who failed to attend clinics 
were visited at their home. In most cases a 
relative or friend confirmed their account, 
though with this group of alcoholics remission or 
exacerbation was obvious at interview. The 
period of follow-up ranged from 6 months tó 
4 years. Results were measured as: 

(a) Period of absolute abstinence after the 
implant. 

(b) Improvement in marriage, employment 
and social adjustment in the first 6 months, 
which was the period patients expected the 
implant to be effective. 


(a) Period of abstinence 

Of the 70 cases, 7 were still abstinent when 
last seen; one at 24 months, one at 12 months, 
one at то months, three at 9 months and one at 
7 months. The other 63 lasted totally ‘dry’ on 
average just under 6 months, giving an average 
to date of a little over 6 months, for the whole 
group. | 

Patients were also questioned about their 
longest period of abstinence at any time in the 
two years before operation; this had often 
followed group therapy. Enforced abstinence 
while in hospital or prison was excluded. The 
average for these pre-implant remissions was 
6 weeks, which may be compared with their 
post-implant progress. The individual results 
are shown in Table I. There is a tendency for 
drinking to be resumed either within the first 
two months, or around the expected six-month 
period, though some persevere for longer. 

When the abstinent period of the 47 indivi- 
duals following the first implant is compared 
with their longest period of abstinence in the 
two years before operation, the difference is 
highly significant (t = 5:4962, P < -oor). 
When a similar comparison is made for the 16 
who had a second operation again the difference 
is highly significant (t = 4-0316, P < +001), 
and when made for those who had a third 
operation, the difference is still significant (t = 
3:4252, Р < -o1). There is no significant 
difference between the results after the second 
operation compared with after the first (t = 
0:2807, n.s.), nor after the third compared with 
after the first (t = 0-1249, ms.}. However, 
patients seem to do worse after the third opera- 


* 
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TABLE І 


The longest period of absolute abstinence achieved by the 47 patients in the two years before operation. The period of 
absolute abstinence immediately after the operation for the 63 who drank in the follow-up period, and for the 7 who were 
still abstinent when assessed at the post-operative period indicated 











Months 
Total 
оч 1-2 23 3-4 45 5-6 67 7-8 8-9 9-10 10-11 11-12 12-24 
24 4 4 2 3 I 1 I I I I о I 47 
5 7 2 4 7 8 8 2 3 4 1 4 63 
= о о о о о о о І o 3 I о 2 7 


tion compared with after the second (t == 
*2:3526, Р < :05), but the number of patients 
involved is small. ‘ 

Several patients who drank did so on only 
one occasion and then remained sober for a 
much longer period. This second, more pro- 
longed, period has not been taken into account 
in the above figure; e.g. one patient who drank 
at ro months was still abstinent after a further 
17 months; another who drank at 7 months 
was still abstinent after a further 18 months; 
and another who drank at 7 months did not 
resume continual drinking for a further 19 
months. As these three did not have a reaction 
to alcohol their renewed abstinence was not due 
to a deterrent effect of the operation. 

Reaction to alcohol. Nine patients claimed to 
have had a reaction when they drank at, 1, 4, 44,8 
9, 2, 4, 5, and 6 months respectively. On close 
questioning only the last four had typical 
symptoms of a reaction; if their responses 
were chemically rather than psychologically 
induced it may appear surprising that they were 
at relatively late stages, but Swinson (1970) has 
reported a reaction after 6 months. In the present 
series there may have been an additive effect 
from repeated implants; the 6 months reaction 
followed the fourth implant within three years, 
and the 5 months reaction followed the second 
implant within one year. In only two cases did 

' the symptoms experienced on drinking enforce 
furthef abstinence. 


` (b) Improvement in marriage, employment and social 
` adjustment 
Progress in these fields was difficult to 
measure: A, ‘good’ result was reconciliation in 
marriage, a steady job, and development of 





interests apart from drinking, respectively. 
When the desired result was only partially 
achieved, it was termed ‘fair’, and when no 
progress was made, ‘poor’. This general assess- 
ment gave results as shown in Table II. 


TABLE П 
Progress achieved in the six months after operation for 
70 implants 
Employ- 
Marriage ment Social 
Good 23 (36%) 25 (36%) 21 (30%) 
Fair 20 ГА 21 (30% 30 (43% 
Роог 20 (32%) 24(34%) 19 (27%) 
63* 70 70 


* Excluding 7 implants on patients who were not 
married at time of operation. 


Complications 

There was no evidence of disulfiram-induced 
peripheral neuropathy (Editorial, Lancet, 1971) 
or toxic psychosis, but ten patients complained 
of tiredness, low spirits or headache. These 
symptoms, which were mild, could be due to 
disulfiram, but could also be caused by the 
enforced abstinence. In the two weeks after the 
operation, local infection occurred in seven 
patients. Even in the absence of infection, 
breakdown of the wound was found in a further 
six patients six to eight weeks after operation, 
and this was associated with extrusion of tablets. 
Breakdown has been previously reported (Hryn- 
kiewicz et al., 1966; Mieniewski, 1967), arid 
though the wound always healed this was the 
most troublesome complication in the present 
series. Twelve patients increased their use of 
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sedatives or tranquillizers, though these were 
often prescribed by their own doctor. 

There were three deaths by suicide, overdose 
or accident at 26, 14 and 4 months, respectively. 
The nature and time of these deaths, together 
with the pathologists’ reports, indicate that the 
implants were not relevant factors. All three had 
previously taken overdoses and had been 
treated with ECT. 


DISCUSSION 


The improvements in patients were satisfac- 
tory. The average post-operative period of 
abstinence for the group was over six months, 
compared with six weeks before implantation. 
The group had an overall bad prognosis, as is 
shown by their previous failures to respond to 
various therapies. Though they had fixed 
abodes and cooperated with treatment, their 
many previous admissions, declining work 
records, and precarious marriages indicated a 
poor outcome (McCance and McCance, 1969). 

All the patients knew what a reaction to 
alcohol was, and they expected to experience it 
if they drank within six months, so suggestion 
could have played a large part in their absti- 
nence. As it was, most were too afraid to 
experiment. The operation would have been 
shown to be genuinely therapeutic had more 
patients drunk, experienced a reaction and so 
been forced to abstain again. This appeared to 
happen in only two cases. The failure to react 
to alcohol has caused another author to abandon 
implants, when one patient failed to react 
(Kellam, et al. 1969). 

It has yet to be shown that disulfiram im- 
plantation gives a therapeutic level of drug in 
the blood that would result in a deterring 
reaction if the patient drank. Estimation of 
blood disulfiram level is proceeding. This will 
show the level required for a reaction to alcohol 
after oral therapy, and whether this therapeutic 
level is achieved by the implant method, and if 
so, over what period. Results may well indicate 
that the reactions reported by the four patients 
in the series were psychogenic. 

It is probable that some absorption occurs. 
One patient, whose wound became infected, lost 
four tablets at six weeks; when these were 


weighed, an almost uniform 34 per cent of each 
tablet had dissolved. Another patient was found 
to have no tablets left when the operation was 
repeated at the same site seven months later, 
though he had noticed that four of the ten 
tablets had been extruded six weeks after the 
operation. 

In spite of the above reservations, the method 
offers, in the light of present knowledge, some 
benefits for alcoholics and their families. Tie 
procedure has the advantage of requiring only a 
short period in hospital. The sterile tablets of 
disulfiram can be inserted subcutaneously with 
a trocar and cannula, under local anaesthesia 
(Jacques, 1970). The main disadvantages met 
were wound infection and rejection ofthe tablets, 
depot injections could overcome these problems; 
but drug firms have not taken up this suggestion. 
Long-acting injections might give better thera- 
peutic levels and allow for more regular contact 
with the patients. 

It is important that the implantation df 
disulfiram should not be regarded as a ‘cure all’. 
It is a method of achieving a period of sobriety 
while adjustment is made in the life pattern of 
the alcoholic and a steadier future built with 
the help of other agencies. This has been 
agreed by all authors writing on the subject. 


SUMMARY 


Sterile tablets of disulfiram were implanted 
into 47 (5 female) alcoholic in-patients; for 
some patients the procedure was repeated after 
an interval so that there was a total of 70 opera- 
tions. The periods of abstinence immediately 
succeeding the operations were significantly 
greater than the longest abstinent periods during 
the two years prior to implantation, and there 
were usually improvements in the marital, 
occupational and social adaptation of the 
patients. Severe side-effects were not encoun- 
tered; wound infection and extrusion of the 
tablets were the most common complications. 


Until blood disulfiram levels are monitored it is» * 


unclear whether implantation gives a level of 
disulfiram in the blood adequate to produce a 
deterring reaction if patients drink. Neverthe- 
less at the present time the operation is a useful 
supplement to other methods of treatment. * 


a 
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The Relationship of Alcoholism to Violent Behaviour 


Resulting in Long-term Imprisonment 


By A. В. NICOL, J. С. GUNN, J. GRISTWOOD, В. Н. FOGGITT and J. Р. WATSON 


An association between alcohol use and 
violent behaviour has commonly been reported 
in the literature, both in the context of alcohol 
suse at the time of the violent act (Wolfgang et 

al., 1956; McLintock, 1963) and in the context 
of the alcohol habit of men convicted of violent 
offences (Gibbens and Silberman, 1970). Simi- 
larly a high incidence of severe alcohol addiction 
has been found in men appearing before 
courts (Gath, 1969) and in prisons (Hensman, 
1969). 
- What is less clear is whether these alcoholics 
fall foul of the law through being a mild social 
nuisance, or whether, in addition, there is an 
association between alcohol addiction and 
severely violent behaviour. 

The present paper explores the relationship 
between severely violent behaviour and alco- 
holism in a group of long-term prisoners. 


METHOD 

Current policy in English prisons is for men 
to be allocated from a centre by senior Prison 
Service staff to the institution where they will 
pass the majority of their sentence. The present 
study was carried out at the South East Region 
Allocation Centre for long-term offenders, 
where two of us (J.C.G. and J.G.) interviewed 
and tested a consecutive sample of recidivist 
men who had been given long-term sentences 
by the courts. Out of a total sample of 98 there 
were three refusals, and five men were not 
available for administrative reasons. Thus go 
men were eventually seen, and their prison 


e „files, probation officer reports and mental 


hospital notes were examined*where relevant. 
The age range of the sample was 21 to 61 (mean 
33-1 years, S.D. 8-7 years). The basic charac- 
teristics ôf the sample have been reported by 
Gunn et al. (1973). 
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The men were interviewed about their violent 
behaviour, and ratings were made of their 
degrees of violence. The method is reported 
in detail by Nicol et al. (1972); put briefly, a 
five-point rating of the men’s violence was made 
according to the following criteria. 


o Non-Violent. Never been convicted of violence. 
Never gets into fights. 

1 Mild. Some evidence of violence, but only to a 
minimal degree, i.c. occasional fights or damage to 
property. No convictions for violence against the 
person. 

2 Moderate. At least one and less than 5 convictions 
for violence, none of them causing serious personal 
damage to life or health (e.g. robbery, assault) or 
repeated acts of violence to person or property with- 
out conviction. 

3 Marked. One severely violent episode in which 
someone's life or health has been seriously endan- 
gered, or more than 5 convictions for moderately 
violent episodes. 

4 Severe. More than one severely violent episode. 

9  Unrateable. (This excludes doubts between 
categories when the lower rating should be used.) 


The men were also asked about their drinking 
habits, and any history of tremors, hallucinations, 
morning drinking or amnesic attacks was 
recorded. In addition, if the subject described 
a drinking problem he маз classified as 
alcoholic according to the criteria of Jellinek 
(1960). 

Among other tests, the men were given a 
modified grid test which was designed for the 
purpose of the study. The procedure was that 
the subject was asked to imagine consecutively 
nine standard social situations which were 
known to occur commonly in the criminal sub- 
culture and which were described to him at 
interview. He was given a series of cards on 
which were set out a number of reactions that 
he might be expected to show in the given social 
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situations. After each situation had been de- 
scribed to him he was asked to sort the cards 
and find consecutively his most likely reaction, 
his second most likely reaction and so on down 
to his least likely reaction. His choices were thus 
ranked in such a way that they could be repre- 
sented on a grid which could then be analysed 
by the MLR.C. grid service INGRID 67 pro- 
gramme. The social situations described were: 
being sacked from job, being unemployed, 
being caught committing a crime, being without 
money, witnessing a fight at which blood is 
spilt, being laughed at, someone being rude to 
him, being involved in a row, and having no 
lodging. The choice of reactions the subject was 
offered were: to punch out, to feel depressed, 
to get drunk, to get angry, to feel tensed up, to 
go thieving, to smash up an object, to go 
gambling, or to swear. 

The individual responses were then analysed 
so that a mean score could be assigned to each 
construct (social situation) in terms of the 
elements (choices of reaction) (Slater, 1969). 
For the purposes of the present paper we were 
interested in subjects who commonly chose the 
elements ‘punch out’ and ‘smash up’ (i.e. violent 
choice) and the element ‘get drunk’ (an alcoholic 
choice). Those who scored more than one 
standard deviation above the mean on any of 
these elements were taken as high scorers, and 
were compared with the remainder of the 
sample. There were 17 subjects who made a 
violent choice and 11 who made an alcoholic 
choice. 

In addition, each subject was given an 
untimed Raven’s Progressive Matrices intelli- 
gence test, and other social data were collected. 


RESULTS 
1. General characteristics of sample 

Age. As mentioned above, the sample covered 
a wide age range (21 to 61 years, mean 33:1, 
S.D. 8-7 years). 

Intelligence. As measured by an untimed 
Raven’s Progressive Matrices Test, 1.Q. varied 
over the mull range of 85—126 (mean 107°5, 
SD. 12:7). 

Soctal class. This varied across the full range of 
Social Classes I to V of the Registrar General's 
classification. The distribution of social class is 
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difficult to assess, as 38 of the men (42:2 per 
cent) had been unemployed for some time 
before conviction. If the unemployed are 
included as Social Class V, 51 of the men 
(56-6 per cent) were of lower social class than 
their fathers, as opposed to only 27 (30 per cent): 
who were of comparable or higher social class 
than their fathers (in 11 cases the father's social 
class was not known). 

Marital record. 41 men (45:5 per cent) had 
been married once, 32 (34:4 per cent) had never 
been married, and 16 (18 per cent) had been 
married twice or more. 

Psychiatric record. 16 of the go subjects had: 
been in-patients in mental hospitals at some 
time; 17 had attempted suicide at some time. 

Convictions. The sample was characterized by 
a wide range of offences and a high degree of 
recidivism. The mean total number of con- 
victions was 9-8 (S.D. 5:09). The offences which 
led to the current sentence were: property 
offences (43 men), violence (33 men), homicide 
(4 men), sexual offences (4 men) and rape (6 
men). Further details of the criminal charac- 
teristics of the sample can be found in Gunn et al. 


(1973). 


2. Alcoholism and violent behaviour 


Table I shows the distribution of alcoholism 
among the violent and non-violent men in the 
sample for two age groups, the over 30s and the 
under 30s. 

It will be noticed that there was a higher 
proportion of alcoholics in the violent group 
than the non-violent group in both the over 
gos and the under 30s; this association is 
statistically significant for both ages combined 
(x? = 7:29; d.f. = 2; р < 0:05). Similarly, 
there was a significant tendency for the younger 
age group to contain more violent men, and this 
association is significant with alcoholics and 
non alcoholics combined ( x? = 19:27; d.f. = 2; 
p < 0:001). However, there was no significant 
tendency for alcoholics to be more *highly 


MN 


represented in either the older or the younger , e 


violent age groups. 

Subjects shown in Table I as having physical 
dependence on alcohol are those who reported 
either amnesic attacks, tremors, hallitcinations 
or morning drinking, or who were classified as 


. 
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у or 8 alcoholic according to Jellinek’s (1960) 
criteria. It will be seen that a high proportion 
of, both violent and non violent alcoholics 
reported these symptoms. 


3. Other differences between violent and non-violent 
men 
Table II shows the social class of the men’s 
fathers, where these were obtainable, and the 
I.@. according to Raven’s Progressive Matrices. 
The violent men, although within normal 
intelligence range, were significantly less intelli- 
gent than the non-violent men; this is as true of 
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the alcoholic violent men as the non-alcoholic. 
There was a tendency for the violent men to be 
of lower social class than the non-violent men, 
but the differences were not significant. 
Violent and non-violent groups were also 
compared for psychiatric characteristics, marital 
history and change in social class. No significant 
differences between the groups were found. 


4. Grid test 

Tables III and IV show the violent and 
alcoholic characteristics of those subjects who 
commonly showed a high ranking of violent and 


ТаАВІЕ I 
Relationship of alcoholism to violence in two age groups 











Moderately Non 
Violent violent violent Total 
(Rating 3+0) (Rating 2) (Rating o-- 1) 
No. % No % No % No % 
Under 30 

Non-alcoholic .. 6 24 9 25 4 14 19 2I 
Any alcoholism ( including physical dependence) 9 34 6 17 I 4 16 18 
Physical dependence .. 7 3 I її 


Over 30 
Non-alcoholic .. 
Any alcoholism (including physical dependence) 
Physical dependence .. 


26 IO 29 19 68 36 41 
16 10 29 4 14 18 20 
8 3 14 


Wop У 





Total number of men .. 








26 тоо 35 


тоо 28 тоо 89 тоо 





(One subject is excluded from the tables because of marked inter-rater disagreement on violence rating) 


Taste II 
Relationship of violence and alcoholism to Ravens Matrices Г.О. and social class of father 


























Violent Mod. violent Non-violent 
(Rating 3+4) (Rating 2) (Rating 04-1) 
—— Total 
Social ocial Social 
Nos. І.О. class Nos. І.О. clas Nos. Т.О. class 
Alcoholic 
N and means .. or 13 102:6 3:36 16 107:8 3:40 5 109-0 2:50 34 
14:9 67 i1r:6 гт 1973 5 
*-- Non-alcoholic . 
Nand means .. os 13 103°9 3:27 19  108:1 2:89 23 12:4 3:00 55 
S.D 19:7. 778 II-I ro 10*2 ГО . 
'Totals—N and means .. 26 103-4 3:32 35 107:9 3:09 28 111.6 2:91 89 


— B 





Ы Between І.О. of violent men and non-violent men: t == 3:036; p < 0:01 
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ТАВІЕ III 
Relationship of high scorers on elements ‘punch out’ and 


‘smash up? to (a) alcoholism, and (b) violence rating 





High Low 
scorers scorers Total 
(a) Alcoholism ——— —— 
No. % No. % No. % 
Alcoholic .. 8 47 26 36 34 38 
Non-alcoholic 9 59 46 64 55 62 
17 100 72 100 89 тоо 
High Low 
scorers scorers Total 
(b) Violence rating ——— —— 
No. % No % No. % 
Violent (rating 
3--4) .. 8 47 18 25 26 29 
Non-violent 
(rating 
о+1+2) .. 9 53 54 75 63 7! 
17 roo 72 тоо 89 roo 


drinking responses in tbe grid test. Although 
men rated as violent did not choose the violent 
responses significantly more often than the 
non-violent men, they did see themselves as 
resorting to drink in the difficult social situations 
described in the test. j 


Discussion 

The general characteristics of the sample 
suggest that the men are abnormal in many 
ways apart from their persistent criminal beha- 
viour (e.g. high unemployment, marital failure, 
psychiatric abnormalities, suicide attempts and 
alcoholism). This is in agreement with previous 
studies (West, 1963), and suggests that these 
men tend to have severe personality difficulties. 
Within the sample, the features that differentiate 
the severely violent from the non-violent men 
are age, lower (but still average) intelligence 
and alcoholism. In a high proportion of cases 
the alcoholism has progressed to physical de- 
penderice, and the violent men show the same 
tendency to see drink as a response to stressful 
situations as do the alcoholic men. 

There are several interesting aspects of these 
findings. Most important, perhaps, is that the 
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Taste IV 
Relationship of high scorers on element ‘drink’ to 
(a) Alcoholism and (6) Violence rating 














High Low 
scorers scorers Total 
(a) Alcoholism : 
No. % No. % No % 
Alcoholic .. 8 73 26 33 34 38 
Non-alcoholic 3 37 52 67 55 62 
Total .. .. I1 тоо 78 roo 8g roo 
x? = 6:33; d.f. = 1; p < 0-02 
High Low : 
scorers scorers Total 
(b) Violence rating — — 
o. % No. % No. % 
Violent .. 6 55 20 26 26 29 
Non-violent .. 5 45 58 74 63 7r 
Total .. .. I1 100 78 roo 89 тоо 


x? = 3°89; d.f. = 1; p < 0:05 | 


association between alcoholism and violent 
crime reflects more than involvement in petty 
brawls and fights in public houses. The most 
seriously violent criminals also have severe 
drinking problems, often amounting to physical 
dependence on alcohol. 

What lies behind this association? A simple 
once-off, correlational study such as the present 
one cannot answer this question conclusively, 
but it may supply a few clues. Many of the 
features of these men are those found in people 
who have severe difficulties in initiating and 
maintaining satisfactory interpersonal relation- ' 
ships. This means that they commonly find 
themselves in lonely and distressing situations, 
and the grid test was designed to tap the kinds 
of situation which only people with this degree 
of personality disorder commonly encounter. 
The results of the test suggest that among the 
violent men drinking is a common respbnse to 
stress, and it may be that violence is increasingly 
likely to occur as a result of the pharmacological 
effects of alcohol taken under these conditions. 

The fact that the violent men did not score 
significantly highly on the violent constructs in 
the test is a surprising finding. It may be that 
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violent responses are highly disapproved of in 
the prison situation and were therefore sup- 
pressed. However, the situations described in the 
test were all based outside prison so that it is 
unlikely that this factor was important. 

' Biological factors are also important, and this 
is suggested by the fact that there is very little 
violence among the older men of the sample 
(other selection factors may also be important 
héte). The alcohol habits of the men seem to 
have little influence on this association. 
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Familial Alcoholism in Anorexia Nervosa 


By K. A. HALMI and J. LONEY 


Few studies have been published about psychi- 
atric illness among relatives of patients with anorexia 
nervosa, Even less information is available concerning 
alcohol abuse in relatives of such patients. Theander 
(10) found a 2*5 per cent incidence of alcohol abuse 
among uncles and aunts of patients with anorexia 
nervosa. Six out of 94 fathers, 6:5 per cent, were 
alcohol abusers, whereas none of the 94 mothers so 
indulged. In a recent report of 13 male cases of 
anorexia nervosa Crisp and Toms (3) describe one 
father who was a severe alcoholic. Kay and Leigh (6), 
in a study of 38 patients with anorexia nervosa, noted 
alcoholism in four parents out of a total of 76 (5 per 
cent). Alcoholism in actual anorexia nervosa patients 
has been mentioned, but no incidence figures were 
given. Crisp (2) commented that 'those chronic 
patients who have progressed to a state of over- 
eating and vomiting not infrequently appear to 
become dominated by oral behaviour, and may 
sometimes present with alcoholism’. Toms and 
Crisp (11) hold that alcohol and drugs may be used 
as substitutes or diversions for the suppression of 
normal appetite. 


METHODS 

Ninety-four records of patients diagnosed as having 
anorexia nervosa seen at the University of Iowa 
Hospitals from 1920 to 1972 were reviewed. Of these 
66 met the rigorous criteria of Feighner et al. (4), 13 
were over the age of twenty-five at the onset of the 
illness, and 12 had lost less than 25 per cent of their 
body weight. In 5 cases the per cent weight loss was 
not recorded. 


RESULTS AND Discussion 
Of the 94 parental pairs, 2 mothers and 12 fathers 
had well documented alcoholism (Feighner et al. (4)). 
No accurate census on the incidence of alcoholism 
in the general population is available in the United 


= States. However, expectancy incidences for alco- 


holism in the general population have been recorded 
by Luxenburger (7) in Germany, Bleuler (1) in 
Switzerland, Sjögren (8) in Sweden, Fremming (5) in 
Denmark, ‘and Slater (9) in England. Their roughly 
equivalent findings are that the lifelong expectancy 
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incidence for alcoholism in men is between 3 and 
5 рег cent and in women between o:1 per cent and 
I per cent. According to these figures, the frequency 
of alcoholism in the mothers of our study is at least 
twice as high as expected, and that of alcoholism in 
the fathers more than three times as high. 

Of 36 patients whose illness began before the age 
of fifteen, 3 had fathers with alcoholism (8 per cent) ; 
of the 43 patients whose illness began between ages 
fifteen and twenty-five, 7 had alcoholic fathers and 
2 had mothers with alcoholism (21 per cent); and 
there were 2 alcoholics among the fathers of ig 
patients whose illness began over the age of twenty- 
five (15 per cent). The relatively low incidence of 
alcoholism in fathers of patients with an early onset 
of illness could well have been due to their younger 
age: some may have become alcoholic subsequent to 
follow-up. 

None of the 6 male patients in our study had 
parents with alcoholism. 

No specific demographic or clinical characteristic 
separated the probands who had alcoholic relatives 
from those who did not. 

Our incidence figures of parental alcoholism are 
probably underestimates because of failure to follow 
histories long enough, and because the information 
was obtained from chart data rather than personal 
interviews: a specific inquiry into familial alcoholism 
was undoubtedly seldom made at the time of the 

In view of the raised incidence of alcoholism in the 
parents of our anorexia nervosa patients, it is recom- 
mended that a documentation of alcoholism in all 
such patients and their relatives should be sought by 
means of personal interview. Such a documentation 
in a large patient series would be helpful in deter- 
mining what type of relationship may exist between 
these two conditions. 
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Psychotherapy with Depressed Women: An Empirical 


Study of Content Themes and Reflection* 


By MYRNA M. WEISSMAN and GERALD L. KLERMAN 


There are many clinical reports on psycho- 
therapy with depressed patients, and an enor- 
mous effort has been devoted to psychotherapy 
‘research (10, 23, 24, 27, 28). However, there is 
little quantitative description of the content of 
psychotherapy—what patients discuss during 
sessions and how much time is spent reflecting 
on problems. This situation is partially under- 
standable given the technical difficulties in 
obtaining psychotherapy process data. Content 
analysis of transcribed tapes, process records, 
video-tapes and the coding of words have been 
among the methods used (7, 9, 12, 14). These 
methods are inclusive and precise but im- 
practicable in lengthy psychotherapy or with 
large samples. 

Recently, investigators have developed classi- 
fications of patients’ communication in therapy 
which have yielded information on the content 
of therapy, and have shown that patients’ 
comments which are reflective are rare (12, 20). 
These findings require confirmation on larger 
samples (8, 27, 31). 

In planning research on the maintenance 
treatment of depressed women we developed a 
quantitative record of their psychotherapy. A 
pre-coded check-list method suitable for com- 
puter analysis and based on concrete details of 
patients’ behaviour was completed by the 
therapist after each interview. In a previous 
paper we have described this method, its 
derivation, item content, reliability and pilot 
studies of its utility (32). Now we will present 
data on over 700 interviews with depressed 


»-patients who underwent psychotherapy for 


eight months in a controlled maintenance trial. 
This paper has three aims: to describe what 


* This stady was supported by Grants MH 13798 and 
МН 15650 frorfi the National Institute of Mental Health, 
U.S’ Department of H.E.W. 


patients discuss in psychotherapy; to explore 
the relationship between reflection, concepts of 
insight and their relevance to psychotherapeutic 
outcome; to relate findings of this study to 
current clinical practice. 


MzTHOD 
Subjects 

Subjects comprised moderately depressed 
female out-patients, ages 25 to 60, from two 
clinics (Connecticut Mental Health Center and 
Boston State Hospital) who responded to pre- 
liminary treatment with amitriptyline for four 
to six weeks. 

Upon admission to the maintenance study 
patients were randomized into two groups. One- 
half the patients began minimal contact, 
coming monthly for brief assessments. The 
second half of the patients, in addition to these 
monthly assessments, received weekly psycho- 
therapy for eight months. T'he present data were 
collected only on patients who received psycho- 
therapy. Thirty-six such patients were included 
at the time of this analysis. 


Psychotherapy and the therapists 

Psychotherapy consisted of one to two patient 
contacts a week. Treatment was aimed at 
identifying maladaptive patterns and attaining 
better levels of adaptive response (5). No 
attempt was made to uncover unconscious 
material or induce a strongly regressive trans- 
ference (1, 4). There were five therapists, all 
trained and experienced psychiatric social 
workers, judged to be skilled on criteria of 
importance to outcome (2, 30). i 


Method for scoring interoiews 

Information was collected on two checklist 
forms filled out by the therapist after each 
contact. One form collected data on the patients” 


56 


attendance patterns, the other recorded aspects 
of each therapeutic session between the patient 
and therapist alone. The session was assessed in 
two areas: topics discussed by the patient 
(content themes); the quality of the patients’ 
talk (description or reflection). The ten content 
themes were: physical symptoms, mental symp- 
toms, current treatment, practical problems, 
family of origin, spouse, sex, children, inter- 
personal relations, early experiences. Their 
definitions have been described elsewhere (32). 
The two qualitative categories of patient com- 
munication (description and reflection) were 
derived from the Hollis Typology (12). 

Descriptive talk was defined as explanatory 
communication in which the patient appeared 
to have little awareness of her behaviour. 
Included were affective, ventilative and anec- 
dotal, but not evaluative, statements. 

Reflective talk included communication 
which indicated an awareness of one’s own or 
another’s pattern of behaviour, a modification 
of thinking, or consideration of alternative 
explanations, defined by НоШѕ аз extro- 
reflection (12). The therapist rated the quality 
of the patient’s discussion on each topic as either 
descriptive or reflective. All topics were rated by 
time present during the interview, on the follow- 
ing scale: o (None)—less than 3 minutes; 
1 (Brief)—3 to 5 minutes; 2 (Moderate)—6 to 
15 minutes; 3 (Sustained)—over 15 minutes 
cumulative time. Therapists making ratings 
underwent training, and reliability studies were 
carried out (32). 


RESULTS 

Patient cheracteristics 

All subjects were female, predominantly 
middle-aged (mean age of 39), white (80-6 per 
cent), Catholic (58:8 per cent), currently 
married (58:3 per cent), from social class IV 
(52-8 per cent) (11). The modal patients were 
American-born housewives and mothers. 


Interest, attendance and attrition 

„ Upon admission the patient’s interest in 
receiving psychotherapy varied. About a third 
of the patients (N = 12) were interested, about 
half (N = 19) were neutral and the rest (N = 5) 
were negative towards receiving psychotherapy. 
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All patients agreed to come, however, as part 
of the study requirements. Despite the varying 
interest only one of the 36 patients refused ќо 
continuc psychotherapy. Four additional pa- 
tients relapsed before the termination of the 
eight months treatment. The analysis presented 
here will be based on the 31 patients who 
completed a total of 774 individual interviews 
over eight months. 

Patients attended psychotherapy about omce 
a week. Missed appointments in which the 
patient did not show up without first cancelling 
were rare. Most psychotherapy was with the 
patient individually in the therapist’s office; 
although a wide range of interventions occurred, 
including home visits, family and group therapy 
(6). 
Content themes discussed by pattent 

The percentage of interviews between the 
patient and therapist alone in which the various 
themes were discussed either not at all or briefly 
(rated o or 1) or moderately or sustained (rated 
2 or 3) was calculated for each interview over 
eight months. The frequency of themes dis- 
cussed either descriptively or reflectively during 
eight months, based on 31 patients in a total of 
774 individual interviews, is shown in Table I. 

TABLE I 


Frequency of content themes during eight months 
psychotherapy 


Time present in interviews* 





Notatall  Moderately 








or briefly or sustained 
Content Themes (rated (rated 
оог 1) 2 or 3) 
96 of 96 of 
interviews interviews 
Practical problems 41:7 58:3 
Children 8 -i 42'0 58-0 
Interpersonal relations. . 54°9 45'1 
Spouse .. А és 59:8 40:2 
Mental symptoms 66:3 33:7 
Family of origin js 73:3 26-7 
Physical symptoms — .. 83:8 16-2 
Current treatment... 85:3 1477 
Early experiences 93:8 6:2 
Sex Я Sa 95°6 4'4 





* Based on 31 patients in a total of 9774 individual 
interviews between the patient and therapist onby. 
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A number of themes were discussed in 
moderate amounts of time. Looking at the 
themes discussed moderately or sustained, it 
can be seen that while all were discussed there 
was wide variation in the amount of time spent 
on each theme. The interviews focused pri- 
marily on practical problems (58-3 per cent), 
children (58-0 per cent), spouse (40-2 per cent), 
and interpersonal relations with friends (45-1 
pes cent). To a slightly lesser extent the patients 
discussed their mental symptoms (33-7 per 
cent). They spent less time on discussions of 
their family of origin, physical symptoms, or 
current treatment. They rarely discussed at 
any length their earlier experiences (6-2 per 
cent) or sexual matters (4:4 per cent). While 
talk of early experiences, presumed important 
in therapy, did occur, 3t was infrequent. 


The extent of reflection 

The amount of reflection during the eight 
month treatment was examined next, and is 
shown in Table II. 


ТАВІЕ Ц 
Frequency of reflection during eight months of 
bsychotherapy* 





No. of 
No. these % 
interviews interviews with 
Content themes with with reflection 


discussion reflection 





Physical symptoms 371 20 5:4 
Mentalsymptoms 472 96 20:3 
Current treatment 363 65 1779 
Practical problems бот 40 6-7 
Family of cd 427 70 16-4 
Spouse 504. 70 13:9 
Sex : go 27 30-0 
Children 651 113 17:4 
Interpersonal 

ions 566 102 18-0 
Early experiences 128 33 25:8 


* Based on 31 patients in a total of 774 individual 
interviews between the patient and therapist alone. 


Reflection was infrequent, and occurred 
minimally i in only 15-2 per cent of the inter- 
views. Looking at the individual themes, 
reflection bcqurred most frequently in the two 
themes discussed the least, sex (30-0 per cent) 
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and early experiences (25:8 рег cent). Dis- 
cussions of sexual matters and earlty experi- 

ences have commonly been associated in 
therapy with attempts at self-understanding, so 
it is not surprising that discussion of these 
themes was considered more often as indicating 
reflection. Discussion of current treatment and 
mental symptoms occurred in 17-9 per cent to 
20:3 per cent of interviews, perhaps indicating 
the patients’ attempts at understanding the 
origin of the symptoms and the need for treat- 
ment. Reflection was evenly distributed among 
discussions of spouse, family of origin, children 
and interpersonal relations (range of 13:9 per 
cent to 18:0 per cent), and was rare in dis- 
cussions of practical problems and physical 
symptoms (6:7 per cent and 5-4 per cent of 
interviews, respectively). 


Discussion 
Psychotherapy with working class depressed patients 

Psychotherapy is possible with predominantly 
working class depressed women in a clinic 
setting. Even though these women were ran- 
domly assigned to psychotherapy and initially 
were not highly interested in psychotherapy, 
their attrition was extremely low; they attended 
regularly, and their interest in therapy in- 
creased (6, 32). They were able to discuss a 
number of topics for sustained periods of time. 
Moreover, other preliminary data indicated that 
they derived benefit from the treatment when 
compared with depressed patients randomized to 
receive no psychotherapy. The benefits, de- 
scribed elsewhere, were in improved social and 
marital relations and decreased interpersonal 
friction (19). 

By design, the psychotherapy offered these 
women was supportive and aimed at helping 
patients cope with their life circumstances 
rather than the resolution of intrapsychic 
conflicts or enduring personality patterns. The 
manifestation of this approach merits explica- 
tion, since the nature of the therapy may have 
contributed to the patients’ good attendance, 
interest and benefit. 

Given this particular therapeutic setting with 
weekly interviews, what did patients discuss? 
While a wide range of topics was covered during 
sessions, it was not surprising that patients рге-. 
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ferred to discuss current practical problems and 
close family, Although these women usually had 
limited education, they did not express their 
problems in somatic terms, a characteristic 
assumed to be related to lower educational 
achievement (29). A few patients did indeed 
have moderately serious medical problems, so 
that discussion of physical problems was appro- 
priate. Discussions were most often descriptive 
accounts of practical problems in housing, work, 
finances, or of their husband and children. The 
focus was psychosocial not psychosexual, and 
discussions of early experiences, sexual problems 
and reflective discussions in general were 
infrequent. Discussions of early experiences may 
have been largely irrelevant for those women 
who were struggling with practical problems 
which do not lend themselves to reflective 
consideration. Reflection on unemployment or 
poor housing may have actually been detri- 
mental. Reflection on one’s practical problems 
locates the cause of the problem within, rather 
than outside, the individual where it often 
belonged. Recently Mayer and Timms have 
commented on negative consequences of an 
insight-oriented approach to solving practical 
problems (16). They note that working class 
clients treated with an insight-oriented approach 
were more bewildered and dissatisfied than those 
treated with support and direction. While the 
authors do not suggest that insight therapy be 
abandoned, they advise that it be used select- 
ively. They caution against encouraging psycho- 
logical insight into problems which have material 
origins, as the approach is ineffective and leads 
to client resentment. 

Reflection was evenly distributed over all 
classes represented in this study and, contrary to 
reports, was not predominantly found in the 
patients who were in the upper social classes (9, 
13, 15, 22). The infrequency of reflection may 
be characteristic of most supportive psycho- 
therapy. Similar findings have been noted in 
family and marital counselling (12, 18, 20) and 
with alcoholics receiving psychotherapy (3). 


Reflection, clarification and insight 

Questions arise as to the relationship between 
reflection as assessed in this study and the con- 
cepts of insight, clarification, and interpretation 


as used in dynamic psychotherapy. While there 
is considerable overlap, there are significant 
differences. The concept of reflection, derived 
from the work of Hollis, refers to the immediate 
conscious manifest verbal content in which the 
patient is capable of verbally expressing ideas of 
an evaluative quality. In the Hollis typology, 
there is a continuum between descriptive and 
reflective content. In dynamic psychotherapy, 
derived from Freudian psychoanalytic concepts, 
the emphasis is not only upon immediate verbal 
expression but significantly upon unconscious 
material of which the verbal content is only a 
derivative. Thus, in psychoanalytic thinking, 
the distinction is made between manifest content 
and the unconscious material (4). As Bibring has 
explicated, it is important to distinguish between 
clarification and interpretation (1). Clarification 
involves the process by which the therapist 
assists the patient to arrive at a conscious and 
rational awareness of the relationship between 
aspects of his immediate behaviour, current 
emotions or previous life experience; interpreta- 
tion involves the working through of defences so 
as to allow for the uncovering of unconscious 
material. In a further amplification of this con- 
cept. Menninger points out that interpretations 
can have three contents: dynamic, genetic- 
developmental, and transference (17). In dyna- 
mic interpretations, a relationship is found 
between immediate behaviour and current 
unconscious conflicts or drive states. The 
material is of the immediate behaviour in the 
patient’s current life situation, but is related to 
unconscious processes through the interpreta- 
tion offered by the therapist. Genetic-develop- 
mental interpretations involve a relationship 
between current behaviour and antecedent 
experiences in the patient’s life, most often in 
early childhood and the relationship to parents 
and other family relations. Transference inter- 
pretations involve linkages of either current or 
past behaviours to the therapy situation in which 
the patient perceives the therapist as a substitute 
object from early life experience. In this theory 
of dynamic psychotherapy, insight is derived 
from the successful uncovering of unconscious 
material through the working through of 
defences and the skilful use of clarification and 
interpretation by the therapist. ° 
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Although we have no direct data pertinent to 
this issue, it is our impression that relatively 
little uncovering of unconscious material was 
developed in the psychotherapy undertaken 
during this study. Therefore, most of the 
material scored as reflection in the Hollis schema 
would fall into the rubric of clarification in the 
dynamic framework. The interpretations given 
for the most part involved current life situations, 
with occasional attempts to relate current 
behaviour to developmental antecedents. 

Thus, discussion of family of origin occurred 
in only 26 per cent of interviews, and discussions 
of early experiences in only 6 per cent. The 
topics most frequently discussed in the psycho- 
therapy reported upon here dealt with imme- 
diate current life experiences such as practical 
problems, children, spouse, and the inter- 
personal relations and friends, and the patient’s 
concern with her own current mental and 
physical symptoms. 

Reflection was most often likely to occur in 
the areas of sex (30 per cent) and early life 
experiences (25 per cent). This can be inter- 
preted indirectly as support of the concept 
that where reflection took place it dealt with 
developmental materials related to conflicts over 
sexual roles and/or their antecedents in early 
life experiences and family dynamics. 

Experienced psychotherapists trained in dyna- 
mic techniques would raise questions as to 
whether or not the conditions under which the 
psychotherapy in this study was structured and 
the nature of the contract between patients and 
therapist was such as to minimize the likelihood 
of unconscious material being developed. Expe- 
rience in the analytic situation suggests that in 
order for unconscious material to be developed, 
particularly with the recovery of childhood 
developmental material, frequency of more than 
two or three times a week is required. Further- 
more, recovery of such material is facilitated not 
only by the increased frequency of interviews 
but by the therapist adopting a passive-neutral 
„е Хапсе, in contrast to the reassuring, helpful 
active stance adopted in many instances by these 
therapists. Thus the findings of this study are 
consistent with the way in which psycho- 
therapy wa’ structured and the nature of the 
contract between the clinic and the patients. 
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As discussed elsewhere, this form of supportive 
psychotherapy with emphasis on the here and 
now is appropriate to the treatment of depressed 
patients during recovery from an acute sympto- 
matic episode (5). Further research in the psycho- 
therapy of depression should investigate the 
possible desirability of restructuring the nature 
of the therapy so as to provide conditions which 
would maximize reflection and the uncovering 
of early childhood material. However, it is un- 
clear if such psychotherapy would result in 


patient improvement. This issue requires 
empirical investigation. 
Implications for clinical practice 


The findings of this study have practical 
implications for current psychiatric practice. 
With the growth of community mental health 
centres, out-patient psychotherapy is available 
to lower and working class patients who 
previously rarely received this treatment. 
Attempts to modify psychiatric practice with 
lower class patients have tended to focus on 
the presumed ego characteristics of the patient. 
Dewald, as representative of this view, has 
described the lower working class patient as 
mistrustful of the therapist, limited in self- 
observation and capacity for verbal communica- 
tion and more exclusively symptom-oriented (4). 
Our experience suggests a different interpreta- 
tion. The problems may not be with the 
patient and presumed deficits but with the 
therapist’s expectations. These expectations 
include preconceptions about what the patient 
should discuss. The therapist familiar with the 
realities of working and lower class life will not 
be surprised if the patient wants to talk about 
housing, crowding, unemployment and exten- 
ded family life rather than about interpersonal 
dynamic and early experiences. 

Most writings on psychotherapy stress the 
value of clarification of problems and their 
causes. It may be frustrating to the therapist to 
find that the patient spends most of the time 
describing everyday problems and not postula- 
tions about past experiences. We may under- 
estimate the benefit to the patient derived from” 
being able to share these problems with a non- 
judgemental and sympathetic listener. A con- 
siderable amount of sharing may be necessary . 
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to foster the patient’s self-examination. The 
therapist’s listening, rather than the search for 
clarification, may be the ‘non-specific’ factor in 
therapy which contributes to psychotherapeutic 
change (26). For many patients, particularly 
from the lower social classes, problems with 
housing, work and finances can be serious. The 
therapist should not underestimate their signi- 
ficance and push for what might be considered 
more important therapeutic topics. 

This study represents the third in a series 
planned to apply quantitative techniques to the 
psychotherapeutic process,(6, 32). Data will be 
available on relationships between the patient’s 
behaviour in therapy, socio-demographic and 
diagnostic characteristics, concurrent pharmaco- 
therapy, and therapeutic outcome. 
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-A Double-Blind Trial of Phenelzine and Amitriptyline in 
. Depressed Out-Patients. A Possible Differential Effect 
of the Drugs on Symptoms 


By D. W. K. KAY, R. F. GARSIDE and T. J. FAHY 


INTRODUCTION 


* It is widely agreed that the MAO inhibitor 

group of drugs are less effective anti-depressants 
than the tricyclics in severe depressions, specially 
those of endogenous type (Medical Research 
Council, 1965), but a role for them is still 
claimed, for example, in the treatment of 
milder depressions or of depressive symptoms. 
According to Poldinger (1967) they are ‘therma- 
gasics’, i.e. psychic energizers or disinhibitors, 
and their mood elevating effect is relatively 
slight. Dally (1965) maintained that MAO 
inhibitors were most useful in atypical de- 
pressions, with tension and anxiety, but were 
ineffective in patients with inadequate person- 
alities. Kelly e£ al. (1970) found that these drugs 
relieved depressive symptoms in phobic anxiety 
states. In this paper we have attempted to re- 
examine this question in a double-blind trial 
of phenelzine and amitriptyline in depressed 
out-patients. 


PATIENTS AND METHOD 


The 62 patients taking part were out-patients 
at two general hospitals. Some had recently 
been discharged from medical wards after treat- 
ment for overdoses. All were defined as 're- 
quiring drug treatment for depression’, and 
those needing ECT were excluded, as were 
patients with schizophrenic or organic syn- 
dromes. Most of the patients could be regarded 
as suffering from neurotic or reactive types of 
.füepression, but the differential diagnosis did 
not have to be made for the trial. On the other 
hand the presence or absence of 50 clinical 
features were recorded by the patient's hospital 
doctor, whé was provided with a proforma 
which, gave the operational definitions of each 


feature. The features selected were based on 
those used in previous investigations into 
depressive illness in this department (Kiloh et al., 
1962; Carney ei al, 1965). Each patient was 
allocated to one of the two drugs at random, 31 
receiving phenelzine, 31 amitriptyline, made up 
as identical tablets. Each tablet contained 7:5 
mg. of phenelzine or 25 mg. of amitriptyline, 
and the dosage varied at the discretion of the 
consultant* from 2 to 6 tablets daily. Three 
tablets was the usual starting dose. T'he trial was 
double-blind, and the key was kept by the 
hospital dispensers. Patients were assessed on 
entry and one month later by means of the 
Hamilton, Beck and Lubin rating scales for 
depressive symptoms. The EPI was also given 
(Eysenck et al., 1964). The trial continued for a 
further three months, but only the one month 
results will be reported in detail. 

There were 22 males and 40 females, with a 
mean age of 41-1 years (range 18 to 72, standard 
deviation 14:7). 


RESULTS 

Early drop-out 

Seventeen patients (27 per cent) dropped out 
early in the trial. These patients do not permit 
any conclusions to be drawn about the anti- 
depressant efficacy of the drugs, and they have 
to be omitted from the one month assessments 
described below. It was noticed, however 
(Table I), that only 4 patients on phenelzine 
were lost compared with 13 patients on amitrip- 


* The consultants who took part were Professor Sir” 
Martin Roth, Dr. (now Professor) J. L. Gibbons and 
Drs. D. W. К. Kay and S. Brandon, of the Royal Victoria 
Infirmary, Newcastle upon Tyne, and Dr. K. Davison, 
Newcastle General Hospital. - 
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tyline (13 v. 42 per cent), which is a significant 
difference, and is mainly due to a higher inci- 
dence of unwanted effects in the latter. 


ТАвгк I 
Reason for early drop out 





Phenel- 
zine 


% 


Amitrip- 
tyline 


% 


Total 
% 





Failures before one 


month 4*(12°9) 13*(41-9) 17 (27:4) 
Worse or overdose 1 5 6 
Side effects si 0 5 5 
Mania . AW i о І 
Uncertain ог 

improved xe 12 2 4 
Medical reasons... o I I 


27 (87:1) 18 (58-1) 45 (72:6) 


31(100-0) g1(100-0) 62(100-0) 


Remaining in trial .. 





Total 


* P < -05. 


Rating scales 

Table II shows the mean scores on the Hamil- 
ton, Beck and Lubin scales at the start ofthe trial 
and at one month, for those patients who com- 
pleted the first month. The three mean change 
scores for each group on each depressive scale 
are all significantly greater than zero; both 
groups, therefore, improved during treatment. 

The results of t-tests of the difference between 
the mean change scores of the two groups are also 
given in Table П. The mean Beck (P < +02) 
and Hamilton (P < -10) change scores show 
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differences in favour of amitriptyline. But as the 
mean initial scores for both these scales are 
higher in the group receiving this drug, the 
change score difference might be partly due to 
initial score differences. Analyses of covariance 
were therefore carried out to adjust for this. 
The significance level of the Hamilton adjusted 
mean change score is the same as that for the 
change scores shown in Table II (P < - 10), but 
for the Beck the significance level of the adjusted 
means falls just short of 5 per cent (F ratio — 
3°99, a ratio of 4-08 being required). However, 
since the two results are in the same direction, 
and since the Beck and Hamilton scores are not 
perfectly correlated, it may be concluded that 
amitriptyline is probably more effective than 
phenelzine for the kind of patients (i.e. depressed 
out-patients) who took part in the trial. This 
accords with the observation that during the 
next 3 months 9 of the 27 patients still taking 
phenelzine (33 per cent) but only 3 of the 18 
still taking amitriptyline (17 per cent) were 
removed from the trial owing to lack of progress 
(-10 > P > -05). 

The means of the EPI N and E scores are also 
given in Table II. The mean change in neuro- 
ticism score is significantly greater than zero in 
each drug group (in the phenelzine group P < 
*05, in amitriptyline group Р < -oor). When 
an analysis of covariance was carried out, for the 
same reasons as given above, the difference 
between the change scores was highly significant 
(Е = 8-2 for r and 39 d.£; Р < -o1). Thus it 
may be concluded that amitriptyline decreases 
the N score more than phenelzine. The changes 
in E scores are not significant. 


ТАВІЕ Н 
Mean initial and one month scores, and mean change scores, on 5 rating scales in phenelzine and amitriptyline groups 





Mean initial scores 


Mean one month scores Mean change in scores 





N 











P Am Р Am Р Am t 
Hamilton 45 39:5 417 22-2 15°4 T1753. 253. r DAT e. 
Beck 43 22:2 25:6 16:3 13:5 —5:9 —I2'I 2:43* 
* Lubin 43 16:5 15:5 12:4 І1'4 —9:8  —4'1 o: 16 
EPIN 42 15-0 17°3 13:5 12:9 —r5 —44 2797*% 
EPIE 42 IO*I 10°3 9*5 grt —0:6 —ra 0:56 
{=Р< +1 = Р < :02; ** = Р < :005; Р = Phenelzine; Am = Amitriptyline. а 
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Differential effect 

To ascertain whether the treatment effects of 
the two drugs were related to different symptom 
patterns, the symptoms and other variables that 
were significantly (Р < -05) correlated with the 
Hamilton or Beck one month scores (or both), 
in the whole sample or in either of the two drug 
groups separately, were selected for study. 
‘Subjective retardation’, which was almost 
significantly correlated with the one month 
Beck score in the phenelzine group, was in- 
cluded, as was age. 

Table ITI shows the pattern of the correlations 
of these features with the Hamilton and Beck 
one month scores, together with the multiple 
correlations for each drug group and for the 
total sample. It will be noted that the multiple 
correlation for the total sample is less than that 
for either of the two drug groups, for both 
Hamilton and Beck scores. This suggests that a 
better prediction of outcome after one month of 
treatment is obtained by weighting the features 
for each drug separately. The pattern of corre- 
lations also suggests that the two drugs act 
differentially on the variables studied. 

Analyses of variance were then carried out 
(Rao, 1952), to test whether the two drugs sets 
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of regression coefficients are significantly different. 
The F ratios obtained are both significant (F = 
2:931, d.f. = 8 and 27 for Hamilton score and 
Е = 3:17, d.f. = 11 and 19 for Beck score), and 
it may be concluded that the effect of the two 
drugs on depression is dependent upon a 
differential action on the symptoms listed in 
Table III. 
Discussion 


The results show that more patients on 
amitriptyline than on phenelzine dropped out 
during the first month, but that among those 
who continued to take the drugs there was a 
trend for depressive symptoms to improve more 
with amitriptyline. The most significant differ- 
ence in favour of amitriptyline occurred, how- 
ever, in the neuroticism (N) scores, which per- 
sisted after allowing for initial score differences. 
It has been shown previously that N scores (of 
the MPI) decrease when depression improves 
(Coppen and Metcalfe, 1965; Garside et al., 
1970) and Garside et al. (1970) also noted a 
highly significant correlation between N and 
Hamilton scores, indicating that to some 
extent the N score measures depression. If this is 
so, it suggests that there really was more clinical 
change in the amitriptyline treated group. 


Tasre III 
Significant correlations and multiple correlations with one month Hamilton and Beck scores 





Phenelzine 


Features Hamilton 


N =27 


Ideas of reference «à 4 — 

EPI E score 

Obsesive/compulsive symptoms. 

Responsive mood . x 

Worse in evening . 

Irritability : 

Depersonalization 

Blames others Я A › 

EPI N score E Si " — 

Pyknic build Я : 

Neurétic personality 

Subjective retardation 

Multiple correlations of 7 features 
-Fage with Hamilton score .. 

Multiple correlations of 11 features 
with Beck score . "A 


"78 


+ = Good outcome; — = Poor outcome. 


Beck 
N = 25 


Total 


Hamilton 
N = 45 


Amitriptyline 


Beck 
N = 18 





Hamilton 
N= 18 


Beck 
N = 43 


+ 


I+ 


4 
+ 


I++ +1 


PP bit 
| 
| 


*98 *62 x. 


'93 "79 
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When the response of individual features was 
examined, it was noted that two features, the N 
score and ideas of reference, were significantly 
associated with poor response as measured by 
both the Hamilton and the Beck scales, while a 
high E (extraversion) score was a favourable 
sign on either one or other scale in both drug 
groups. Certain differences in the pattern of 
response of individual features were, however, 
found when the drug groups were compared. 
Ideas of reference did not respond to either drug, 
but a high N score was definitely unfavourable 
only in the phenelzine treated group, which 
perhaps supports the view of Dally (1965) 
that ‘inadequate personalities’ do not respond 
to this drug. Neurotic personality, clinically 
diagnosed, also tended to be associated with a 
poor phenelzine response. Of the other features, 
pyknic build, perhaps because of its relationship 
to age, and subjective retardation, was also 
unfavourable, while blaming others was favour- 
able on phenelzine but unfavourable on ami- 
triptyline. 

Four symptoms were correlated with outcome 
in the amitriptyline group only; irritability and 
depersonalization were unfavourable, and re- 
sponsiveness of mood and evening accentuation 
favourable. It is interesting to find that these two 
symptoms, sometimes regarded as part of a 
neurotic depressive syndrome, responded to a 
tricyclic drug. As already noted, ‘neuroticism’, as 
measured by the N scale of the EPI, also 
decreased very significantly with amitriptyline. 
Kiloh et al. (1962) suggested that some of the 
clinical features associated with a poor response 
to imipramine were characteristic of neurotic 
depression (although in fact 50 per cent of their 
‘neurotic depressions’ showed a good response 
to this drug at one month). It is possible that 
amitriptyline exerts a favourable effect through 
its tranquillizing and sleep-promoting action, in 
addition to its anti-depressant property, and that 
this makes it a useful drug in a wide range of 
depressions. 'The indications for phenelzine 
remain, difficult to define. It may be that 
the'diferential pattern of symptoms noted 

-between the two drugs merely indicates the 
specific effects of amitriptyline over and 
above those due to spontaneous improve- 

. ment. 
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SUMMARY 


In a double-blind trial, 62 depressed out- 
patients were given either phenelzine or ami- 
triptyline. The groups were compared in 
respect of: (1) the drop-out rate during, one 
month; (2) the anti-depressant effect at one 
month, measured by the change in scores on the 
Hamilton, Beck and Lubin scales in patients 
remaining on the drugs; (3) the differential 
association of individual features with response 
to treatment as measured by these scales. The 
Eysenck Personality Inventory (EPI) was also 
given to measure ‘neuroticism’ and 'extraver- 
sion’ before and after treatment. £ 

The drop-out rate was significantly higher 
(P < <05) in patients receiving amitriptyline 
than in those receiving phenelzine, mainly due 
to side effects. At one month, there was a trend 
on all three scales for patients still taking 
amitriptyline to have improved more than those 
still taking phenelzine, and the difference on the 
Beck scale was significant (P < +02), though it 
ceased to be so when a difference in the initial 
scores was taken into account. The change in 
EPI N scores, however, was significautly greater 
(P < :о1) in patients receiving amitriptyline 
even after allowing for the difference in initial 
scores, suggesting that the effect of this drug, in 
depressed out-patients, is due to an improvement 
in neurotic features as well as in depressive 
symptoms. Evidence was found that, in the 
doses used, the response to the two drugs was 
related to a differential effect on individual 
features. 
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Trial of a Sustained Release Form of Amitriptyline 
(Lentizol) in the Treatment of Depressive Illness 


By G. SEDMAN 


The advantages of a new sustained release form of . RESULTS 
amitriptyline (Lentizol) which can be given in a single Forty-eight patients completed the full six weeks 
dose for the treatment of depressive illness have re- — trial period, one patient took his own discharge after 
cently been described by Sims (1972) and Haider the first three weeks, whilst in a second patient 
11972). This paper reports a similar double blind — treatment was abandoned because he developed a 
cross-over trial in the treatment of depressive illness minor cerebro-vascular accident after a few days of 
(ICD 296) of the same substance compared against treatment. (He was in fact the most elderly individual 
conventional amitriptyline at an overall higher dosage in the trial) In both instances the patients were 
level. receiving conventional amitriptyline. Two patients 

Fifty patients, all in-patients diagnosed as suffering receiving conventional amitriptyline could not 
from depressive illness and deemed suitable for anti- tolerate the full dosage and were given half dosage 
depressant therapy were randomly assigned to the for the remainder of the trial. All patients introduced 
trial. The dosage scheme decided upon meant that to the trial using Lentizol, completed the trial at full 
for one period of three weeks the patients received dosage, but one required supplementary treatment 
conventional amitriptyline 150 mg. daily (25 mg. with ECT. 
t.d.s. and 75 mg. nocte) and for the other three-week The efficacy of either forms of amitriptyline was 
period Lentizol as a single nocturnal dose of 100 mg. tested using various indices of improvement for both 

Assessments of the patients were undertaken before groups considered separately, these findings are 
commencement of treatment, at the cross-over point summarized in Table IT. 
and at the end of the trial. A wide range of clinical 'The efficacy, using the same methods of assessment 
information was recorded, supplemented by certain as above, of both forms of amitriptyline after three 
other investigations. Every patient completed two weeks and after six weeks were then compared against 
questionnaires, the Beck depression inventory (Beck each other using the Wilcoxon Matched-Pairs Signed 
et al., 1961) and the Taylor Manifest Anxiety Scale Ranks Test. No differences in the efficacy of the two 
(Taylor, 1953). Investigation of the patient's basal forms of amitriptyline were demonstrable, neither 
anxiety level was made using a psycho-galvanic were there any differences in terms of latent period 
response meter (РСК). Particular note was made prior to therapeutic effect, or sedation effects. 
of any side effects and the patients individual tolerance A wide range of basal levels of PGSR were re- 


to the drugs. corded. No discernable pattern of change was 
Patient characteristics are given in Table I. demonstrated at either three weeks or at six weeks, 
Taare I 


Patient characteristics (age and sex) 














Conventional amitriptyline Lentizol 
Group A (N = 25) Group B (N — 25) 
Data 25 : Mean Range Mean Range 
. Age.. к а 46-2 years 24-77 years 55°9 years 24-75 years 
Sex and age g males Mean age 48-0 years 6 males Mean age 48:1 years 
distribution .. 16 females Mean age 45°1 years 19 females Mean age 58:3 years 
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TABLE П 


Efficiency of treatment at 3 weeks 


Efficiency of treatment at 6 weeks 





Index of improvement Group A 





Group B 


Group A Group B 





1, Psychiatrist’s rating of 
outcome (improved, no 


change, worse) X'—11:4 р 0:001 X=9'0 р 0:01 x?=12°6 р 0-001 x*=9'0 р 0:01 
2. Lowering of depression 

rating (Beck 

Inventory) x= 6:6 p o'o xX=9'8 p oor = 63 p о-оо Not aignificant 
3. Lowering of anxiety . 

rating (MAS) Not significant Not significant Not significant Not significant 








(In all cases the McNemar test for the significance of changes was used d.f. = 1) 


nor was this correlated with other observed changes or 
scores in standardized tests. This may, however, only 
reflect the fact that a method of using individual 
isolated readings of the galvanometer is not satis- 
factory and subject to other variables which had not 
been controlled. 

Side effects were reported by eleven subjects when 
taking conventional amitriptyline and nine subjects 
when taking Lentizol. They were in most instances 
quite minor and included the following (in order of 
frequency) ; dry mouth, somnolence, blurred vision, 
ataxia, constipation, tremor, dysuria, tinnitus, nausea, 
depersonalization. 

There was one serious complication which could be 
directly attributed to the medication (conventional 
amitriptyline), that is a case of urinary retention, 
though this individual eventually made a full recovery 
at half dosage, following cessation of medication for 
three days. 

Two of the ‘target’? symptoms of depressive illness 
were singled out for special consideration, namely 
weight change and sleep disturbance. Table III 
summarizes the findings. 











ТАВІЕ III 
Weight change 
Group A Group B 
20 subjects gained weight 15 subjects gained weight 
2 lost weight 6 lost weight 
1 no change 4 no change 


Mean gain 3°6 Ib. Mean gain 4:2 lb. 





Sleep pattern 








SFubjects extended 


length of sleep 
Mean gain 2-9 hours 


8 subjects extended 


length of sleep 
Mean gain 1:7 hours 


Discussion 


In clinical practice, failure of patients with de- 
pressive illness to respond to therapy with tricyclic 
antidepressants may often depend on factors which 
are not directly related to the pharmacological action 
of the drug. Perhaps most commonly, patients fail 
to take the drugs prescribed (Wilcox et al, 1965) 
either at all, or for sufficient length of time and at 
sufficient dosage for the drug to become effective. It 
is important for the patient to be made aware that 
there is always a latent period before therapeutic 
response. It seems likely that one common reason for 
failure to take the prescribed dosage is that side 
effects, particularly somnolence, are prominent. 
'The new sustained release form of amitriptyline 
known as Lentizol is therefore of considerable 
interest to the psychiatrist in that it offers the 
advantage of a single daily dose conveniently given at 
night. The present trial demonstrates that a 100 mg. 
dosage of Lentizol is equivalent in efficacy to 150 mg. 
per day of conventional amitriptyline. Indices of 
efficacy included psychiatrist’s rating, lowering of 
depression, score on the Beck depression inventory, 
weight gain and improvement in sleep. Although 
both these forms of amitriptyline have a sedative 
effect, this was not of great therapeutic significance 
in this trial as judged by findings on the MAS 
inventory and the PGSR readings. 

Although side effects are common with both forms 
of amitriptyline, in the main these are of no serious 
consequence, and the patients rapidly develop 
tolerance to them. There were no serious side effects 
in any subject during the period of taking Lentizol 
even at this high level of dosage. An equivalent - 
dosage of conventional amitriptyline did however 
lead to one case of urinary retention. 

This study, therefore, confirms early studies of Sims 
(1972) and Haider (1972) of the value of*a sustained 
release form of amitriptyline (Lentizol) in, the 
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treatment of depressive illness; and illustrates that 
a higher dosage level is both effective and well 
tolerated. 
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Unilateral Versus Bilateral ECT in Schizophrenia 


By D. К. DOONGAJI, D. V.-JESTE, N. J. ЅАОЈІ, P. V. KANE and S. RAVINDRANATH 


Electroconvulsive therapy with unilateral 
electrode placement has been tried most often 
in depressive disorders (Abrams and de Vito, 
1969; Cannicott, 1962; Cannicott and Wag- 
goner, 1967; Costello et al., 1970; d'Elia, 1970; 
-Fleminger et al., 1970; Levy, 1968; Martin et al., 
1965; Strain et al., 1968; Valentine et al., 1968; 
Zinkin and Birtchnell, 1968; Lancaster et al., 
1958), although Lancaster (op. cit.) noted that 
it was as effective as bilateral ЕСТ in relieving 
certain other psychotic symptoms, such as 
catatonia, stupor and hallucinations. This paper 
reports the comparative results in schizophrenia 
of bilaterally administered ECT and of ECT 
administered unilaterally to either the dominant 
or the non-dominant hemisphere. 


SuBJEOTS 

The sample consisted of 86 patients who 
attended the out-patient services of the King 
Edward VII Memorial Hospital, Bombay. 
Patients of both sexes between 15 and 45 years 
of age were included. Before admission to trial 
two clinicians independently diagnosed them as 
schizophrenics on separate occasions. None of 
the patients had received any form of pharma- 
cological, physical or psychotherapeutic treat- 
ment for a minimum period of three months 
prior to the study. Patients who had shown 
symptoms and signs of the disease for less than 
one month or more than two years were not 
selected, neither were those who had physical 
abnormalities liable to influence the outcome 
of the trial. 


. PROCEDURE 
Patients on trial were assessed for cerebral 
dominance using the laterality tests described 
by Zamora and Kaelbing (1965). Only right- 
handed patients were chosen for treatment. 
The initial pathology in each case was recorded 
using the Brief Psychiatric Rating Scale (BPRS) 
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(Overall and Gorham, 1962). Subjects were 
grouped according to age range (15 to 30 years/ 
31 to 45 years) and duration of illness (1 month 
to 1 year/13 months to 2 years) and allotted to 
one of the three treatment modalities, viz. 
unilateral dominant (UD), unilateral non- 
dominant (UND) or Bilateral (BIL) ECT using 
randomization. 

The three forms of ECT were administered 
under identical conditions using a fixed voltage 
setting of 120 volts and standard electrode 
placements. For the unilateral treatment, a pair 
of separate hand-held electrodes was devised 
instead of the usual forceps type electrodes. 
The electrodes were 2:5 cm. in diameter and 
were placed 8:5 cm. apart; the lower one 4 cm. 
above the line joining the lateral orbital angle 
and the external auditory meatus, the upper one 
8 cm. distant at an angle of 70 degress. No 
anaesthesia or preanaesthetic medication was 
used. 

Treatments were given thrice weekly for the 
first two weeks and twice weekly for the next 
two weeks. A minimum of six treatments were 
administered. Treatments were discontinued 
when it was felt that maximum therapeutic 
benefit had been achieved. Patients reporting 
progressive but partial improvement were 
continued beyond ten electroconvulsive treat- 
ments. The total number of treatments and their 
frequency were decided by the evaluating 
physician. 

The severity of symptoms was on each occa- 
sion evaluated by a global clinical impression 
and by the BPRS scores. Simultaneously, a 
clinical assessment of memory impairment and 
confusion was made. This was done initially 
after six treatments (Period I), and after the 
last treatment (Period IT). The initial evaluation 
was done 24 hours before ECT, while the 
subsequent evaluations at Periods I and II were 
done 24 hours after ECT. On discontinuing 
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treatment, patients were followed up every two 
weeks for a period of three months and their 
progress was recorded. 

The treating physician was ‘blind’ to the 
progress of each patient, while the evaluating 
physician was ‘blind’ to the type of treatment 
administered. 

No concurrent medication was permitted 
throughout the trial pericd, except for chloral 
hydrate доо mg. t.d.s. 


RESULTS 

The results are reported for 54 out of 86 
patients initially included in the trial. The 
remaining 32 patients were not included in the 
analysis, as they failed to receive a minimum of 
six treatments. 

Generalized grand mal convulsions were 
elicited on all treatment occasions in all 
instances. Table I shows the descriptive charac- 
teristics of the sample population. 





Tase I 
Descriptive characteristics of sample population 
UND UD BIL 
Number of patients .. 17 18 19 
Males м TEE D: 6 8 
Females - : 6 12 It 
Mean age (years) 9025 25'9 28:2 
Mean duration (months) 5175 4°75 8 
Analysis of total BPRS scores 


All results are reported at the 5 per cent level 
of significance throughout this study. The “Р 
statistic calculated to find differences between 
the three treatment conditions was not signi- 
ficant in any case, the improvement being 
equally significant in all the three treatment 
modalities. 

The higher standard deviation in the UD 
group compared to the others for the second 
(Period I) and the third scores (Period II) 
shows the inconsistency of the improvement 
rate within this group. The other two groups 
have almost the same pattern of improvement 
(Table П). 

The data were analysed taking the differences 
between the initial scores and between the 
second and third scores separately. Analysis of 
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Tase П 
Analysis of total BPRS scores 
UND UD BIL 
Number of patients .. 17 18 19, 
Mean number of ECTs 8 8 9:4 
Mean initial BPRS score 38:6 40°3 38:7 
SD... . +65 +t 74 + 6:8 
Mean second BPRS score 
ee I)... e 2409 28-9 25°9 
S.D . d TS 1852 +44 
Mean final BPRS score 
"e dus: 10 - . 25:6 30.7 26:1 
i .. #106 +139°6 + 755 








variance carried out with one way classification 
did not give a significant ‘F’ value to reject the 
hypothesis of equality between the treatment 
effects. 

The population was dichotomized into two 
groups; a reduction of 50 per cent or more in 
the initial scores was the basis for this division. 
Tables ПІ and IV show this distribution for the 
three different treatment conditions. 

The Chi square test did not suggest any 
significant difference between the three treat- 
ment conditions. 























TaBe ПІ 
Improvement 
(50 per cent reduction wn score at Period I) 
UND UD BIL Total 
Improved 13 12 13 38 
Not improved 4 6 6 16 
17 18 19 54 
Taste IV 
Improvement 
(50 per cent reduction in score at Period II) 
UND UD BIL Тоа! 
Improved .. 14 10 12 36 
Not improved 3 8 7 e 18 
17 18 19 54 





Analysis of scores of individual variables of BPRS 
The individual scores of the 18 vatiables of 
the BPRS were analysed for within graup 
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differences after 6 ECTs (Period Т) and after the 
last ECT (Period II) using Wilcoxon’s matched- 
pairs signed-ranks test (Siegel, 1956). 

For 12 out of the 18 BPRS variables, where 
significant reduction in scores was demonstrated 
by Wilcoxon’s test at either or both periods for 
more than one treatment condition, the change 
scores were analysed for between-treatment 
preferences by the Mann-Whitney U test 
(Siegel, 1956). 

The results of both these analyses are shown 
in Table V. 

The variables ‘guilt feelings’, ‘tension’ and 

“grandiosity? did not enter into the analysis 
because the initial scores were normal and they 
continued to remain so during the course of 
treatment. а 

The Wilcoxon’s test showed that the reduction 
in scores was not significant at either period for 
any of the three types of ECT for ‘somatic 
concern’ and ‘disorientation’. BIL ECT alone 
was significantly effective for ‘blunted affect’ at 
Period I, but not at Period II. 

All three treatment conditions showed signi- 
ficant reduction in scores at both periods, for 
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‘emotional withdrawal’, ‘suspiciousness’, hallu- 
cinatory behaviour’, ‘uncooperativeness’ and 
‘excitement’. All three treatment conditions also 
significantly reduced the scores for ‘conceptual 
disorganization’ at Period I. However, this 
effect did not persist at Period II when none 
of the three treatments showed significant 
effectiveness. All three treatments were effective 
at both periods for ‘unusual thought content’ 
except in the case of UND ECT, where it failed 
to reach significance at Period I. 

BIL ECT and UD ECT gave significant 

results at both periods for ‘mannerisms and 
posturing’. 
Both UND ECT and BIL ECT gave signi- 
ficant results at both periods for ‘hostility’ and 
‘motor retardation’. For the variable ‘anxiety’, 
UND ECT was significantly effective at both 
periods while BIL ECT was significantly 
effective only at Period II. For the variable 
‘depressed mood’, BIL ECT was significantly 
effective at both periods, while UND ECT was 
significantly effective only at Period I. 

The ‘U’ test showed that for the variable 
*conceptual disorganization UND ECT and 


TABLE V 
Analysis of scores of individual variables of BPRS 


UND 
BPRS variables 
Period I 
Somatic concern .. fe T ns 
Emotional withdrawal .. m s 
Conceptual E eee $e s* 
Guilt feelings ss . * 
Tension .. - * 
Mannerisms and posturing 00 R$ 
Grandiosity А s * 
Depressed mood .. i S s 
Hostility В 2 vs st 
Suspiciousness .. : s* 
Hallucinatory behaviour i s* 
Motor retardation s s% 8 
Uncooperativeness - з 
Unusual thought content - n.s. 
Blunted affect m eng 
Excitement "e Ка А 5 
Disorientation n.s. 


s == Significant at P < 0-05 (Wilcoxon's test). 


n.s. = Not significant (Wilcoxon’s test). 


UD BIL 


Period ЇЇ Period I Period П Period I Period II 


n.8 n.8. n.8. n.3. n.3. 
s n.s. n.s. n.s. s 
5 8 5 3 3 
n.s. 8 n.s. s* n.s. 
* * ж ж * 
* * * ж * 
0.8. s s s s* 
* * x * * 
n.s n.8. n.s. Н 8 
s n.s. n.s. 8 S 
s* s s s s 
з 8 s 8 8 
5 n.s. n.s S 8 
s 5 s s 8 
8 s s 3* 8 
пз. n.s n.s s n.s. 
s 8 8 s .5 
0.3. n.s. n.s 0.8. n.s. 


* = Net computed as scores showed no pathology initially or at periods I and 11. 


os* 


== Preferred treatment at P < 0:05 (Mann-Whitney U-test). 
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BIL ECT were preferred to UD ECT at Period 
I. Preference in favour of UND ECT was also 
demonstrated at Period I for the variables 
‘hostility’, ‘suspiciousness’ and ‘hallucinatory 
behaviour’, while BIL ECT was preferred for 
the variable ‘unusual thought content’ at this 
period. At Period II, UND ECT was still the 
preferred treatment for ‘suspiciousness’, while 
BIL ECT was preferred for ‘mannerisms and 
posturing’. At no time were significant pre- 
ferences demonstrated in favour of UD ECT. 


Memory-impairment and confusion 

Before the code was broken, the evaluating 
physician, who was ‘blind’ to the type of treat- 
ment, tried to guess the type of ECT on the 
basis of memory involvement and confusion. 
These guesses were based on Halliday’s observa- 
tions about the effects of ECT on verbal memory, 
that UD ECT was associated with the most side 
effects, while UND ECT was associated with the 
least amount of side effects, BIL ECT occupying 
an intermediate position (Halliday et al., 1968). 

On this basis, when the side effects were 
judged to be ‘marked or definite’ the guess was 
for unilateral dominant ECT; when they were 
‘moderate’, for bilateral ECT; while unilateral 
non-dominant ECT was the guess in cases where 
the side effects were ‘mild or negligible’. 

Table VI shows that 30 guesses were correct. 
Out of a total of 54 patients, with three alter- 
native possibilities per patient, the probability 
of go being correct by random assignment is 
0:0004. The likelihood that this could have 
occurred by chance is quite remote. 


Follow-up 

Follow-up data at the end of three months 
were available in 46 out of the 54 cases on trial 
(85 per cent). | 

Table УП shows the state of the patients at 
the time of follow-up. 

The Chi square test showed no significant 
differences between the three teatment condi- 
tions at the time of follow-up. 


n Discussion 

More than twenty papers have been published 
on unilateral electroconvulsive therapy during 
the last fifteen years. The majority of these 


Taste VI 
Double-blind guesses of type of ECT administered 


Number of Number of 




















Number of correct incorrect 
patients guesses guesses, 
UND .. 17 10 7 
UD a 18 8 10 
BIL vu 19 19 7 
54 30 24° 
P = 0'0004 
Taste VII 
Results at time of follow-up (end of three months) 
Total 
Total Follow-up Total number 
number of data number not 
patients available improved improved 
UND 17 16 9 7 
UD 18 15 8 7 
BIL 19 15 4 II 
54 46 21 25 


reports are either on patients diagnosed as 
depressive states or on diagnostically hetero- 
genous populations (Abrams, 1967; Bilkiewicz 
and Kryzowski, 1964; Impastato and Karliner, 
1966; Sutherland st al., 1969). This hospital’s 
medical records show that about 25 per cent of 
the total psychiatric attendance consists of 
schizophrenics (Table VIII). For the sake of 
economy of time, finance and staff, schizo- 
phrenia is routinely treated in this department 
with tranquilizers and ECTs rather than by 
supportive psychotherapy. Approximately 
10,000 ЕСТЗз are administered every year, the 





Taste VIII 
Altendance during the last five years at 
Department of Psychiatry 
Number of Schizo- De- Nymber of 

Year patients phrenia pression CI's 
1966 5,387 1,189 559 7,780 
196 5,334 1,183 549 9,150 
1968 5,885 1,240 640 11,180 
1969 5,562 1,191 598 . , 11,120 
1979 5877 1,204 633 » 11,190 
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majority for schizophrenia; hence the import- 
ance of conducting this study. 

As seen in Tables I and 11, the treated popula- 
tion seemed evenly matched for age, duration 
of disease and initial pathology. Patients were 
nof matched for sex, as except for May's obser- 
vation (May 1968), there is no other 
evidence that male schizophrenics respond 
differently to ECT compared to females, or that 
sex is an important prognostic factor influencing 
the disease process (Astrup et al., 1962; Lang- 
feldt, 1956). 

A three-month period of absence of treatment 
of any kind, was thought to be sufficient to 
ensure that the effects of prior treatment did 
not materially influence the results in this 
series. In order to simplify electrode placement 
on the correct side of the head at the time of 
treatment, only right-handed patients were 
selected for this study. 

The trial was conducted on an out-patient 
basis rather than on admitted patients, as the 
awareness of memory disturbance may depend 
on the patients' circumstances and environment. 
Out-patients would be more likely to complain 
of disturbance in memory rather than hospita- 
lized patients because more demands would be 
made on their retaining powers outside the 
hospital (Zinkin and Birtchnell, 1968). With 
lesser voltage, generalized bilateral convulsions 
were not induced in all instances; treatments 
were therefore carried out at a uniform voltage 
of 120. 

Two independent BPRS ratings for each 
patient would have increased the reliability of 
the scores. It is probable, however, that in this 
study the reliability of the scales was not lower 
than the reported values, where paired inde- 
pendent ratings yielded correlations from 0:56 
to 0:87 (Lyerly et al., 1950-1964). Moreover, 
the physician who treated each patient remained 
the same throughout, and the physician who 
evaluated the patients also remained the same 
throughout except that he had no knowledge 
of the treatment modality. 

Many studies reporting memory involvement 
and disorientation with unilateral ECT have 
been done on depressed patients using the 
Wechsler Memory Scale (Abrams, 1967; Levy, 
1968; Martin et al., 1965; Sutherland et al., 


1969; Zamora and Kaelbing, 1965). This scale 
was not found to be particularly useful in this 
series, as testing the memory in a scattered 
schizophrenic raises more problems than 
memory testing in a depressed patient. Most of 
the patients were illiterate or semi-literate, and 
certain items on the scale like ‘North’, ‘South’, 
etc. and items for assessing general knowledge 
were not very meaningful or applicable 
(Wechsler, 1945). d'Elia (1970) states further 
that this scale mainly gives an estimate of 
learning. For these reasons, the simple method 
that was adopted seemed more practical. 

Analysis of the results at the time of termina- 
tion of the treatment showed that there were 
no differences among the three different treat- 
ment conditions in the number of ECTs 
required. (As a matter of fact BIL ECT re- 
quired a larger mean number of ECTs than 
the other two, although the difference was not 
significant.) The same findings have been 
reported by various authors (Costello et al, 
1970; Fleminger et al, 1970; Halliday et al., 
1968; Martin et al., 1965; McAndrew et al., 
1967; Sutherland et al., 1969; Valentine et al., 
1968; Zinkin and Birtchnell, 1968). Bidder et al. 
(1970), Cannicott (1962), d'Elia (1970) and 
Strain et al. (1968) have reported that a larger 
mean number of ECTs were required when the 
treatments were carried out under unilateral 
conditions. Except for Strain's report, this 
difference in the number of ECTs required has 
not been significant. 

It has also been mentioned that increase in 
the number of ECTs increases the amount of 
risk involved in the treatment procedure. 
Kalinowsky states that the risk for ECT is 
between 0-06 per cent and o-08 per cent 
(Kalinowsky and Hippius, 1969). He also men- 
tions that in unpremedicated ECT it is even less. 
It is therefore, debatable as to how much is the 
actual increase in the risk involved with uni- 
lateral ECT as compared to bilateral ECT, 
especially when the difference in the number of 
treatments under these two conditiops is not 
significantly large and if unpremedicated ‘treat- 
ments are administered, as is the routine in this 
hospital. 

No significant differences in the reduction in 
the total BPRS scores between the three different 
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treatments could be demonstrated at either 
period of a:sessment, except for the higher 
standard deviation in the UD group compared 
to the others, indicating the inconsistency of the 
improvement within this group. There were no 
differences between the three groups at follow-up 
which was done three months later. 

From Table V, it seems that ‘somatic concern’ 
and ‘disorientation’ are not altered by any type 
of ECT. It also seems that affectual flattening 
fails to respond except to BIL ECT during the 
early part of treatment. 

For the 12 variables, where more than one 
treatment showed a significant reduction in 
scores at either or both periods, the U-test 
revealed preference for UND ECT at both 
periods for ‘suspiciousness’, and also for ‘hostility’ 
and ‘hallucinatory behaviour’ at Period I 
(Table V). This suggests that UND ECT might 
most effectively alter paranoid symptoms of 
schizophrenia, at least during the early course 
of treatment. UD ECT was not preferred at 
either period for any of the variables, and 
therefore it probably does not have anything 
more to offer than the other two types of ECT 
as far as individual symptom-relief is concerned. 

The above findings agree with Fakhr El- 
Islam et al’s. (1970) observations that UND ECT 
was as effective as BIL ECT in relieving schizo- 
phrenic hallucinations and delusions. They do 
not lend support to the theory that the amnesic 
effects produced by ECT are essential in the 
treatment of schizophrenic and paranoid psy- 
choses (d’Elia, 1970; Ottosson, 1968). 

Since no differences were found between 
UND, UD and BIL ECT as far as overall 
therapeutic efficacy was concerned, while at the 
same time UND ECT was associated with the 
least amount of memory impairment, it is 
submitted that UND ECT is the treatment of 
choice for schizophrenia. 


SUMMARY 

Fifty-four right-handed schizophrenic patients 
were treated after initial randomization with 
electroconvulsive therapy using three forms of 
electrode placements—bilateral, unilateral 
dominant, and unilateral non-dominant. Simul- 
taneous assessments for improvement, memory 
impairment and confusion were made after 


6 ECTs and after the last ECT. Treatments and 
assessments for efficacy and side effects were 
carried out under double blind conditions. 
The overall therapeutic results at the time of 
termination of treatment and at the time of 
follow-up after three months showed that ‘all 
three treatment conditions were almost equally 
effective. Unilateral non-dominant ECT seemed 
preferable to unilateral dominant ECT and bi- 
lateral ECT during the early course of treatment 
for paranoid symptoms. 

Unilateral non-dominant ECT produced the 
least side effects. 4 
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A Family Kindred with Ill-used Children: 
The Burden on the Community 


By J. E. OLIVER and JANE COX 


A nine-month-old baby was admitted to 
hospital following attacks by his father. The 
baby had been choked, then injured by pro- 
‘longed banging against furniture; finally, he 
had been picked up by one leg and thrown 
across the room. The child had also been 
attacked previously. 

Although the father was the obvious aggressor, 
subtle disturbances in the personality and be- 
haviour of the child’s mother had also con- 
tributed to the tension in this family. 

Subsequent investigations revealed other rela- 
tives who had been neglected or damaged as 
children. It was also demonstrated that social 
support and medical treatment for other 
members of the family had been given by large 
numbers of professional people. Many past 
files had been destroyed, but available current 
files on close relatives and direct antecedents of 
this battered baby were estimated to weigh at 
least 1 cwt. The baby is subject IV No. 6 on Fig. 
1 and Table І. 


1. THe ЁАМПУ 

1(a) Ill-used children in the family (see Fig. 1) 

Individuals Nos. 3-13 in Generation II were 
each admitted as children to Poor Law or other 
Institutions on one or more occasions. Chaotic 
disorganization in the home led to chronic 
neglect of these children, who also suffered 
intermittent violence from their parents. Sub- 
jects 6-13 in the same generation were also 
used by*their mother to obtain a variety of social 
and financial supports for herself. Despite these 
manoeuvres, she and her husband totally rejec- 
ted, or ejected from the home, five of their 
children at different times. 

Incest Wag practised between Generations I 
and П; between individuals in Generation П; 
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and between II No. ro and his children, and 
between III No. то and his sister(s). 

Subject III No. 1 was the victim of refined 
mental cruelty, being told repeatedly by his 
father (II No. 1) that his sick mother (II No. 2) 
hated him. He was made to feel worthless and 
punished with physical brutality. The half- 
brothers and half-sisters of III Nos. 1—9 (not 
included on Fig. 1) were mostly in care, as their 
mother was gaoled for running a brothel. 
ПІ No. 3 was permanently ejected from the 
home at an early age. III No. 2 was ejected 
during adolescence on account of his fetishism, 
but his father later accepted him back. 

Subjects 10-20 in Generation ПІ were the 
victims of chaotic neglect, their parents being so 
immature and incapable that the children were 
permanently at risk throughout their childhood. 

III No. 11 died of pneumonia at home. 
III No. то suffered brain damage and mental 
retardation as a result of marasmus, in turn 
attributable to malnutrition and dehydration. 
The father of III Nos. 10-14 (II No. 10) was 
gaoled a number of times; some of his convic- 
tions were for vidlence to his wife and children, 
and for sexual assaults on his children. 

III Nos. 15-18 were grossly neglected as 
babies. Their father was gaoled for cruelty 
towards them. A report gave an account of 
III No. 16, herself aged 6 years, asking her 
father not to tie and thrash her younger brother 
(aged 2 years 2 months) for wetting himself. 
This tying and thrashing had been a regular 
occurrence since before the boy had reached his 
second birthday. 

IV No. 4, a baby, is illegitimate, his birth 
forcing the eventual marriage of III No. 12 to 
a youth from another prominent local problem 
family with ill-treated children. 

IV No. 6 is a one-year-old baby who had been 
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Social and psychiatric support known to have been given to each family member. Columns 3 and 4 include re-admissions. 
Columns 5—8 give the numbers of different people involved, sometimes in several counties. For further details, see text 
and Tables П and Ш. Under column 1 cohabitees are not included, although many would themselves also have been 
the recipients of much help under columns 9-9, and may have ‘fathered occasional children in generations ПШ and IV. 

Illegitimate children of spouses and cohabitees of individuals shown on Fig. 1 not included 


The asterisks (*) indicate spouses from other socially chaotic kindreds where mental and/or 
personality disorders are prevalent 


I 


Individual 
(see Fig. 1) 
I(1) 
See also 
‘able I(2) 
IIT) 
Second - 


husband  I(2)* 
of 


II(1) 


First 
wife of — II(1)* 
(д) 
П(3) 
Wife of  II(3) 
4) 
Wife of П(4) 
(5) 
з (б) 


x 


2 3 4 
Hospital 
Diagnostic admis- Institu- 
formulation sions tions 
rsonality and (psychi- (social 
background atric or penal 
(see also text) or social саге) 
reasons) 


Dull intellect, brain da- 
maged (war injuries). 
Also neurasthenia and 


alcoholism .. 3 4 
Psychopathy 

Unreliable behaviour, 

Debts, dishonesty etc. 4 5 
Chronic mental and 


physical disablement. 
Unemployed. C Criminal 
record . ? ? 


Harsh, inflexible persona- 
nality. Disowned 4 of 
his 8 children .. m о о 


Became a vagrant after 
imprisonment for run- 
ning a brothel à 2 5 
Died from tuberculosis 
when her eldest child 


was only 8 years old . о o 
Normal apart from ‘ner- 

vous asthma’ Я о І 
Normal citizen .. o o 
Transvestitism and hypo- 

chondriasis .. 3 I 
Mild neurotic depressions ` 

and hypochondriasis . . I о 
A divorcee with unsettled 

addresses. Involved 


with social services in 

other areas, but infor- 

mation inadequate (de- 

struction of records) .. — — 
Deprived and designated 

subnormal child. Schi- 

zophrenia as an adult. . 5 
Deprived and designated 

subnormal as a child. 

Neurotic disturbances 

as an adult .. "E о 7 


ю 


5 6 7 8 9 
Doctors Other 
Social (psychi- profes Organi- 
workers Volun- atric sional zations 
(see tary orsocial workers (see 
text) helpers involve- (вее text) 
ment) text) 
19 10 8 4 16 
29 19 16 12 27 
4 3 3 3 2 
22 3 15 10 12 
26 14 8 19 ІІ 
25 2 II 8 5 
I о о o I 
о о о о о 
о о 1I о I 
о о 9 о о 
27 14 26 8 14 
12 2 2 о 8 
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Taare I—continued 
I 2 3. 4 5 6 7 8 9 
| Hospital 
Diagnostic admis- Institu- Doctors Other 
formulation sions tions Social (psychi- profes- Organi- 
Е personality and (psychi- (social workers Volun- atric sional zations 
Individual background atric ог penal (see tary orsocial workers (see 
(see Fig. 1) (see also text) or social care) text) helpers involve- (вее text) 
reasons) ment) text) 
II(8) Normal citizen .. M о I I o o o о 
Wife of II(8) Normal citizen .. о о о о о о о, 


П(9) Designated subnormal as 
a child. Gross perso- 


nality and neurotic dis- 

turbances as an adult . . 6 13 48 13 I I 
Husband + : ; 
of II(g)* Designated subnormal as 

a child. Vagrancy and 

criminal behaviour as 

an adult M 26 4 2 23 3 15 8 
Sec also d 


Table II) П(10) Designated subnormal as 
a child. Psychopathy 
and шш behaviour 

аз ап adult .. : 17 17 6 I 

Wife of II(10)* Mixed depressive illnesses i: г $ Б j 
with episodes of self 

starvation... 6 ° 22 II 16 7 8 
YI(11) Designated subnormal as 
a child. Psychopathy 


and incest as an adult. . o 4 47 II IO 31 19 
Husband 
of II(11)* Criminal behaviour ante- 

dating chronic schizo- 

phrenia 5 8 41 7 7 18 18 


YI(12) Designated subnormal as 
' a child. Anorexia (ner- 
vosa) and Sgorephaue 
asanadult .. о 7 20 7 10 5 8 
II(13) Designated subnormal as 
a child. Neurasthenia 
and sexual offences as 
an adult oe 5 4 5 о 3 3 4 
Wife of  II(19)* Designated subnormal as 
a child. Repeated petty 
larcenies and frauds as 
an adult b Ja 9 8 33 8 18 13 12 
IH(1) Hysterical conversion 
symptoms as a child. 


Psychopathy as an adult 8 12 46 2 2I 26 20 
II (2) Designated subnormal as 

a child. Fetishism and . 

sexualtheftsasan adult 4 5 24 3 17 15 14 


. ПІ(3) Severe mental retardation 
(tuberculous menin- 


gitis) TIE 7 32 4 27 21 14 
III(4—-7) All посна citizens E o о о о о о о 
Wife of III(6)* As a child, school phobia, s 
enuresis and multiple . 


neurotic disorders  .. о о ? о 6 о с» 


I 2 3 4 5 6 7 8 
Hospital 
Diagnostic admis- Institu- Doctors Other 
formulation sions tions Social (psychi- profes- 
personality and (psychi- (social workers Volun- atric sional 
Individual background atric ог репа] (see tary orsocial workers 
(see Fig. 1) (see also text) or social саге) text) helpers involve- (see 
reasons) ment) text) 
Hugbands 
of III Normal citizens .. 0 o о o o o 
(4, 5; 7) К 
III(8, 9) Both normal citizens — . о о о о о о 
ITI(10) 1. Brain damage (due to 
starvation) whilst 
baby. 
2. Other "personality dis- . 
orders 2 4 23 6 15 8 
IIl(1:) Died of pneumonia as a 
baby .. — — — — == — 
ITI(12) Deprived, and designated 
subnormal as a child. 
Subsequently gross per- 
sonality disorder o I 23 7 14 10 
Husband 
of III(12) * Deprived, and designated 
subnormal as a child. 
Neurotic and behaviour 
disorders 2 o 2 22 II 16 7 
Chila —III(i:9) Normal child under super- 
vision of Dept. of Social 
Services о І 10 5 6 3 
Child — IH(14) Normal child under super- 
vision of Dept. of Social 
Services o o 10 5 4 3 
iIi(r5) Deprived and designated 
subnormal as a child. 
Severe personality dis- 
orders .. o II 50 18 19 26 
П1(16) ‘Borderline E.S.N as a 
child. Emotionally im- 
mature. Squint. Asthma о 2 19 18 7 II 
ІП(17) Fostered for most of his 
childhood. Now a nor- 
mal citizen . о 3 18 10 7 12 
Child iie A ‘borderline E.S.N.’ child o o 14 2 3 3 
Child (тд) Neglected as a baby. Now 
an asthmatic child of 
dull intelligence А о о I o 1 I 
Child Пого) Neglected as a baby. А 
child with heart defects o о 2 о I I 
Children IV(1-3) No abnormal features .. o o o o o o 
Baby IV(4) Newborn baby .. . o o I о о о 
Child IV(5) Normal toddler. Care 
: supervised by the Dept. 
of Social Services o 9 6 I І I 
Baby ТУ(6) Battered baby, now in 
* foster care AA 2 o 7 3 3 3 
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TABLE [—continued 


Organi- 
zations 
(see 
text) 


11 


16 
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taken into care on account of the risk of further 
violence to him. His father (ПІ No. 1) said, ‘I 
just hate him. He is like I was. I was bad too’. 


1(b) Mental and personality disorders in family 
members (see Table I and Fig. 1) 

Following the maternal line back from the 
battered baby (ТУ No. 6), serious psycho- 
pathology appeared in Generation II. Seven 
out of the eleven brothers and sisters (II Nos. 
3-13) who survived until adult life had been as 
children designated mentally deficient, feeble- 
minded, or of subnormal or severely subnormal 
intelligence. None are now considered to suffer 
from mental subnormality, although three fall 
near the borderline mental retardation’ range 
(approximate I.Q. 85). The apparent mental 
retardation for each of these people was the 
result of psychosocial deprivation in childhood. 

Aberrant sexual behaviour has been a pro- 
minent feature of the lives of at least seven out 
of the same group of eleven individuals (3-13 in 
Generation II). Deviations included incest, 
incestuous sodomy, indecent exposure, trans- 
vestitism, and paedophilia. Most of these 
subjects also suffered neurotic disturbances of 
varying severity. 

On the paternal side, II Nos. 1 and 2 both 
suffered from severe pulmonary tuberculosis 
which caused the early death of II No. 2, and 
which reduced her husband to chronic in- 
capacity. This couple also had severe marital 
difficulties even before the illness took a hold, 
and II No. 1 had profound personality devia- 
tions which were unrelated to his tuberculosis. 
III Nos. 1 and 2 were considered to be mentally 
retarded as children and adolescents, but have 
both been since diagnosed as psychopaths. 
Their designation ‘subnormal’ was the result of 
stress and psychosocial deprivation in child- 
hood, as they are not now mentally retarded. 
III No. 3 is severely mentally retarded as a 
result of tuberculous meningitis. 


Many of the young people in Generation III 
have shown characteristic and severe childhood 
emotional and conduct disturbances, which 
were predominantly attributable to the adverse 
family setting. As in Generation II, some were 
designated mentally subnormal as children, but 
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were subsequently found to be of average 
intelligence. In Generation III, Nos. 1, 2, 10, 
12 and 15 in particular were conspicuously 
destructive, uncontrollable, antisocial and un- 
happy, from adolescence until their twenties— 
the present situation. j 

When disturbed members of the family 
married, they married disturbed partners. 
Many of these partners also had suffered pseudo- 
mental deficiency largely attributable to psycho- 
social deprivation. They also suffered chronic 
personality disturbances with superimposed 
neuroses, and other mental disorders which 
could have been partly or wholly the result of « 
prolonged childhood stress. 


2. COMMUNITY SUPPORT FOR THE FAMILY 
(Tables I-III) 

2(a) The collection of data on Table I 

Table I shows the treatment and help known 
from the available files and interviews to have 
been received by each family member. Only 
data with psychiatric or social significance was 
recorded. Tables II and III give examples of 
the services. 


"TABLE II 
Examples of services, individuals, procedures and 
organizations vigorously concerned with the psychiatric 
and social care of subject II No. то, who is of above 
average intelligence 


НозртгАЈ, SERVICES 
General Hospital Almoners 
Prison Hospitals (at least 5) 
Subnormality Hospitals (2 admissions). 
Psychiatric Hospitals (numerous admissions) 
Psychiatric Day Hospitals 
H.M. Forces Hospital 


Нозтвіз, Homes AND TRAINING CENTRES 
Poor Law Institute (as a child) 
Rehabilitation Centres 
Government and Local Authority Training 

Centres 
Occupation Centres 
Agricultural Hostel 
Reception Homes 
Mental Health Hostels 
Police Hostel and ‘Ex Prisoners’ Hostels 


GENERAL AND MENTAL HEALTH SERVICES 
(тч SEVERAL AREAS OF THE COUNTRY) 
Medical Officers of Health, School Medical 
Officers, Health Visitors, and other depart- 
mental officers А 
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Medical Specialists, including Orthopaedic 
Surgeons (treatment prolonged by “Hysterical 
Overlay’ to physical conditions) 

General Practitioners (attendances for 
‘Neurasthenia’ and ‘Hypochondriasis’) 

Psychiatrists (10 or кз (заг Psychologists 

Social Workers (Department of Social Services) ; 

Medical and Psychiatric Social Workers 

Mental Welfare (Health) Officers (4 or more 
Local Authorities) 

Statutory Supervision (as Mental Defective) ; 
Orders under the Mental Health Acts 

* Committees for the care of the mentally 
defective 


Benertrs AND Work SUPPORTS 
(Over Гомо PEriops) 
Unemployment Benefits 
Ministry of Labour (‘Endless failed jobs’) 
Disablement Resettlement Officers 
National Assistance Board (including free fares) ; 
Ministry of Social Security 

Ministry of Pensions and National Insurance 
Council of Social Service (Food parcels) 


PENAL, LEGAL AND PARLIAMENTARY SERVICES 
Numerous Court Appearances 
Legal Aid 
Legal and Court Officials (numerous) 
Police 
Prisons 
Approved School 
Appeal Committees 
Prison Welfare Officers 
Probation Officers 
Members of Parliament and Cabinet Minister 


CHILDREN’S Services (MAINLY SUPPORTING 
Ѕовјест II No. 14 As A PARENT) 
Children's Departments (different areas) 
Children's Department Camps 
Children's Homes 
Case and Home Sub-Committees 
National Society for the Prevention of Cruelty 
to Children 
Juvenile Courts 
Education Welfare/School Attendance Officer 


RzrLIGIOUS BODIES AND PHILANTHROPISTS 
Church of England Clergy, who individually 
clothed, housed and fed II No. 14 many times 
Church Hostels and Houses; Church Summer 
Camps 
Diocesan Associations; and local religious groups 
Church Army, and Church Army ‘Prisoner’s 
families’ Association 
‘Salvation Army 
The Samaritans 
Funds from Rotary Clubs and Round Tables 


Leagues df Friends 





Taare III 
Examples of services, individuals, procedures and 
organizations vigorously concerned with the financial, 
psychiatric, and social care and control of subject I No. 2 
(mother of subject П No. то) 





INSTITUTIONS AND EMERGENCY ACCOMMODATIONS 
(Various AREAS) 

Poor Law Institutions 

Salvation Army Homes 

Red. Cross Homes 

Emergency Huts (Post-War) 

Local Authority Emergency Chalets 

GENERAL AND MENTAL HEALTH SERVICES (IN 
Various AREAS, OFTEN SUPPORTING I No 2 as 
A PARENT) 

Medical Officers of Health, Health Visitors, and 
other departmental officers 

General Practitioners (attendances for Psychiatric 
and social reasons) 

General Hospital Almoners 

Mental Health Services; County Statutory 
Committees; Mental Deficiency Acts 
Committees; Committees for the care of the 
Mentally Defective; Guardians Committees; 
Orders under the Mental Deficiency Act; 
Statutory and Friendly Supervision at home 
and in residential situations on license 

Mental Welfare (Health) Officers; Supervising 
Officers; Relieving Officers and other Social 
Workers 

Society for the Welfare of the Mentally Afflicted 

Poor Law Guardians 


BENEFITS 
Poor Law Relief and Public Assistance 
Red Cross 
Diocesan Charities (Church of England) 
British Legion and other Individual Charities 


PENAL, LEGAL AND PARLIAMENTARY SERVICES 
Place of Safety Orders 
Probation Committees and Probation Officers 
Police 
Members of Parliament 
Justices of the Peace 


Reiicious BODES AND 
PHILANTHROPIC ORGANIZATIONS 

Church of England 
Local Diocesan Associations 
The Diocesan Association for Moral Welfare 
Widows and Orphan’s Fund 
‘Shelter’; ‘Refuge’; ‘Rescue’ 

(Local Bodies 
‘The Sisters’ (Nuns) 
Salvation Army 
British Legion 
Red Cross 
Local ‘Unions’ 
Great Western Railway Fund 





^ 
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Column 3 (in Table I) refers to psychiatric 
hospital admissions, or admissions to general 
hospitals for self-poisoning, self-injuries, self- 
neglect, or abuse of drugs. Admissions as 
battered babies, starved or neglected children 
are also included. Repeated investigations for 
‘functional? (e.g. psychogenic) disorders might 
be recorded under columns 3 or 7. 

Column 4 includes penal institutions, and any 
refuge (other than hospital) supported by 
official or voluntary agencies. 

The heading in column 5 (Table I) refers to 
the numbers of different individual official or 
semi-official social workers. These workers also 
include the old mental welfare (or health) 
officers, children's officers, almoners, N.S.P.C.C. 
workers and others. People in other services 
(e.g. probation officers) are included under 
column 5 if they had a conspicuous role in 
social work. Voluntary helpers in column 6 
include clergy, nuns, and individual philan- 
thropists. 

Other professional workers (column 8, Table I) 
include health visitors, nurses, lawyers, Members 
of Parliament, and any professional person who 
made exceptional efforts on behalf of a member 
of this family which would not be a routine 
commitment to other members of society. This 
same principle applies to those organizations 
listed in the last column of Table I. Thus, the 
Salvation Army, National Assistance Board or 
the Great Western Railway Benevolent Fund 
might have regular commitments and duties, 
but if they provided sustained financial, social 
and emotional support to any family member 
the organization is recorded on the figures. 
Other organizations such as the Probation or 
Prison After-Care service, or the local Council 
for rehousing evicted families are by their very 
nature predominantly concerned with especially 
dependant or disturbed people. 

The heading ‘Doctors’ refers to psychiatrists, 
and those general practitioners, medical officers 
of health, paediatricians and other specialists 
who treated (or expended exceptional efforts on 
behalf of) family members for psychiatric or 
social reasons. Physical treatment by a doctor 
is not included as an item unless the condition 
itself was attributable to psychiatric or social 
factors (e.g. certain cases of failure to thrive; 


battered babies; self-poisoning; self-mutilation; 
etc.). It is not possible to overemphasize the 
ease with which hard information (such as 
hospital admissions; convictions; involvement of 
the social services or other organizations) can 
be overlooked for any one individual. Each file 
had important omissions, some of which were 
glaring. Columns 3-9 in Table I give data 
mainly ascertained from files. We suspect that 
many of the figures in these columns are under- 
estimates. 


2(b) Principal findings (Table 1) 

Totalled numbers at the foot of Table I would 
be misleading, as some figures under columns 
5-9 represent certain professional workers and 
organizations who have been recorded under 
more than one individual shown in column 1. 

The numbers of professional workers termed 
‘Helpers’ in these figures below are the sum of 
the numbers in columns 5—8 for each individual 
family member or spouse. Similarly the numbers 
given for ‘Institutions’ represents the sum of the 
numbers in columns 3 and 4. All the adults 
below listed as ‘Socially dependent’ had, or 
have, pronounced characteristics of young 
children in their emotional development. 


Adults with under то ‘Helpers’ " 8 
Adults with 10-24 ‘Helpers’ (‘Socially 

dependent’ adults) . 3 
Adults with 25-200 ‘Helpers’ (Socially 

dependent’ adults) .. ; 17 
Adults with inadequate information. . I 
Adults with less than 5 institutions .. 15 
Adults with 5 or more institutions .. 13 
Adults with inadequate information. . I 
Total adults shown on Fig. 1 and 

Table I 24 Fe 2 us 29 
Spouses with under 10 ‘Helpers’. 7 
Spouses with 10-24 ‘Helpers’ (‘ Socially 

dependent’ spouses) I 
Spouses with 25-100 ‘Helpers’ 

(‘Socially dependent’ spouses) 6 
Spouses with less than 5 institutions . . 8 
Spouses with 5 or more institutions .. `5 
Spouses with inadequate information I 
Total spouses (Table I ud Not shown 

оп Fig. 1) .. ‚ 14 
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Children with under 10 ‘Helpers’... 7 
Children with 10-25 ‘Helpers’ vs 4 
Dead babies (excluding Generations I 

and П) x ga sk £t I 
Total children (Table I and Fig. 1).. I2 


The method of collecting data tends to un- 
cover helpers involved with both partners in 
the marriage. Allowing for this, however, no 
socially viable spouse married a ‘socially 
dependent’ family member. No ‘socially de- 
pendent’? spouse married a socially viable 
family member. Assortative mating, on the basis 


7 > of the socially and emotionally dependent young 


adult seeking support in marriage from an 
equally helpless partner, is therefore demon- 
strated. 


Discussion 


The reorganization of the Social Services in 
1970 may result in efficient treatment of sick 
and sinking families, but there are signs that 
certain members in Generation III will con- 
tinue to out-manoeuvre the social and medical 
facilities. 

Many family members showed prolonged 
dependent, antisocial and neurotic behaviour 
throughout their early adult life. Humane and 
imaginative support was given to them by the 
professional and voluntary services. They were 
not treated as parasites. However, as parents, 
these family members functioned at the emo- 
tional level of young children. Their own 
children were always in profound danger, and 
could suffer permanent physical damage (e.g. 
subjects ПІ No. то or IV No. 6), or long-term 
emotional damage. The treatment given, though 
unco-ordinated, helped such parents in time. 
Meanwhile their dependents continued to suffer. 

The mother of subjects 3-13 in Generation II 
was reproached by her eldest son for continuing 
to become pregnant when she was not looking 
after her existing children adequately. Her 
attempt$ to control her family size were sabo- 


* taged by her mother-in-law and her doctors, 


who had prejudices against birth control and 
sterilization. The Family Planning aspects have 
been considered in relation to families com- 
parable to’ this one ((Family Planning) Bill (3) 
and. Macqueen (6, 7); Oliver and Taylor (8); 
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Peberdy (9, 10); R.M.P.A. (11); Wilson (12)). 
Social and medical support for a small family 
with ill-treated children is a more practical 
undertaking than such support for the massive 
and chaotic disorganization within a corre- 
spondingly large family. Skilled family planning 
advice should therefore be an aspect of family 
treatment. 

Recent articles and books (Court (1); 
Department of Health and Social Security (2); 
Helfer and Kempe (5)) suggest methods of 
protecting children at risk. Nevertheless, no one 
expects a disturbed child to be responsible for 
children; so how can a disturbed adult with the 
emotional maturity of a child bring up children, 
even with daily visits from the most expert 
professional people? Our data indicate that 
socially incompetent people who ill-treat their 
children have themselves suffered poor mother- 
ing (although hereditary factors are not ex- 
cluded). Frequently the social/medical services 
were involved too late. The professional people 
concerned did not have the power to control the 
vagaries of capricious and infantile parents; 
hence the necessity for caseworkers or therapists 
to believe in their own effectiveness. 

Transposition of theories from animals to 
humans can be dangerous, but there is no 
evidence that the unique human intellectual 
adaptability is matched by a comparable 
emotional resilience. The species which is most 
closely related to man behaviourally, physio- 
logically and from the evolutionary point of 
view is the chimpanzee. Poorly mothered wild 
chimps become socially incompetent, socially 
overdependant, distressed and ill. Sometimes 
they die (Goodall (4)). Likewise, a severely 
deprived, ill-treated human child may never 
recover from his early ordeal, even if he develops 
a social or intellectual veneer. The plausibility 
of parents of battered babies or abused children 
too often engenders a ‘leave alone’ attitude in 
professional people, who are unwilling to believe 
that injuries inflicted to children are anything 
but accidental. The adults in this family also 
can present a misleading front, with correct 
superficial social responses concealing infantile 
irresponsibility in essentials. 

Many of the individuals in this study received 
substitute mothering, but this usually came too 
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late, or was too fragmented, or was interrupted 
by the interference of the parents for selfish or 
damaging motives. 

This family corresponds with others that we 
are studving in certain important respects 
(Oliver and Taylor (8)). These other families 
have also neglected and ill-used children in two 
or more generations. Case records are lost or 
destroyed, and humans conceal painful or 
shameful memories with skill. Nevertheless, 
confidential, detailed and sceptical searching 
invariably uncovers bulky files representing the 
work of many professional people past and 
present, in different parts of the country. For 
our area, serving 200,000 people, a few kindreds 
have absorbed the energies of disproportionate 
numbers of professional people to little avail. 
Distress and social dependency within these 
kindreds is perpetuated through the generations, 
with certain lines at serious risk of continuing the 
pattern. These lines are surrounded by peri- 
pheral family members with less serious dis- 
turbances, whose viability depends on social 
and medical circumstances. Our method of 
investigation tends to highlight treatment 
failures, but only generational studies can test 
the treatment claims of child and family 
psychiatry and social casework. 

There is no support here for the recently 
prevalent dogma that children must be kept 
with their families at all costs. 


SUMMARY 

А family pedigree is described in which 
representatives from at least three generations 
were subjected to severe ill-usage as children. 
This family pedigree is representative of a 
number of others in the locality which are also 
under study. 

Many members of this kindred, and their 


husbands, wives and children, had received 
extensive social and medical help from numerous 
professional workers in many areas over long 
periods of time. To date, this help has not 
prevented the tendency to the perpetuation of 
child abuse and neglect in successive genera- 
tions. 
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Undiagnosed Psychiatric Patients 
Part III: The Undiagnosable Patient* 


By AMOS WELNER, JAY L. LISS and ELI ROBINS 


It'has been shown in a record study (Welner, 
Liss, Robins and Richardson, 1972), and con- 
firmed in a follow-up study using a blind 


» Structured interview (Liss, Welner, and Robins, 


1972), that most of those in-patients in our 
studies who were discharged without a diagnosis 
met the criteria for a psychiatric diagnosis when 
rigorous criteria were used (Feighner, Robins, 
Guze, Woodruff, Winokur and Munoz, 1972). 
However, using methods and evidence from 
these studies, out of the 109 patients who were 
followed-up for a mean period of 39 months, 
25 patients were conspicuous in that even after 
initial or repeated admissions to hospital, after 
their records were reviewed, and after a follow- 
up study, they still remained undiagnosable. 
It was the purpose of this study to describe and 
evaluate in detail this group of 25 patients with 
particular reference to the possible reasons why 
they remained undiagnosed and therefore were 
defined by us as ‘undiagnosable’. 


MATERIAL AND METHOD 


Twenty-five patients were singled out from a 
population of 109 patients from our previous 
follow-up study. These patients fulfilled the 
following criteria: (1) They were discharged 
from a private psychiatric ward without a 
diagnosis—'undiagnosed'. (2) When the records 
of these patients were re-evaluated using criteria 
for psychiatric research the patients remained 
undiagnosed. (3) When the patients were 
followed-up using the same rigorous criteria 
they still, remained undiagnosed. Information 
about these patients was obtained from hospital 

LJ . 
records, personal interviews, relatives and 
doctors, and included: (1) A list of 223 symp- 
toms and signs alphabeticall arranged. (2) 


* "This study YE eee in part by NIMH Grant 
поз. MH-13002, -09247, MH-04591 and МН-о5804. 
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Social, personal and follow-up information. 
The information obtained was checked against 
the diagnostic criteria designed for psychiatric 
research (Feighner, Robins, Guze, Woodruff, 
Winokur, and Munoz, 1972) for the following 
disorders: depression; mania; schizophrenia; 
schizoaffective illness; hysteria; alcoholism; 
antisocial personality; anxiety, phobic, and 
obsessive-compulsive neuroses; drug depend- 
ency; mental retardation; organic brain syn- 
drome; and homosexuality. 


RESULTS 
Demographic data 
The group of 25 patients who were singled out 
for this study consisted of 20 women and 5 men. 
Fifteen patients were married and still living 
with their spouse, two teenagers were single, 
and the other eight patients were separated, 
divorced, widowed or remarried at the time of 
follow-up. The mean age of onset for psychiatric 
illness for the group was 22, and mean length of 
illness was 11 years. The mean length of follow- 
up was 46 months. After studying the data it was 
decided to divide the patients into ‘sick’ and 
‘well’ undiagnosable groups. 


Sick undtagnosable patients 

Patients were considered ‘sick’ if at the time 
of the follow-up they were receiving psychiatric 
care in addition to routine follow-up. There 
were six such patients (all female). The symp- 
toms, demographic and social information of 
four of these patients are presented in Table I. 
These four patients had an abundance of 
symptoms which fulfil criteria for several psychi- 
atric disorders presenting separately. One 
patient (1-6) presented at the age of 12 years 
with symptoms that fulfilled the criteria for 
definite depression. At the age of 15 she had | 
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enough symptoms for the diagnosis of definite 
antisocial personality, and at the age of 16 she 
had positive symptoms which fulfilled the 
criteria for schizophrenia. In addition, at an 
undertermined age she had enough symptoms 
for mania and schizoaffective illness. The 
follow-up information presented enough symp- 
toms to fulfil the criteria for definite hysteria at 
the age of 17. The diagnosis of schizophrenia 
was excluded because of the presence of manic- 
depressive illness (Feighner, Robins, Guze, 
Woodruff, Winokur and Munoz, 1972). How- 
ever, the patient could be diagnosed as 
schizoaffective illness because she had enough 
symptoms to fulfil the criteria for depression (and 
mania) and also had delusions, hallucinations 
and formal thought disorder. It seemed to us 
unlikely that a patient could be suffering 
simultaneously from hysteria, antisocial person- 
ality and schizoaffective illness, and therefore this 
patient was considered undiagnosable. 

One patient (2-99) had definite antisocial 
personality at the age of 15. These symptoms 
disappeared after the age of 18, at which time 
she presented with symptoms that fulfilled the 
criteria for schizophrenia. At the age of 24 her 
symptoms fulfilled the criteria for both de- 
pression and mania; this excludes the diagnosis 
of schizophrenia by our criteria. Because of the 
presence of formal thought disorder in addition 
to delusions and hallucinations she met the 
criteria for schizo-affective illness. At the age of 
25 she had enough symptoms to fulfil the criteria 
of hysteria and alcoholism. It seemed to us 
unlikely that a patient could have an antisocial 
personality, alcoholism, hysteria and schizo- 
affective illness simultaneously, and therefore 
this patient was also considered undiagnosable. 

One patient (3-141) at the age of 12 pre- 
sented with symptoms that fulfilled the diagnosis 
of antisocial personality, organic brain syn- 
drome, schizophrenia, depression (appeared at 
age 14), and hysteria. After excluding diagnoses 
as required by the criteria the resulting diag- 
noses were organic brain syndrome, antisocial 
personality, hysteria and schizo-affective illness. 
The patient was therefore considered un- 
diagnosable for the same reason as the above two. 

The last patient in this group (4-199) pre- 
- sented between the age of 20 to 21 with symp- 
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toms that fulfilled the criteria for depression, 
mania, schizophrenia, schizo-affective illness 
and hysteria; and at a possibly earlier age 
anxiety neurosis. After excluding diagnoses as 
required by the criteria this patient fulfilled the 
criteria for anxiety neurosis, schizo-affective 
iliness and hysteria. As with the other three 
patients it seemed to us unlikely that this 
patient could have these diagnoses simulta- 
neously and therefore she was considered 
undiagnosable. 

The clinical picture of the remaining two 
‘sick’ patients (not presented in Table I) 


resembled closely that of other patients pre-77— 


viously reported (Liss, Welner, and Robins, 
1972). Those patients presented temporarily 
with depressive symptoms, and during a period 
of follow-up developed additional somatic and 
pseudoneurologic symptoms and signs until 
eventually they fulfilled the criteria for hysteria. 
The difference in these two patients was that at 
the time of follow-up, although the trend was 
apparent, they did not have the number of 20 
symptoms in 9 groups required to meet the 
criteria for probable hysteria (Feighner, Robins, 
Guze, Woodruff, Winokur and Munoz, 1972). 
One patient had been in hospital sixteen times, 
and presented with symptoms which included: 
depressive mood, anxiety, back pain, burning 
pain in sexual organs, extremity pain, head- 
aches, anaesthesia, paraesthesias, aphonia, dizzi- 
ness, and dysuria, and was considered ‘dramatic’ 
during mental status examination at the time of 
follow-up. The other patient presented with 
symptoms which included: depressed anxious 
mood, body pain, back pain, stomach pain, 
menstrual complications, lump in the throat, 
and paraesthesias. The reason for her index 
admission was repeated unexplainable fainting 
episodes. 


Well undiagnosable patients 

All patients who were essentially asympto- 
matic and had not been receiving major 
psychoactive drugs for at least ten months at 
the time of the follow-up were considered ‘well’. 
Some of these patients were attending clinic for 
routine follow-up. There were 17 such patients. 
They were divided into the fqllédwing three 
groups: (A) This group consisted of 8 patients 
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Tase І 
‘Sick’ UNDIAGNOSABLE PATIENTS* 
Patient # Patient ~ 
— ID # . 1-6 —IDz . 2-99 
Sex .. ; Female Sex .. zh А Female 
Age of onset (years) " s I2 Age of onset (years) - ; ; 25 
Length of illness (months). : $5 72 Length of illness (months) . ; .. 180 
Length of follow-up (months) : ; 42 Length of follow-up (months) Р i 24 
No. psychiatric admissions . ыз ; 7 No. psychiatric admissions .. E ES 3 
Psyshiatric information Psychiatric information 


Paranoid delusions, flight of ideas, audible 
thoughts, somatic, and psychologic depressive 
symptoms. Multiple suicide attempts, anxiety 
attacks, antisocial behaviour, multiple somatic 
and pseudoneurologic symptoms. A 


Personal and social information 
Parents divorced. 
Catholic upbringing. 
Father—antisocial history (including legal 
difficulties). 
Mother—has seen a psychiatrist. 
Sister—antisocial history. 
Academic and social performance deteriorated 
after illness; between admission to hospital 
patient married antisocial husband then divorced 
and planning remarriage. 


Patient ж 

— ID x X N : s e 3-1 
Se .. Е eis ©: Ее 
Age of onset (years) з E 12 
Length of illness (months) . "m ..  I20 
Length of follow-up (months) Se $3 IO 
No. psychiatric admissions .. a" i5 3 

Psychiatric information 


Delusions of body change, passivity, persecution, 
and guilt; auditory and visual hallucinations; 
loosening of associations; perseveration; bizarre 
and inappropriate behaviour; depressive 
symptoms including suicide attempt; antisocial 
history; multiple somatic symptoms; episodes of 
disorientation and amnesia (?). 


Personal and social information 
At age 4 patient's father left home. 
Mother 'nervous'. 
One sibling *weird'. 
Stepfather cruel to her expecially for precocious 
promiscuity. Completed high school. Pregnancy 
out of wedlock. Numerous jobs, prostitution—four 
children; separated. 


Delusions of body change, persecution, and 
passivity; auditory hallucinations; tangential 
speech; marked mood swings; multiple suicide 
thoughts and attempts; alcohol and drug abuse; 
anxiety attacks; antisocial history including 
homicidal attempts; multiple somatic and 
pseudoneurological symptoms. 


Personal and social information 
Father died of unknown cause at age 30. 
Mother in hospital for nervous breakdown. 
Patient completed gth grade at age 16. 
Married at age 18. 
Multiple jobs as domestic. 
One and a half years in reform school— 
teenager. After marriage antisocial behaviour 
gradually disappeared. No children. 


Patient xz 

— ID x 7 : ie ‘ .. 4-199 
Sex .. - s Female 
Age of onset (years) - : is II 
Length of illness ( months) . e$ .. 168 
Length of follow-up (months) Se 29 66 
No. psychiatric admissions .. "n E 7 


Psychiatric information 
Audible thoughts; delusions of persecution ; 
thought broadcasting and passivity; depersonali- 
zation; derealization; auditory, visual and tactile 
hallucinations; flight of ideas; depressive 
symptoms including suicide attempts; anxiety 
attacks; multiple somatic and pseudoneurologic 
symptoms. 


Personal and social information 
No documentation in family history of psychiatric 
illness. Quit school at 6th grade because of 
pregnancy. Mother never married father and he 
was thought to be dead. Mother owned a tavern 
and patient was exposed to this society, which 
resulted in pregnancy. Patient has 5 illegitimate 
children and pregnant with 6th. Member of 
Sanctified Church. 








* All of the symptoms presented in this table were present at the time of follow-up and most of the 
symptoms were present at the index admission. None of the neurologic symptoms had an organic basis. _- 
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Patient # 

— ID x .. 1-96 
Sex : Female 
Age of onset (years) bs 42 
Duration of symptoms 
(months) oe ЧТ 
Length of follow-up 
(months) : . 33 
No. psychiatric admissions а 
Months well .. ai 33 

Reasons for hospital: zation 
Upset after husband from whom 
she was separated visited and 
took a few aspirins and com- 
pound headache medication. 


She became agitated and ataxic 


and fell in the bathroom. 
Patient did not consider 


medication as a suicide attempt. 


Psychiatric information 
Marital discord resulting in 


depressed mood and irritability. 


Symptoms disappeared after 
discharge from the hospital. 
Psychiatric symptoms as a 
result of arguments-pt. 
experienced depressed mood, 
abdominal pain, crying and 
palpitation. 


Social information 
Patient divorced, and well 
since discharge, working 


steadily and supporting her 
two children. 

Patient # 

— ID # »_ 4-197 
Sex is Female 
Age of onset ра we 16 
Duration of symptoms 
(months) |. <I 
Length of follow-up 
(months) 62 
No. psychiatric admissions I 

~ Months well .. 60 


"TABLE П 
‘Well’ undiagnosable patients 


Group A: Minimal psychiatric symptoms 


Patient # 

— ID z .. 2-68 
Sex . Female 
Age of onset (years) ёз 68 
Duration of symptoms 
(months) T I 
Length of follow-up 
(months) А ; 12 
No. psychiatric admissions I 
Months well .. “з II 

Reasons for Pour 
Patient been in hospital on 


medical ward with carcinoma 
of the oesophagus and thrombo- 
plebitis and had been treated 
with anticoagulants, penicillin 
and laxatives. She developed 
acute organic brain syndrome 
for only four hours, but other 
psychiatric symptoms persisted 
for a few days. 


Psychiatric information 


Psychiatric symptoms—dis- 
orientation, uncontrolled 
behaviour and persecutory de- 
lusions for one night; auditory 
and visual hallucinations for 

3 days; the condition subsided 
in a few days and circum- 
stantiality blocking, catatonia, 
hostility and suspiciousness were 
the last symptoms. 


Social information 


Attended college, married 31 

yrs. and happy with one child. 
She has a good job history. 
Family and friends describe good 
premorbid history. She died 

11 months later with cancer of 
the oesophagus and no demon- 
strable psychiatric symptoms. 


Patient # 

— ID # 5-138 
Sex Female 
Age of onset . 29(?) 
Duration of symptoms 
(months) .. 192(?) 
Length of follow-up s 26 
(months) д 26 
No. psychiatric admissions 3 
Months well... ba 26 


Patient # 

— ID # . .3-10 
Sex Female 
Age of onset (years) $3 12 
Duration of symptoms 
(months) vx 12 
Length of follow-up К 
(months) 39 
No. psychiatric admissions 1 
Months well  .. v 36 

Reasons for hospitalization 
After a severe argument with 


parents patient was upset and 
requested admission to hospital. 


Psychiatric information 


Psychiatric symptoms—follow- 
ing arguments with parents 
depressed mood, suicide threats 
and attempts, crying. She had 
made a suicide attempt at age 
12 by scratching her neck after 
an argument. 


Soctal information 


At follow-up she had finished 
high school and was living with 
parents and looking for a job. 
Was suspended once from 


school for smoking. 

Patient # 

—ID# .. re e. 6-158 
Sex - Female 
Age of onset  .. Е 21 
Duration of symptoms 
(months) .. 504 
Length of follow-up 
(months) 24 
No. psychiatric admissions I 
Months ме .. ‚‚ + 24 


ананан 
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Tase IH —vcontinued 





Reasons for hospitalization Reasons for hospitalization 
Mother felt his behaviour 1. Alcohol intoxication. 
when he rejected 2. Suicide threat while drinking. 
established social values. 3. Alcohol intoxication 
v (sporadic intoxication at 
social events). 
Psychiatric information Psychiatric information 
Psychiatric symptoms—no Psychiatric symptoms—Patient 
symptoms. described as impulsive and un- 


predictable with extremely 
labile mood. She had at least 
one skull fracture out of 4 
multiple fracture accidents. 
Social intoxication. 


Reasons for hospitalization 


She was brought by friends 
who thought she sounded 
funny after she had taken 3 
sleeping pills; this was not 
considered a suicide attempt 
by the patient. 


Psychiatric information 


Psychiatric symptoms—a life- 
long intermittent feeling of 
loneliness, depression, and death 
wishes. She made a suicide 
attempt in her twenties. She 
had been in hospital for 
perforated gastric ulcer, 
endarterectomy of both carotid 
arteries; aorto-iliac endarterec- 
tomy, impaired vision, coronary 
heart disease 


Social information Social information Social information 
Married and has a child and Married three times and the After discharge the patient was 
supports family as a band last two husbands were physi- placed in a residence apart- 
member, cians. At follow-up she is well- ment and except for mild 

to-do and well. Denies drinking depressive mood and insomnia 
for two years. she is psychiatrically 
asymptomatic. 

Patient # Patient # 

— ID x 7381  —ID # 8-254 
Sex Female Sex ; sa - .. Male 
Age of onset (years) | 27 Age of onset (years) ae ia 8 
Duration of symptoms (months) 364 Duration of symptoms (months) si | <I 
Length of follow-up (months) 60 Length of follow-up (months) es a 62 
No. aa admissions .. 2 No. руне admissions . s " І 
Months well . А ae 48 Months well . ` T is id 60 


Reasons for admission to hospital 


Fainting for four days after standing up. 


Psychiatric information 


Reasons for admission to hospital 


Illness began as stomach pain and vomiting for 


two weeks then generalized pains for which he 
was treated with hydroxyzine after which he 
became drowzy, violent, uncontrollable, 
frightened with possible visual hallucinations or 


illusions. 


Psychiatric information 


Psychiatric symptoms— chronic intermittent 
feeling of fatigue, depression and insomnia. 


Social information 

Married 33 years. Denies any symptoms since 
last discharge. Works in office accepting calls for 
husband's plumbing service. 


Psychiatric symptoms—after initially admitting to 
hallucinations or illusions all symptoms cleared. 


Social information 


At follow-up he is a junior high school student 
making good grades and presenting no 
psychiatric symptoms. 
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who presented with minimal if any psychiatric 
symptoms except for an acute single episode 
that resulted in admission to hospital. Table II 
describes these patients in detail. Of the 8 
patients, 7 were well for over two years. (B) This 
group consisted of 5 patients who had a primary 
medical disorder or a single somatic symptom 
which was chronic. One male patient had a 
sixteen year history of a severe headache of 
unknown aetiology and refractory to any 
treatment. As the last resort and because of 
hopelessness, irritability and depressed mood 
he was admitted to hospital (index admission) 
for psychiatric evaluation. For over four years 
after discharge he continued to have head- 
aches, but denied psychiatric symptoms. One 
female patient had a chronic intractable wide- 
spread dermatitis. The reason for her referral 
(index admission) was similar to that of the 
first patient in this group. One patient com- 
plained of intractable facial pain as the result 
of burns and numerous plastic operations, 
which was relieved to some extent by getting 
drunk. He was referred for the index admission 
because of depressive symptoms with in addition 
hostility, suspiciousness and questionable perse- 
cutory delusions that could be accounted for 
by his drinking. After leaving hospital he gave 
up his abuse of alcohol and had no psychiatric 
difficulties, but continued to have facial pain. 
He had a good job history as a carpenter. Two 
patients had a seizure disorder and were 
admitted to bospital (index admission) after an 
impulsive overdose of phenobarbital which 
resulted in coma. One of these patients was 
psychiatrically well for 30 months, and was a 
high-school student working part time. The 
other patient was well for 53 months, and is 
married and a housewife. (C) This group 
consisted of four patients who had a moderate 
to severe psychiatric syndrome consisting of 
symptoms and signs that did not meet the 
criteria for an established psychiatric disorder; 
however, their symptoms were close to meeting 
the criteria for schizoaffective illness. If less 
rigorous. criteria for schizoaffective illness were 
used, e.g. as described in DMS II (American 
Psychiatric Association, 1968) these patients 
would meet the criteria for this diagnosis (in 
remission at the time of follow-up). 
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The remaining two patients were not assigned 
to any of the above groups because of the 
intermittent occurrence of mild depressive and 
somatic complaints during the ten-month 
period prior to the follow-up. 


DISCUSSION 


The 25 patients in this study comprise a 
group which was initially a part of a series of 
109 in-patients who were signed out undiagnosed 
by one or more treating psychiatrists after one or 
more admission to psychiatric hospitals. All of 
these 109 in-patients were studied by standard- 
ized record review and by a personal follow-up 
using a structured interview and rigorous criteria 
for established psychiatric disorders (Feighner, 
Robins, Guze, Woodruff, Winokur, and Munoz, 
(1972). The record review study (Welner, 
Liss, Robins, and Richardson, 1972) showed, 
and the follow-up confirmed (Liss, Welner, 
and Robins, 1972) that most of these patients 
could be diagnosed and that the diagnosis was 
valid for those who could be diagnosed at 
follow-up (using a blind structured interview). 
Additional studies (Liss, Welner, and Robins, 
1972; Welner, Liss, and Robins, 1972) further 
supported the validity of a structured interview 
and standardized comprehensive criteria as 
diagnostic tools. For example, even major 
psychiatric symptoms such as hallucinations or 
delusions or both could not by themselves bias 
the establishment of a diagnosis when standard- 
ized comprehensive criteria were used. Thus the 
25 patients in this study were a group that 
remained undiagnosed after repeated attempts 
at diagnosis by the following methods: (A) By 
the treating physicians at the time of discharge 
from the index psychiatric admission. (B) After 
re-evaluation of index hospital record(s) using 
standardized comprehensive criteria for re- 
search. (C) As the result of a follow-up study 
using a structured interview and standardized 
comprehensive criteria for research. 

As mentioned under Results the patients were 
divided into ‘sick’ and ‘well’ groups at the time 
of the follow-up. The ‘sick’ undiagnosable group 
consisted of 6 patients. Four of these patierits 
had an abundance and wide spectrum of 
symptoms. After processing the information 
the multiple diagnoses which were establighed 
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seemed to us unlikely to occur simultaneously in 
each patient. We are aware that as with physical 
iliness and in accord with our criteria in certain 
situations double or multiple psychiatric diag- 
noses may be inescapably indicated either 
simyltaneously or as separate disorders following 
one another. It was not the multiplicity, but 
rather the unlikely combinations of psychiatric 
disorders that was the main reason we considered 
these patients undiagnosable. 

The undiagnosable ‘well’ patients (i.e. asymp- 
tomatic for at least ten months at follow-up) 
were divided into three groups. This division by 
no means resulted in homogeneous groups, but 
patients in each group presented with a few 
common important features and it was more 
practical to describe the groups with additional 
reference to the patient rather than present 17 
individual case reports. Group A consisted of 
8 patients who had had too few symptoms to 
meet the criteria for any of the established 
psychiatric disorders. As is shown in Table II 
the reasons for admission to hospital seem to us 
to have been either to find a sanctuary from 
an intolerable environmental situation, or 
associated with incidental prescribed drug use, 
or medical illness. A few of the patients in 
Group A might be considered by some to have 
a personality or character disorder, but the 
fact that the patients at follow-up were asympto- 
matic for ten months to five years does not 
support this possibility. Moreover, in previous 
studies (Welner, Liss, Robins and Richardson, 
1972; Liss, Welner and Robins, 1972), the vast 
majority of in-patients were able to meet the 
criteria for at least one of the 13 established 
psychiatric disorders, of which only one, anti- 
social personality, is by definition formally a 
personality disorder. 

Group B of 5 patients was similar to Group A 
in the scarcity of psychiatric symptoms. The 
patients in this group; however, had an intract- 
able monosymptomatic complaint or medical 
illness that antedated whatever psychiatric 
symptoms they had presented with at the time 
of their admission. Two patients had presented 
with depressive symptoms (but too few to fulfil 
criteria for depression) resulting in one of 
them suffering from intractable headache and 
in the other’ from intractable dermatitis. Two 
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patients with seizure disorder were admitted to 
hospital after impulsively taking an overdose of 
phenobarbital, which was essentially the only 
psychiatric symptom. The remaining patient in 
this group was given to alcohol abuse in this to 
relieve intractable facial pain and was admitted 
with depressive symptoms and persecutory ideas 
(but with too few symptoms to fulfil the criteria 
for depression). This patient became psychiatric- 
ally asymptomatic after he stopped drinking, 
although the facial pain persisted. 

The 4 patients in Group C resembled closely 
those who met our criteria for schizoaffective 
illness (in remission at follow-up). They could, 
however, be called ‘schizophrenia, schizo- 
affective type’ (in remission) if the guidelines of 
DMS II (American Psychiatric Association, 
1968) were used rather than our criteria. 

If our results permit of a general conclusion 
about undiagnosable psychiatric in-patients, 
it would be that most of the in-patients that we 
have defined as undiagnosable have either too 
few or too many psychiatric symptoms, and no 
other demonstrable common characteristic. 
This conclusion is, of course, not surprising, and 
is in agreement with part of the ways suggested 
to characterize undiagnosed patients (Hudgens, 
1972). However, it should be emphasized that 
less than one quarter of the initially undiagnosed 
patients were undiagnosable, and even this 
proportion might be decreased by a further 
extension of the follow-up period. 


SUMMARY 


This is a study of 25 patients of 109 patients 
who had been discharged from a private 
psychiatric hospital without a definite psychi- 
atric diagnosis—undiagnosed. These 25 patients, 
in contrast to the other 84, remained un- 
diagnosed after re-evaluation of their records 
and after a personal follow-up of a mean of 46 
months, and therefore were termed undiag- 
nosable. These patients were divided into a ‘sick’ 
and a ‘well’ group. 

Of the 6 ‘sick’ undiagnosable patients, 4 were 
characterized by an abundance and a‘ wide 
spectrum of symptoms enough to fulfil the 
criteria for multiple psychiatric disorders which 
seemed to us unlikely to occur simultaneously in 


one patient. 
A 
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‘Well’ undiagnosable patients had minimal if 
any psychiatric symptoms, except for the acute 
single event that resulted in the index admission 
to hospital; or had a primary medical disorder 
or a single symptom which was chronic; or had 
a moderate to severe single episode consisting 
of symptoms and signs that were still too few to 
meet the criteria for a psychiatric disorder, but 
their symptoms were close to meeting the criteria 
for schizoaffective illness. 

It is emphasized that less than one quarter of 
the initially undiagnosed patients were un- 
diagnosable, and it is suggested that even that 
portion may be decreased by further follow-up. 
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Take the patients pulse 





Tachycardia and Palpitations 
Headache - Lump in the throat - Pounding in the neck - Tremor 
Sweating - Non-specific chest pains - Undue fatigue 


Control somatic symptoms of sympathetic 
hyperactivity with Inderal 


Detailed information available on request 


Inderalen- 


PROPRANOLOL TRADE MARK 


Imperial Chemical Industries Limited, 
Pharmaceuticals Division, Alderley Park, Macclesfield, Cheshire SK10 4ТЕ PH 811 


The first controlled release preparation 
of lithium carbonate in the world 





The majority of depressive and manic-depressive patients 
experience an increase in frequency and intensity of relapse 
with advancing age. After three or more episodes patients 
treated by conventional methods can expect to spend nearly 
half their lives incapacitated by their illness. ! The risk of 
suicide also increases and more than 15 per cent will kill 
themselves. Retrospective studies suggested that as many a 
20 per cent of 100 known suicides might have been 
prevented by the prophylactic use of lithium.* 


Priadel tablets contain 400 mg Li,CO, В.Р. in a controlled | 
release formulation ; a single daily dose of yp to 4 tablets 
provides effective prophylaxis in manic-depressiom 


Active supervision of serum levels to ensure values in the 
range 0.6—1.5 mEq/L is essential initially ; less frequent 

A estimations should be performed during long term 
treatment. 4 , 


priadel _ 


reduces the frequency and duration of recurrent 
depressive and manic-depressive episodes © 


Clinical Trial Results: 


Priadel prevented relapse in 86% of patients! 
Priadel eliminated the need for ECT! 


Priadel reduced the time spent in hospital 
from 26.9 weeks to 3.5 weeks” 
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A guide giving full details of the prophylactic use of Priadel is 
available from 
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Prothiaden 
quickly breaks 


the web of 
depressive 


illness 





Rarely does ohe encounter a depressed patient who does 
not also show definite signs of anxiety. A common 
problem for the prescriber. 
Tranquillizer? Anti-depressant? Or both? 
Prothiaden is the anti-depressant that not only treats 
drepression, but also quickly relieves the anxiety so often 
a feature of depressive illness. 
Fast-acting, exceptionally well tolerated, 
with Prothiaden your depressed patient is soon 
having a lot more 'good' days than bad ones. 


. Prothiaden : 
the better anti-depressant 
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The Origins of Analgesic Nephropathy 


By ROBIN M. MURRAY 


INTRODUCTION 

Тһе association between renal papillary 
necrosis and prolonged ingestion of compound 
analgesics containing aspirin and phenacetin, 
has been widely reported (5, 6, 11, 13, 17, 19, 
20, 24, 42). Although formerly thought to 
occur mainly in Switzerland, Scandinavia and 
Australia, analgesic nephropathy is now being 
increasingly reported in Britain (3, 26, 36), and 
in particular in Western Scotland (33). In the 
past seven years over 100 cases have been seen 
in the renal unit of the Western Infirmary, 


... Glasgow, and, of these 42 have died in uraemia. 


Patients with analgesic nephropathy fre- 
quently also suffer from other analgesic-induced 
disease, including peptic ulceration, gastro- 
intestinal haemorrhage, and anaemia. Indeed, 
Gault et al. (13) believed this to be a ‘syndrome 
of analgesic abuse’, which Clarkson and Law- 
rence (5) described as being ‘as remarkable in 
its consistency and as characteristic as that of the 
alcoholic but with the same variations and 
pitfalls’. Many physicians (11, 17, 20, 25, 36) 
have noted that these patients seldom have an 
organic reason for taking analgesics, and have 
commented on the frequency of psychiatric 
disorder (11, 13, 18-20, 24). 


However, in spite of the vast number of 


reports of analgesic nephropathy (reviewed by 
41), there has been little research into its 
psychological and social origins. This paper 
reports on such a study. 


PATIENTS AND METHODS 

'The study included all patients with analgesic 
nephropathy attending the renal unit of the 
Western Infirmary, Glasgow between 1969 and 
1971. For such a diagnosis three conditions had 
to be met: (i) The ingestion of at least 1 gm. 
of analgesic daily for three years and the total 
consumption of a minimum of 3 kg. of aspirin or 
phenacetin; (ii) The exclusion of any other 
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cause of renal disease; (iii) Creatinine clearance 
of 75 mil. per minute or less. 

During the three year period 56 patients met 
these criteria, but 5 were too ill to be inter- 
viewed. All but one of the remaining 51 patients 
were admitted for physical investigation, and all 
were followed-up by the author at least three- 
monthly. Over this period a detailed psycho- 
logical and social history was obtained from 
these 51 patients, and information regarding 
demographic details, analgesic habits, medical 
and psychiatric history, and personal and 
family history was recorded in a standardized 
form. Wherever possible relatives were also 
interviewed and case histories from other 
hospitals were scrutinized. 

For the purposes of analysis of these data the 
patients were compared with 51 controls who 
were interviewed in a similar fashion. These 
were selected from over 300 consecutive medical 
admissions on the basis that they matched the 
patients for age and sex (see Table I) and did not 
take daily analgesics. Any who had been 
admitted as a direct result of attempted suicide 
were excluded, and all the controls had organic 
disease. Where relevant, demographic data were 
also compared with that of the general popula- 
tion (39). 


RESULTS 

The ages of the 51 patients ranged from 27 to 
72, with a mean -istandard deviation of 52°2-+ 
10:5 years, and females predominated over 
males in the ratio of 4-1 to 1. Men presented at 
a significantly older age (t = 2:32; p < 0:0125) 
than women (mean ages being 58:9 and 50:6 
years, respectively). 

Renal papillary necrosis was demonstrated 
radiologically or histologically in 37 patients, 
and the clinical picture in the remaining 14 
was typical of analgesic-induced renal disease. 
There were 20 patients with hypertension, and 
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Taste І 
Comparison of patients and controls 








Pa- Con- Statistical 
Data tients trols significance 
Mean age (and range) 52:2 52-6 — 
(27-72) (24-71) 
yrs. yrs. 

Female/male 4:101 а — 
Religion е 
Protestant .. .. 36 41 | 
Roman Catholic .. mn 7 z N.S. 
Others A s 4 3 
Civil status 
Married sie .. 30 35 1} 
Widowed... " 8 6 1м 
Single 2: e. IO 5 [ке 
Separated; divorced .. 3 5 3 
Class 
I $3 o 3 
TI - X 24 8 10 | 
HI .. s .. 25 23 > N.S. 
Iv... Ня 9 10 | 
V - 55 i 9 5 
Left school at minimum 

age.. is .. 35 25 p<0-05 
Family history of 
Analgesic abuse ‚. 22 5 р<0:001 
Alcohol abuse .. 22 4 р<0:001 
Psychiatric disorder .. 20 5 р<0'001 
Personal history of 
Parental deprivation 

(< то) Ж zke d 8 N.S. 
Gynaecological surge 22 16 N.S. 
D. & C. sat 14 6 р<о0.05 
Previous psychiatric 

treatment .. x 25 5 р< 0:001 
Previous attempted 

suicide En съ 7 1 N.S. 
Drugs 
Psychotropic drugs .. 47 14 p«o-ooi 
Abused alcohol or drugs то I p<0-05 
Daily purgatives — .. 15 2 p«o-oor 
Cigarettes 
None .. К .. 12 22 p<o-o 
<20 per day > B 19 N.S. 
>20 per day .. 26 то p«o-oot 





the average creatinine clearance was 926 ml. 
per minute. Peptic ulcer or gastro-intestinal 
bleeding had occurred in 19 patients; 9 had 
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undergone gastric surgery, and 27 were anaemic. 
These physical features have been described in 
detail elsewhere (33). 


Analgesic habits 

The analgesics implicated and their composi- 
tion are shown in Table II. Forty-five of the 
patients were taking either Askit powders or 
compound codeine tablets. Apart from one 
patient who took simple aspirin, all the rest had 
taken preparations which contained at least 
two analgesics (usually aspirin and phenacetin) 
plus at least one other centrally acting drug 
(codeine, caffeine or bromide). Women were 
significantly more likely (x? = 4-6; p < 0-05) 
to take Askit than men (31 out of 41 compared 
with 4 out of 10). 

The intake the patients admitted varied from 
2 to more than 15 preparations daily, and the 
duration of ingestion from 4 to 45 years (average 
of 6 daily for 20 years). As can be seen in Fig. 1, 
31 patients had begun their analgesic con- 
sumption before 30 and 16 before 20 years of 
age. The approximate total dose admitted 
ranged from 4 kg. of aspirin and 3 kg. of 
phenacetin to 69 kg. of aspirin and 51 kg. of 
phenacetin (average of 19 kg. of aspirin and 
14 kg. of phenacetin). 


Reasons for analgesic ingestion 

Twenty-four patients recognized that their 
main reason for analgesic ingestion was the 
belief that the drugs had mood-altering pro- 
perties: 6 believed that they were stimulating, 
g took them for sedation, 4 thought they had 
both these qualities, and a further 5 were unable 
to exactly describe their reason. Sedative or 
sitmulating properties were not attributed to 
any particular preparation. 

Twenty-two patients stated that they took the 
analgesics for headaches. These were usually 
described as a pressure or fullness and were 
often precipitated by emotional stress. Some of 
these patients recognized that the drugs not 
only relieved their pain but also gave them a 
feeling of wellbeing. Three patients complained 
of other pain of a psychogenic nature. Only two 
had an organic reason for taking the drugs 
(arthritis), and both of these believed that they 
also benefited psychologically. In all, 39 patients 


. 























BY ROBIN M: MURRAY 101 
Taste П 
Analgesics taken by the patients 
Content of analgesic (mg.) · 
No. =- Other centrally 
Aspirin Phenacetin Codeine Phenazone acting constituent 
Askit powders* .. .. 35 550 400 -— ae Caffeine 110 mg. 
Compound codeine tablets то 250 250 8 — — 

; ‚ Caffeine 120 mg. 
Cruikshank’s powderst 3 = 450 — 120 Pot. Bromide 1 g. 
Beecham's powders* 300 210 — = Caffeine 20 mg. 
Codempirin - sss c 227 162 8 — Caffeine 32 mg. 
Aspirin .. ss ies E 300 — — — Е 





* Phenacetin has been withdrawn from these preparations. 
+ Production of these powders has stopped at my request. 


ANALGESIC HABITS 
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c 
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believed that their analgesic ingestion had 
*become a habit', while 12 maintained that they 
only took the drugs for pain. 


Secrecy and deception 
Few patients volunteered information about 
their drug habits, and 19 strenuously denied 
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excessive analgesic ingestion. Patients univer- 
sally minimized the extent and duration of their 
analgesic intake, and relatives’ estimates were 
often three or four times higher. This reluctance 
to admit to analgesic ingestion had often led to 
misdiagnosis: 


Case 1 

A 58-year-old man presented with renal colic, oliguria, 
and a blood urea of 200 mg. per 100 ml. He had had a 
gastrectomy ten years previously and nocturia for several 
years. Following conservative management he improved, 
and the blood urea fell to 45 mg. per 100 ml. After dis- 
charge he was seen regularly for two years, but the blood 
urea slowly rose again, He repeatedly denied analgesic 
ingestion and the diagnosis remained a mystery. 

Always neurotic and. hypochondriacal he became 
severely depressed and was twice admitted to a psychiatric 
hospital. Only then was his wife asked about his analgesic 
habits. He had taken 15 or more compound codeine 
tablets daily since his early twenties to ‘buck me up and 
calm my nerves’. Six months later he died in uraemia 
and autopsy confirmed papillary necrosis. The next week 
his wife committed suicide. 


Patients had often continued their analgesic 
habit against considerable family opposition. 
This was so in 31 of the 38 cases in which a 
family member was interviewed. Sometimes this 
objection was merely verbal, but in others the 
drugs had been hidden by the family. Family 
opinions ranged from ‘it’s her only pleasure’ to 
‘she’s like a mad thing without a Beecham’s’, 

None of the patients obtained their drugs on 
prescription, and they were usually bought in 
grocers’ or corner shops rather than from 
chemists. In some cases local shopkeepers had 
refused the patients further drugs, while others 


* 
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continued supplying the drugs although they 
realized that the patients were habituated. One 
chemist, speaking of a customer's use of Cruick- 
shank's powders, stated that when new supplies 
became available she would be waiting ‘shaking 
like a leaf. We would have to sit her down and 
give her a powder there and then’. 


Persisteni analgesic takers 

As recovery of renal function depends on 
abstinence from analgesics (20, 33), patients 
were strongly advised to abstain. In spite of this, 
at least 20 continued to take them. Renal 
function deteriorated in 13, of whom 7 died in 
uraemia: 


Case 2 

A 34-year-old woman was referred with polyuria and 
polydipsia. She was hypertensive and the blood urea was 
83 mg. per 100 ml. She admitted taking at least 6 Askit 
daily for fifteen years. At the age of 19 she had begun 
abusing drugs from the chemists’ where she worked, and at 
this time many ‘bottles of nerve tonics, analgesics and 
alcohol’ had been found in her room. Her personal hygiene 
then deteriorated, she lost six successive jobs, and sold the 
family belongings to get drugs. At 21 she was admitted toa 
psychiatric hospital, where she spent all but seventeen weeks 
of the next thirteen years. She was diagnosed as having 
a personality disorder with hysterical traits. 

Over the years, in addition to spending much of her 
hospital allowance on Askit, she abused barbiturates, 
amphetamines and alcohol, and made five self-poisoning 
attempts. Even after analgesic nephropathy was diagnosed 
she was unable to abstain from analgesics, and had six 
re-admissions with deteriorating renal function following 
increased analgesic taking. She died in uraemia 33 months 
after presentation. 


Neurological aspects 

Unexplained neurological symptoms occurred 
in 28 patients: 7 had episodes of unconsciousness 
lasting from a few minutes to two days, 3 had 
convulsions, 3 were ataxic, and 5 developed 
toxic-confusional states. A further 5 had sali- 
cylate-induced tinnitus or deafness, and 4 had 
been investigated by neurologists. In the 
majority these symptoms were due to analgesic 
intoxication, but in 5 they occurred during 
analgesic withdrawal. Five other patients had 
evidence of intellectual impairment. EEG was 
performed in 25 cases: 10 were normal, 12 
showed metabolic encephalopathy, and focal 
abnormalities were present in three. 
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Social characteristics 

All the patients were Scottish, and their 
religious persuasion and civil status did not 
differ from that of the controls or the general 
population (Table I). Both patients and 
controls were predominantly from the lower 
social classes, but significantly more of the 
patients had ceased their education at the 
minimum school leaving age (x? = 4-05; 
р < 0:05). ‘ 

Only 15 patients were working; 21 women 
had stopped working for normal social reasons, 
5 because of psychiatric and 2 because of 
physical illness. Of the 10 men, 3 had retired, 4 
were incapable of working because of psychiatric 
abnormality and one because of physical illness. 
None of the patients had a profession. The 
women had worked mainly as shop assistants, 
office and factory workers, while the mens’ 
occupations simply reflected the local patterns 
of employment. The totally unskilled were less 
likely to be working ( x? = 6-8; p < o-or). 


Family history (includes aunts and uncles) 

Patients were much more likely than controls 
(x? == 14:7; p < 0-001) to give a history that 
another member of the family had abused 
analgesics. Twenty-two patients gave such a 
history, and in 6 cases more than one relative 
was said to have abused the drugs. Of the 29 
affected relatives 11 were the mothers and 5 the 
sisters of the patients, and 11 were known to 
have analgesic-induced disease. 


16-7; p < 0-001) to volunteer that a relative 
abused alcohol. This was particularly common 
amongst the families of women patients, 21 of 
whom gave such a history compared with only 
one man ( x? = 5:6; p < 0:05). In 18 cases the 
relative's history was suggestive of alcoholism, 
and in 4 ofa severe alcohol problem; fathers and 
husbands were especially affected. 

A family history of psychiatric disorder was 
obtained from 20 patients but only 5 controls; 
this difference too is highly significant (x? = 
11:9; p < 0:001). Although the exact diagnosis 
could seldom be established, 26 relatives were 
affected and 4 had committed suicide. 

The patients came from large families (mean 
size — 5:1 children), but sibling rank was,not 
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important. Parental deprivation had occurred 
in 14 patients as against only 8 controls, but this 
difference fails to reach statistical significance. 
A further 4 described their childhoods as 
unhappy, and 8 had exhibited neurotic traits in 
childhood. The majority of the women had been 
poor scholastically. 


Marriage 

The patients’ marital status and age of 
marriage did not differ from that of the controls 
or the general population. However, 16 of the 
30 married patients believed their marriages 
were unhappy, and sexual relations were 
continuing in less than half. Of the 30 married 
couples 7 were infertile as against only 8 per 
cent of normals (21). If 5 cases children had 
required psychiatric treatment. 

The women patients had frequently suffered 
severe dysmenorrhea, and compared with con- 
trols significantly more had had dilation and 
curettage (у? = 4-0; р < 0:05)—usually with 
negative results. 


Psychiatric history 

Patients were much more likely than controls 
to have had previous psychiatric treatment 
(x? = 18-8; р < 0-001); 11 had had out- 
patient and 12 in-patient treatment and 2 were 
long-term in-patients. As shown in Table III, 
neurotic and depressive reactions, personality 
disorder and anxiety states were the main 
diagnoses that had been ascribed to them. 
Three had been treated for alcoholism or drug 
addiction. 


Tase III 
Psychiatric diagnosis of the patients 





Previously Present 
Main diagnosis assessed assessment 








Neurotic or reactive depression 8 7 
Chronic neurosis 3 6 
Personality disorder 4 5 
Presenile dementia .. 4 I 
Anxiety state NA ES 2 4 
Alcoholism or drug addiction 3 о 
Other abnormal reactions .. 1 1 
Psychologically normal o 2 

T 25 26 
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All but five of the remainder had attended 
their own doctors for nervous disorder, and only 
two were psychologically normal. Again, neu- 
roses and personality disorder of an inadequate 
nature were the rule. Two thirds had chronic 
insomnia, and severi had previously attempted 
suicide. There was no relation between the 
severity of physical disease and psychiatric 
morbidity. 

Psychotropic drugs had been taken in the 
previous three years by 47 of the patients 
compared with only 14 of the controls; this 
difference is highly significant (x? = 41; p < 
0:001). The majority had been taking hypnotics, 
but 35 had also received tranquillizers and 12 
antidepressants. Six patients had abused tran- 
quillizers, 4 alcohol, 2 amphetamines, and 2 
opiates. 

Daily purgative taking was much more 
common amongst the patients than controls 
(x? = 11:9; p < 0001), and was particularly 
common amongst those taking Compound 
Codeine tablets (5 out of 10). Patients not only 
smoked more frequently than controls (x? = 
5:2; p < 0:05), but were also more prone to 
smoke more than 20 cigarettes a day (ү? = 
10:9; p < 0-001). 


Discussion 

This study confirms that patients with 
analgesic nephropathy take analgesics for in- 
appropriate reasons. Drug abuse is defined (49) 
as ‘the consumption of a drug apart from 
medical need or in unnecessary quantities’, and 
clearly my patients’ use of analgesics falls into 
this category. These patients seldom volunteered 
information about their drug habits, and in 
many cases persistently denied analgesic abuse. 
Assessment of analgesic consumption therefore 
required an oblique approach via headaches or 
other symptoms, and frequently further evidence 
had to be sought from relatives. Furthermore, for 
at least 20 of the patients knowledge of ‘the 
consequences of analgesic abuse was no deterrent 
to continued consumption. 

Thus these patients exhibited many of the 
features of drug dependence, and indeed several 
physicians have remarked that they believed 
their patients were habituated or addicted (2, 5, 
11, 18, 20, 29). Although the W.H.O. Expert 
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Committee (48) did not consider the possibility 
of dependence on minor analgesics, Wilson (44) 
has described this and has suggested that it is 
associated with psychic dependence, psycho- 
toxicity and possibly tolerance. 

My patients undoubtedly showed psychic 
dependence in that they had ‘a psychic drive for 
continuous . . . administration of the drug’ (47). 
Most had begun taking the analgesic for pain, 
but the dependence resulted from appreciation 
of effects other than the analgesic action. The 
amounts of caffeine which the patients were 
taking would have a marked stimulating effect 
(8, 16, 46), and Driesbach and Pfeiffer (8) have 
shown that the caffeine withdrawal headache, 
by causing further analgesic consumption, pro- 
vides ‘a plausible explanation for the hitherto 
empirical addition of caffeine to many headache 
mixtures, In addition, phenacetin has mild 
anxiolytic properties (9, 37, 46) and many 
people find it pleasurable (37), while the 
dependence-producing qualities of both codeine 
(10) and bromide (16) are well known. Thus, 
the patients! dependence can be largely attri- 
buted to the psychoactivity of the analgesic 
mixtures, in which the psychotropic effects of 
the constituents are potentiated (27, 28, 46). 
Nevertheless, one must also consider the role of 
the extensive advertising of proprietary anal- 
gesics for neurotic complaints in reinforcing the 
dependence. 

There was, too, a tendency to increase the 
dose taken, which was augmented by symptoms 
of analgesic intoxication, caffeine withdrawal 
and eventually uraemia. Thus the drugs were 
taken for symptoms which they themselves had 
caused, and a vicious circle of decreasing health 
and increasing intake of analgesics was set up. 
Although a specific withdrawal syndrome has 
been described previously (23, 40, 43) and 
although bizarre neurological manifestations 
were common, only in a minority could these be 
ascribed to drug withdrawal. 

Women are more prone both to use (22, 34) 
and to abuse analgesics (1, 38), and conse- 
quently women have predominated in every 
series of analgesic nephropathy except one (17). 
Analgesic taking is commoner in the lower social 
classes (34), and in my patients may also have 
been related to their low intelligence and poor 
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education. Although Swiss workers (2, 23) have 
suggested that analgesic abuse in women is 
often a response to the strain of both working 
and raising a family, only six of my patients were 
doing this. Work was not a major source of stress, 
but it was of some interest that a third of the 
women had had access to analgesics at their 
place of employment. 

Several authors (12, 17) have noted the 
familial occurrence of analgesic nephropathy. 
That 43 per cent of my patients had a relative 
who also abused analgesics suggests that the 
disorder stems from abnormal attitudes to 
analgesics which are often family transmitted, 
particularly by mothers introducing their 
children to excessive analgesic taking. The 
close family association of analgesic abuse and 
alcoholism is of interest in view of the suggestions 
of Whitlock et al. (45) that the incidence of 
alcoholism and drug abuse in a community 
complement each other, and that female drug 
dependence is the equivalent of alcoholism in 
the male. Certainly alcoholism is very common 
in Glasgow, and there is a similar high incidence 
in the families of patients who attempt suicide 
with drugs (35). 

The patients had often suffered parental de- 
privation or unhappy childhoods, and although 
they did not have the high divorce rate which 
others have noted (5, 15, 20) over half were 
unhappily married. Sexual difficulties and 
heavy drinking by husbands were major causes 
of marital discord. Amongst single women, two 
thirds of whom were socially isolated, loneliness 
was an important factor. Stressfull events were 
often important in starting and perpetuating 
analgesic abuse. 

The majority of my patients showed evidence 
of either personality disorder of an inadequate 
nature or proneness to neurotic breakdown. To 
my knowledge, there has been only one previous 
study of psychosocial factors in analgesic nephro- 
pathy (18), but many physicians have com- 
mented on the frequency of psychiatric disorder 
in their patients (11, 19, 20, 24, 25). In parti- 
cular, Gault et al. (13) noted ‘emotional 
instability of an immature and dependent 
nature’, while Gsell e£ al. (19) believed that ‘a 
depressive syndrome and temperamental insta- 
bility were the most common exptessions’, and 
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Whitlock et al. (45) concluded that analgesic 
abusers often ‘showed features of personality 
disorder’. Furthermore, although psychiatric 
patients are especially prone to abuse analgesics, 
abyse is rare amongst those with functional 
psychoses (1, 31). 

My patients’ frequent previous hospital 
attendances and their unnecessary gynaeco- 
logical investigations were a reflection of their 
hypechondriacal and pain-prone personalities, 
and their tendency, possibly because of limited 
intelligence, to somatize emotional conflict. 
Because of the frequency of attempted suicide, 
there have been suggestions (23) that patients 
with analgesic nephropathy wish to harm 
themselves. This seems unlikely, as before their 
initial presentation they were seldom aware of 
the dangers of analgesic abuse. The frequency of 
alcoholism (11, 14, 18, 19), abuse of other 
drugs (11, 19, 24, 25), and excessive smoking (5, 
11, 24) has been previously noted; in addition, 
my patients often abused purgatives. There can 
therefore be little doubt that they were 
dependence-prone. 

Thus analgesic nephropathy in Western 
Scotland is psychosocial in origin. Those who 
become dependent on analgesics are vulnerable 
because of their inadequacy and disturbed 
background. Indeed, those with least psycho- 
logical and social resources are most likely to 
continue analgesic abuse against medical advice 
(32). Like alcoholics with cirrhosis, patients 
with analgesic nephropathy are merely the tip 
of an iceberg of analgesic abusers. Further 
studies are needed to assess the extent of 
analgesic dependence in the community. 


SUMMARY 

Analgesic abuse is a common cause of renal 
failure in Western Scotland. The mean age of 
51 such patients studied was 52:2 years, and 
women outnumbered men 4:1 to 1. Askit and 
Compound Codeine Tablets were the main 
preparations abused, and the average amount 
taken was 6 preparations daily for 20 years. The 
cause of the abuse was dependence on the 
psychotropic effects of caffeine, phenacetin, 
codeine and more rarely bromine. 

When toppared with matched controls, the 
patients were more likely to have a family 
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history of analgesic abuse, alcoholism and 
psychiatric disorder. Almost all showed evidence 
of personality disorder or neurosis, and 25 had 
had previous psychiatric treatment. They were 
also prone to abuse other drugs, to take daily 
purgatives and to smoke excessively. 
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ABSTRACT 


The Nyctohemeral Rhythm of Plasma Cortisol 
in Mental Illness in Nigerians 


By B. KWAKU ADADEVOH and TOLANI ASUNI 


Reports on adrenocortical function in mental illness 
have been conflicting, and there has been a failure to 
replicate results, especially with plasma cortisol 
measurements (Gibbons, 1968; Segraves, 1970; 
and Franzen, 1971). Also, the study of particular 
diagnostic categories of patients appears to introduce 
a sampling bias, whilst isolated measurements 
usually fail to assess hypothalamo-pituitaryadrenal 
function. We have therefore undertaken a blind 
assessment study of the nyctohemeral rhythm of 
plasma cortisol in Nigerian inmates of the Aro 
Neuropsychiatric Hospital and Lantoro Institution in 
Abeokuta, which operate respectively as open and 
closed treatment centres (Asuni, 1967). 

Blood samples taken with minimum disturbance in 
the morning, 8 a.m. to 10 a.m., and at midnight were 
analysed from 202 patients; 147 males and 55 females. 
They were aged 16-65, most being 20-40 years old. 
Cortisol was measured fluorimetrically in duplicate 
(Adadevoh, 1968) in plasma samples obtained soon 
after blood collection. At the end of the analysis the 
authors met and reviewed each patient’s records, 
diagnosis, treatment, the last recorded psychiatric 
condition within the preceding week and the length of 
stay in hospital at the time of blood collection. 

Table I gives the plasma cortisol levels. The 
majority had schizophrenia: undifferentiated in 115, 
catatonic in 22 and paranoid type in 27. Ten patients 
were diagnosed as mania. 

Plasma cortisol levels in the whole group were 
higher than previously reported in normal Nigerians 
(see Table I). In depression, the levels obtained were 
higher than reported by others, and, contrary to 
previous reports, 5 of the 12 patients (42 per cent) 
had a reversal of the nyctohemeral rhythm. In the 
whole group, reversed rhythm occurred in 64 patients 
(32 per cent). There was a tendency for high cortisol 
levels to occur in association with a reversed rhythm, 
as was observed with paranoid schizophrenia and 
depression. However, in a group of 16 patients with 
toxic psychosis, hysterical mutism, psychosis associa- 
ted with Indian hemp, amphetamine and injury, 
psychoneuresis, manic-depressive psychosis and 
anxiety state, high levels occurred with normal 
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TABLE 1 





Higher Morning Higher Midnight 








Patients No. values* No. values 

Males 104 25410 12-447 43 1848 28411 
(11-53) (2-34) (5-36) (10—50) 

Females 34 31:13 15-6 21 26412 41418 
(13-60) (5-28) (8-60) (15-75) 





* pgí100 ml., Means:-SD, Morning values; midnight 
values shown. Normals (Adadevoh, 1968 and unpublished 
data): 

Morning: M.: 17:24:54 (6:4-25:2) 
F.: 19:0: 4:8 (7:2-29:4) 
Midnight: M.: 8-824 (2:0-16:5) 
F: gebe (2:4-17:5) 


nyctohemeral rhythm irrespective of the progress in 
the psychiatric state of the illness. In the other 
patients, a fall in plasma cortisol with improvement 
in the mental state was seen, but this was seemingly 
not related to drug therapy. During the study, the 
specific treatment of all patients was similar, consist- 
ing mainly of chlorpromazine, Tryptizol, Stelazine, 
Melleril, short courses of Soneryl and electrocon- 
vulsive therapy. Finally, there was no correlation 
found between the length of stay in hospital and 
cortisol levels or the nyctohemeral rhythm. 

The study dealt mainly with non-chronic mental 
illness, and it is our view that failures to replicate 
results by previous authors may be partly due to 
differences resulting from adjustments arising from 
a long-lasting disturbing situation as in chronic 
mental illnesses (Gibbons, 1968). 
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The Consequences of Unplanned Repatriation 


By AGGREY W. BURKE 


In attempting to resolve the issue of the 
relative importance of environmental and 
genetic factors in mental illness migration 
studies have been inconclusive (Dohrenwend 
and. Dohrenwend, 1969). Among West Indian 
immigrants an increased incidence of mental 
disorder as compared to the native population 
and the population at home has been suggested 
(Hemsi, 1967). Other workers have attached 
great importance to environmental factors in 
explaining the atypical picture of West Indian 
mental illness (Gordon, 1965; Tewfik and 
Okasha, 1965). 

` Nevertheless selection factors seem important 
(Ødegaard, 1932). Thus, Pfister-Ammende 
(1955) found that though refugees had the greatest 
amount of mental disorder repatriates had more 
than a native Swiss population. This investiga- 
tion of certain aspects of the problem has been 
allowed by recent repatriation of West Indian 
mental patients. 


METHODS 

The study was carried out at the only mental 
hospital—Bellevue—in Jamaica. During the 
seven. month period, January to July 1971, 
200 patients (129 male and 71 female) represent- 
ing 13-6 per cent of the total admissions to the 
hospital were seen by the author on an ad- 
mission ward. Of these totals, there were 63 
male and 47 female patients who had been 
admitted to a mental hospital previously. All the 
patients repatriated from England are included 
in this study. There were 16 patients represent- 
ing 14:5 per cent of these latter 110 patients. 
Seven were male (11:1 per cent) and nine 
female (19-1 per cent). All had been admitted 
to mental hospitals in England. Attempts were 
made to gain further information from these 
hospitals in England. 


RESULTS 
The santple was made up predominantly of 
unskilled rural patients who were unemployed 


at the time of the study. Only one patient, a 
trained government worker was employed; she 
was also the only patient living in Kingston. 
Thirteen patients were unskilled. These patients 
were all supported by their families, but in one 
case evidence of rejection was present. 

Only four patients (all female) were married. 
These were distinguished from the other 12 
patients (7 male and 5 female) by being over 
35 at first admission to hospital. A positive 
family history of mental disorder was present 
in six patients (37:5 рег cent). Only one patient 
had a history of mental disorder before emigra- 
tion; this did not necessitate admission. 

The diagnoses in the four married patients 
were depression, neurosyphilis and two cases of 
schizophrenia. All the single patients suffered 
from schizophrenia, and in seven cases (43:8 per 
cent of total) this was thought to be chronic. 
It is of note that the repatriates could be singled 
out from the other patients by their behaviour 
patterns. Often they sat alone, unresponsive to 
music or the attention of other people. They 
were much more like the chronic mental 
hospital patients in England than like mentally 
ill patients in Jamaica. In addition to the one 
case of neurosyphilis, five other patients (single) 
were sero-reactive without evidence of neuro- 
syphilis. Thus syphilis was present in 37:5 per 
cent (six patients). 

Details of hospitalization in England were 
obtained for 12 patients. In none of these was 
there mention of family history, and only one 
case of syphilis was noted. Diagnostic concord- 
ance was present in ten. The other two—a 
schizophrenic and the patient with neuro- 
syphilis—were diagnosed as suffering from 
hysteria and schizophrenia respectively in 
England. Three of the seven chronic sthizo- 
phrenics were similarly diagnosed in England. 
This is of particular interest, as the mean 
duration of time in England before admission 
was 4°3 years, and only six patients broke down 
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within two years. After repatriation 11 cases 
were admitted within two years with a mean of 
2:4 years. Of four patients diagnosed as para- 
noid schizophrenia in England, one only was 
similarly diagnosed in Jamaica. However, it is of 
note that 14 of the 16 patients had paranoid 
delusions. In spite of these findings, no delusions 
or unfavourable statements were made regard- 
ing colour prejudice. Most patients claimed that 
they did not want to leave England, and ten had 
other family members there. Of these, one was 
returning and three expressed the desire to do 
similarly. 


Discussion 


The most important finding of this study is 
that every seventh (14-5 per cent) re-admission 
at the mental hospital in Jamaica is a repatriate 
from England. This impression had been gained 
on another acute admission ward and the 
chronic wards of the hospitals, but had never 
been investigated. 

An unfortunate finding was the attitudes both 
of society and of the patient to returning home 
mentally ill. The stigma attached to this status is 
immense, and it is probable that there can be 
no worse stigma at present. For most people 
emigration involved family sacrifice and the 
expectation of economic and social success. 
Thus when failure in both areas is realized, with 
eventual repatriation, self-esteem is severely 
lowered. This is borne out by the findings of 
unmotivated, depressed chronically ill patients 
who remained ambivalent to being home. This 
may be described as ‘the repatriate syndrome’. 
This suggests a high degree of social isolation in 
spite of apparent family tolerance in most cases. 

One possible motivation for repatriation is 
therapeutic optimism. The reactive paranoid 
nature of mental disorder among West Indians 
(Gordon, 1965; Tewfik and Okasha, 1965), and 
other migrants (Frost, 1938; Tyhurst, 1951; 
Kino, 1951) has been noted. 

Kiev (1963) described the similarity of delu- 
sional content to beliefs among certain West 
Indian patients in England. This difficulty may 
explain the excessive diagnosis of paranoid 
illness by English psychiatrists, but the evidence 
suggests that the reactive theory is still being 
held. 


THE CONSEQUENCES OF UNPLANNED REPATRIATION 


Our findings support the selection hypothesis. 
Most of our patients were single (see Ødegaard, 
1946), and of these 50 per cent probably suffered 
social isolation (see Gerard and Houston, 1953) 
in big city centres in England. Furthermore, 
positive family histories of mental disorder (37:5 
per cent) and syphilis (37-5 per cent) were 
common. The evidence for all cases suggests a 
marked predisposition and offers no support to 
the probable therapeutic value expected of 
repatriation. 

The high rate of chronicity found suggests 
that the need for continuous care was one reason 
for repatriation. However, in view of our 
fndings of a worsening in mental state on return 
home reactive factors seem important then. The 
low incidence of pre-emigration mental disorder, 
and the breakdown rate on migration neverthe- 
less support Gordon's postulate that reactive 
factors have some importance initially. Patient- 
therapist communication difficulties form an- 
other probable aggravating factor suggested from 
our findings. It is of note that Gordon had found 
predominantly negative family histories, and in 
spite of positive histories in 37:5 per cent here 
no English report mentioned this. It therefore 
seems that environmental reactive factors un- 
mask mental illness in the predisposed but have 
more detrimental effects during the process of 
repatriation. 

This study has certain implications for social 
and psychiatric services in the West Indies and 
Britain. The increasing trend of repatriation 
occurs in a setting of poverty and high un- 
employment together with poor rehabilitation 
facilities, Better communication between services 
in both areas may facilitate planned rehabilita- 
tion. In Britain the presence of an increasing 
number of single schizophrenic potential re- 
patriates deserves special attention. It is hoped 
that the facets of the problem discussed here will 
promote further work in the field. 


SUMMARY 


Sixteen mentally ill patients (seven male, nine 
female) with a history of repatriation from 
England and admitted to the mental hospital in 
Jamaica are described. They represented one in 
every seven patients with a history ef previous 
admission to hospital in an ade series. 


BY AGGREY W. BURKE 


Certain reactive features seem likely precipitants 
to unmask an endogenous predisposition to 
illness in these patients. 

No support for optimism about repatriation 
as therapy was found. In fact the mental sequelae 
are accompanied by severe stigma in society and 
a worsening of the mental state. This is typified 
by. depressive features, lack of motivation, 
difficulty in gaining employment and a chronic- 
course— called the repatriate syndrome. Planned 
rehabilitation is recommended for these patients. 
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Capgras Symptoms with an Organic Basis. 
Ву W. A. С. MacCurLUM. 


Since 1923 there have been several publications of 
cases of the ‘delusion of doubles’. Investigators, in 
reviewing their own and past cases, have placed 
emphasis on the Capgras Syndrome occurring in 
functional psychoses. 

Five cases are presented, in three of which the main 
factor was organic and in the other two it seemed at 
least contributory. 

Any case presenting as ‘delusion of doubles’ should 
have special examination for physical lesions, even if 
the condition occurs in an apparently appropriate 
psychodynamic setting. 


W. А. С. MacCullum, M.B., F.R.C.P.I., M.R.C.Psych., 
Consultant Psychiatrist, 

Purdysburn Hospital, 

Saintfield Road, 

Belfast. 


Self-Poisoning in Adolescents. By Н. C. Wuire. 

Fifty consecutive patients aged between 14 and 19 
admitted to a city general hospital after drug over- 
dose were studied. Forty-one were girls. Most cases 
came from social classes IIT and IV, this being a 
rather higher social grouping than for comparable 
adult cases. The proportion of immigrants was nearly 
twice that in the local community, young West 
Indians being over-represented in contrast to their 
elders. Roman Catholics were involved more often 
than expected from controls. Thirty-three patients 
had undergone early separation from parents or 
came from severely disturbed backgrounds. Psycho- 
logical testing revealed a significantly high group 
mean score on the N scale of Eysenck's Personality 
Inventory, while scores on Raven's progressive 
matrices were clustered towards the extremes of the 
distribution. Adverse behavioural reports from school 
were associated with lower intelligence scores than 
those for patients with satisfactory records at similar 
schools. 

Self-poisoning usually occurred after a crisis in 
relations with another person, often over trivial 
matters, Desire for death seldom persisted. Aspirin 
compounds and barbiturates were used most com- 
monly. Thirty-two of the patients showed no formal 
psychiatric *digorder or were assessed as having a 
persgnality disorder. 
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Forty of the patients. were available for review 
after a year. Of these 28 were offered treatment and 
9 failed to attend. Six had taken further overdoses 
requiring hospital admission, 3 showing definite 
deterioration in mental state; 28 were improved. It 
is suggested that self-poisoning in adolescence is 
related to a high level of anxiety arousal, poor 
opportunity for learning problem-solving techniques 
in early life, and increased social tolerance of acting 
out behaviour in the face of frustration. The appeal 
function of such acts may be diminishing. 

Н. C. White, B.Sc., F.R.C.P.E., M.R.C.Psych., 
Consultant Psychiatrist, 

The General Hospital, 

Birmingham, 4. 


A Phenomenological Comparison of Lysergic 
Acid Diethylamide-25 (LSD) and Schizo- 
phrenic States. By Barry С. Youwc. 

This study attempts to make a phenomenological 
comparison of LSD and schizophrenic states. 

The study describes and compares data collected 
from a questionnaire administered in tape-recorded 
interview sessions to LSD, schizophrenic and control 
subjects. 

The sample consisted of 20 LSD subjects, 20 schizo- 
phrenic patients and 20 control subjects aged 14-25 
years. The LSD subjects were those who admitted 
having had five or more LSD experiences. The 
schizophrenic patients had been examined by a 
psychiatrist or psychologist and the diagnosis had 
been confirmed by a second consultant psychiatrist. 
Control subjects were defined as healthy normals who 
denied having any experience with the use of un- 
prescribed drugs. 

The results show some similarities between the 
LSD and schizophrenic states, although many of the 
similarities were contaminated by the fact that the 
control group reported similar phenomena. Signi- 
ficant differences were found between the LSD and 
schizophrenic group on measures of auditory halluci- 
nations, delusions and in the affective nature of the 
experience. 


Barry G. Young, M.A., 
Psychologist, 

Munroe Wing and Clinic, 
Harding House, 

Regina, Saskatchewan. 
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Parent-Child Concordance with Respect to Sex 
and Diagnosis in Schizophrenia and Manic 
Depressive Psychosis. By ANNE POWELL, 
Naucy Тномвом, D. J. HALL апа Linpa WILSON. 

Two important areas of research have stemmed 
from the study of the family as a unit in psychiatric 
research, namely sex concordance and diagnostic 
concordance in psychiatrically impaired first-degree 
relatives, The present study was designed to investi- 
gate these factors further using parent-child pairs as 
the specific unit of study. 

Data from the Psychiatric Case Register for the 
North-East of Scotland covering the period 1963-1970 
were searched, using record linkage techniques, for 
family connections. From these families all the parent- 
child pairs were taken in which either the parent or 
the child was diagnosed as having schizophrenia or 
manic-depressive psychosis; 155 pairs resulted. 

It was found that, firstly, sex concordance for 
female pairs, especially within the diagnosis of manic- 
depression was very high. Secondly, that manic- 
depressive parents produced both manic-depressive 
and schizophrenic offspring, whilst schizophrenic 
parents, although producing schizophrenic offspring, 
did not produce any manic-depressive offspring. 

In view of the current opinion that hereditary 
factors are influential in the development of mental 
diseases, an attempt is made to interpret the findings 
genetically. In addition the need to evolve an expla- 
nation which incorporates gene-environment inter- 
action is elaborated. 

Anne Powell, M.A., 

University of Aberdeen, Dept. of Mental Health, 

Research Unit, Cornhill Road, 

Aberdeen, ABY 22 X. 


Psychosis, Neurosis and Epilepsy: Develop- 
mental and gender related effects and their 
aetiological contributions. By P. FLon- 
HENRY. 


The developmental study of man shows that the 


SYNOPSES OF PAPERS AWAITING PUBLICATION 


male sex is associated with more efficient non- 
dominant hemispheric functions (ie. visuo-spatial 
abilities), whilst the female gender predisposes to 
dominant cerebral superiority (i.e. language or verbal 
abilities). Psychometrical analysis, using the Wechsler 
scales, shows that depressive states, more common in 
females, are associated with preferential decrement of 
performance subscales while psychopathy, in the 
male (and hysteria in the female), is correlated with 
diminished verbal IQ. An increasing body of evi- 
dence, derived from neurological, neurophysiolggical 
and statistical comparisons, in functional psychoses, 
organic psychoses and epileptic psychoses, suggests 
that the schizophrenic syndrome hinges on dominant 
temporo-limbic and the affective psychoses on non- 
dominant temporo-limbic dysfunction. Psychopathic 
states occurring in temporal lobe epilepsy are 
associated with dominant lesions. The peculiar 
sensitivity of the left or dominant hemisphere to 
lateralized injury in the course of convulsive hypoxia, 
holding for males but not for females, has been shown 
to be related to the relative functional underactivity 
of this hemisphere in the male, during critical deve- 
lopmental epochs. Since the female gender рге- 
disposes to pathological depressions and since, 
considering developmental factors and age-incidence 
distribution, the schizophrenic syndrome in its 
broader configuration is preferentially linked to the 
male gender, before the age of 30, as is psychopathy, 
an attempt will be made to integrate these various 
observations. The basic hypothesis is that biologically 
determined, gender related lateralized hemispheric 
dysfunction is one of the crucial parameter deter- 
mining, inter-alia, the subsequent syndromes of 
schizophrenia, pathological affective states, psycho- 
pathy and hysteria. 

P. Flor-Henry, M.D., D.P.M., M.R.C.Psych., 
Consultant Psychiatrist, 

Alberta Hospital, 

Box 307, Edmonton, Canada. 
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Book Reviews 


EPIDEMIOLOGY 
Evaluating a Community Psychiatric Service. 
By J. K. Wine and Амтнел M. Haney. Oxford 
University Press. 1972. Pp. 446. Price £6.50. 

The first generation of psychiatric case-registers in 
Britain is now reaching its early maturity: Aberdeen 
recently produced two volumes of case-register 
studies, and now Wing and Hailey, in collaboration 
with numerous co-workers, report on some of the 
fruits of the Camberwell Register. 

Despite the title, more space is devoted to descrip- 
tion than to evaluation, reflecting the logical priorities 
inherent in any exercise concerned with the needs of 
а community. The scope of the volume is remarkable. 
Local history is sketched in and the community 
served by the Camberwell service is characterized in 
some detail. Against this background, and using an 
epidemiological framework, the organization and 
utilization of the various service facilities are fully 
described. Not only are adult psychiatric and psycho- 
geriatric services considered in detail but special 
sections are devoted to child psychiatry, mental 
subnormality, intensive psychotherapy and the 
deployment of social workers. Throughout there is 
intense concern with the social aspects of the services, 
particularly the quality of care of the long-stay 
patients and those in hostels, the burden carried by 
families and the success of rehabilitation in achieving 
stable employment. There is also a chapter on 
destitution as revealed at the local Reception Centre, 
a grim reminder of what can happen when the 
back-up services prove to be inadequate. Many 
eminently sensible and well-documented comments 
are made on the large overlap between what the 
psychiatric and the social services each aim to provide. 

The question arises as to how much of the Cam- 
berwell experience can be applied elsewhere. By 
direct extrapolation, probably very little. The area is 
unusual in possessing a large research and teaching 
complex, prestigious enough to have influenced the 
D.H.S.S. and local authority into relatively generous 
provision of services. The proposals to create units in 
district general hospitals will have little relevance in 
Camberwell. These are major differences from the 
rest of the country, but the principles of how to 
collect and interpret and utilize data are universal, 
and the book provides a highly instructive example of 
the steps necessary for rational planning. Particularly 


useful are the sections illustrating just how the data 
from the register, and even more so those from the 
special studies which. start from the register but are 
essentially supplementary enquiries, can be translated 
into effective policy decisions. 

There are also implications for national planning, 
if one can use that term for the manner in which 
psychiatric services are changed. The reasoning 
behind the Department’s estimates for future bed 
needs has never been revealed. Until it is, the suspi- 
cion must remain that the plans are based on the 
mistaken hope of saving money, a'parochial view of 
what mental hospitals do, and a failure of Govern- 
ment thinking on the social causes and consequences 
of psychiatric disorder. This volume testifies to the 
energy and skill necessary for even the simplest forms 
of service planning. By comparison, the present 
national policy seems scarcely to belong to the 
rational world. 

There are details, of course, in such an extensive 
collection of work with which one could take issue. 
The distinction between data on persons as distinct 
from events is not always sufficiently clear, and the 
conclusions to be drawn from some of the enquiries 
could perhaps be argued. But these are minor poirits; 
the extraction of the essential gist from the voluminous 
data at the editors! disposal is extremely skilful. 

'The modern psychiatrist can no longer limit his 
concern to how well he serves the patients who 
present to him. He must also question how effectively 
he serves the community of which he is a part. This 
book will be central to his preoccupations. 


NorMAN KREITMAN, 


Aspects of the Epidemiology of Mental Illness; 
Studies in Record Linkage. Edited by J. A. 
Batpwin. Churchill Livingstone, for Little, 
Brown and Company, Boston. 1972. Pp. 226. 
Price £4.25. 

'This book describes the Aberdeen psychiatric case 
register and presents some important aspects of the 
data that have been collected since its beginning in 
1963. Papers using the case register data have 
appeared at intervals since 1965, but this is a major 
collection of contributions from a number of those 
who have worked in the register; between them the 
authors illustrate some of the widely differing pur- 
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poses for which such information can be used. The 
volume is edited by Dr. J. A. Baldwin, who was one 
of the originators of the register and until recently one 
of its main motive forces. The authors point out that 
Aberdeen provides a particularly suitable setting for 
a longitucinal project of this kind, since it is the 
natural medical and academic centre of a compara- 
tively easily defined and unusually static popu- 
lation. 

The descriptions of the register procedures and 
checks make it clear that much effort has been put 
into ensuring the highest possible quality and com- 
pleteness of ‘hard’ or non-clinical data from patients 
and relatives, and the use of a special team of inter- 
viewer/data collectors indicates the care taken with 
this side of the information. This contrasts with the 
comparatively small space given to the discussion of 
the diagnoses collected. From occasional remarks in 
the text it seems likely that the authors are aware of 
the many sources of unreliability and variability in 
routinely collected hospital diagnoses, but nowhere 
do they discuss this important problem or comment 
upon how the quality of psychiatric diagnoses might 
be improved locally so as to begin to be more useful. 
In fact, it seems that they shy away from problems of 
diagnosis, with the result that the chapters with 
headings such as ‘Familial Mental Ilness’ and ‘Mental 
Illness in Married Pairs’ are disappointingly abstract; 
they refer only to contacts with the psychiatric 
services, with no indication of reasons for contact or 
nature of the illnesses concerned. Their data form, of 
course, a necessary preliminary framework within 
which more detailed diagnostic studies may be carried 
out, but a brief discussion of the next (and admittedly 
more dangerous) steps would have been very welcome. 

Overall, however, this is a most useful volume, of 
interest mainly to those working in the field of psychi- 
atric registers and record systems, The detailed consi- 
deration of both practical and general issues con- 
cerning case registers, and the obvious care which 
has gone into the various projects and analyses 
described, also make its study a useful educational 
exercise for those who wish to obtain some idea of 
the work implications of setting up a register. As the 
authors point out, the first year or two are likely to 
be spent in ironing out snags and reaching a satis- 
factory level of reliability and completeness, and 
after about five years there are enough data to 
enable a beginning to be made on proper studies of 
trends-and changes. After that, all register keepers 
are likely to be caught in a trap of their own making, 
for the longer a register continues the more interest- 
ing and useful it becomes. 


Jonn Cooper. 
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Health and Sickness: The Choice of Treatment. 
Perception of Illness and Use of Services in an 
Urban Community. Edited by M. E. J. Waps- 
WORTH, W. J. H. BUTTERFIELD, and R. BLANEY. 
London: Tavistock Publications, 1971. Pp. 114. 
Price £2.00. А 


Interest and speculation about factors that deter- 
mine the demand for medical care are not new. 
Such matters were in evidence among political and 
medical soothsayers long before the Beveridge claim 
that the provision of a National Health Service would 
lead to a decline in disease in the community was 
being challenged by contrary opinion that any 
system of ‘unrestricted’ medical care would lead to 
increased, and probably frivolous demands from the 
populace. The changing pattern of disease and the 
discovery of undeclared morbidity in the community 
have however confounded any subsequent evaluation 
of these simplistic prophesies, but the theoretical 
importance and the practical issues they signify 
remain an essential concern to those involved in the 
planning of Health Services. 

It is also the concern of the authors of this little 
book, in which is described a household survey 
designed principally to establish the extent of ill- 
health, both mental and physical, in the population 
of Bermondsey and Southwark, and the measures 
taken by the individuals to alleviate their symptoms. 

To the psychiatric epidemiologist, the findings 
relating to psychiatric morbidity are, at first sight, 
strikingly high: only 5 per cent of the populace 
reported themselves free of symptoms of any kind, 
and in the 95 per cent who had complaints, the 
second largest group comprised those with psychi- 
atric symptoms. Of the latter, only a fifth had at some 
time consulted their family doctor, and among the 
30 per cent who had received medicine during the 
two wecks preceding the interview two-thirds had 
chosen self-medication. 

It was not the investigators' intention to categorise 
their results into specific psychiatric diagnostic 
entities, and their assessment is based on a rather brief 
check-list of symptoms derived from the Cornell 
Medical Index Health Questionnaire, administered 
by interviewers. The failure to quantify the data more 
accurately must limit any conclusions about the 
size, severity and meaning of such psychiatric ‘mor- 
bidity', and likewise, the differences between those 
who do and those who do not choose to consult à 
doctor for their complaints. Notwithstanding such 
reservations, however, the findings serve as another 
useful reminder of the size beneath the visible iceberg, 
and its urgent need for exploration. A 


e 
Brian НАВУМ, 
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BIOCHEMISTRY 


The Chemistry of Mood, Motivation, and 
Memory. Edited by James L. McGaucu. 
Plenum Press. 1972. Pp. 231. Price $17.00. 


The last ten years has witnessed an explosive growth 
in research in this field of the highest importance to 
psychiatry. This book presents excellent review 
papers in three sections; the chemistry of sexual 
motivation, mood and psychosis, and memory. The 
book is so packed with fascinating material it is 
diffieult to know which to single out for specific 
mention. Kety presents an authoritative review of the 
role of catecholamines in mood, reinforcement and 
memory; Mandell and his co-workers explore what 
they call the ‘second generation’ of explanation and 
theory in Biological Psychiatry, that is that concerned 
with the dynamic adaptive processes of the brain 
involving the level of action of key enzymes such as 
tyrosine hydrolase and tryptophan hydrolase. Lipton 
correlates the new data from the viewpoint of clinical 
psychiatry. Ín the section on memory Agranoff dis- 
cusses his latest experiments using protein synthesis 
inhibitors on memory formation in goldfish, Deutsch 
the role of the cholinergic synapse in memory, and 
Barondes and Squire give a critical review of possible 
chemical mechanisms underlying memory storage. 
More specialized articles include one by Glassman 
et al, on the effect of learning on the turnover of 
radioactive phosphorus in brain, and one by Stein 
et al. presenting their hypothesis linking 6-hydroxy- 
dopamine and certain cases of schizophrenia (which 
in the reviewer's opinion may be more appropriate 
to our understanding of Parkinsonism than of 
schizophrenia). Whalen, Green, McEwen and Levine 
present four useful papers on the role of the neuro- 
endocrine system in controlling sexual behaviour. 

This book illustrates the progress made in neuro- 
science that is beginning to allow psychiatrists to make 
some sense of the diseases with which they deal. For 
example Kety illustrates how our understanding of 
the symptomatology of depression is illuminated by 
the role that biogenic amines in the brain play in 
behaviour. There is good evidence to suggest that 
effective levels of 5НТ and NE are low in depression. 
Since these transmitters appear to control the 
mechanisms underlying mood, positive reinforcement, 
sleep and feeding behaviour, it becomes understand- 
able that disturbances of all these functions are so 
prominent in depressive illness. 

The chapter by Mandell and his co-workers 
illustrates a second chemical insight into psychiatric 
disorders. Clinicians are in general not sufficiently 
aware of tbe dynamic nature of the biochemistry of 


the brain. The general picture of how the brain 
*. 
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works is based on the old ‘nerve net’ models of the 
1950's where learning was supposed to be based on 
small changes in synaptic knobs and there were not 
supposed to be any major differences in the chemistry 
of different people's brains. The picture that emerges 
today is rather different, The brain appears to bein a 
state of constant dynamic flux. 1ts chemical structure 
is continually being renewed—for example it has the 
highest rate of replacement of its proteins of any organ 
in the body. 'The biochemical machinery of the DNA- 
RNA-ribosome system is working full blast, the 
membrane, synapses, receptors and all parts of the 
neuronal machinery are continually being replaced. 
The cell body, which synthesizes these products, 
continually exports them to the synapses by axo- 
plasmic flow. This frenetic activity is continually 
being modulated by hormones of all kinds, hypo- 
thalamic, pituitary, adrenal thyroid, and finer 
controls are exerted by modulation of the level of 
activity of key enzymes controlling the amount of 
neurotransmitters synthesized. It seems quite possible 
that inborn differences in personality structure may 
depend on the expression of the genotype via this 
system. Psychiatrists should be encouraged to think 
how very different, chemically different, people's 
brain may be, rather than to maintain the belief that 
we are all stamped from one common mould and that 
all differences in personality may be ascribed to the 
environment. 

The work on the role of protein synthesis in memory 
formation leads immediately to new possibilities in 
our understanding of the chemical mechanisms under- 
lying the various dementias and to the possibility that 
in the remote future some chemical therapy even 
for these conditions may be developed. The other more 
alarming possibility is that specific ‘memories’ may be 
implanted at will—by feeding the right polypeptide 
for instance. But all this remains very much in the 
future as we are only just scratching the surface of this 
problem. 

Altogether an excellent book that will acquaint 
psychiatrists with these exciting new developments. 


J. К. SuvrHIES. 


Biochemical and Pharmacological Mechanisms 
Underlying Behaviour. By P. B. BRADLEY and 
R. W. BuiMBLECOMBE. Progress in Brain Re- 
search. Vol. 36. Amsterdam: Elsevier. Pp. 203. 
Price Dfi.70.00. 

Neuropharmacology and Behavior. By. V. С. 
Lonco. Reading: W. Н. Freeman. Pp. 184. 
Price £3.30 (cloth), £1.70 (paper). 

"These two books would present opposite problems 
to most clinical psychiatrists. Biochemical and Pharma- 
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ecological Mechanisms underlying Behaviour they would find 
packed with new information carefully assessed and 
well presented, but too difficult to understand. 
Neuropharmacology and Behavior by Longo they could 
read easily on a train and if already reasonably 
informed about drugs they would learn little new. 
It does, however, set out the current situation lucidly 
if rather optimistically in terms of clinical responses. 
It is clinical psychopharmacology seen from the 
laboratory, and also gives current theories of action. 
But there are many alternative sources of this same 
information, so who in particular should buy it? 
I don’t know. 

Biochemical and Pharmacological Mechanisms Under- 
lying Behaviour on the other hand, though yet another 
conference report, would be a good source of informa- 
tion to anyone really wanting to know the state of 
study, of for example, subcellular parts of neurones. 
One who is not a thorough-going dualist must con- 
cede that this will one day have some clinical signi- 
ficance, and educated psychiatrists would want to 
keep any eye on the fascinating developments which 
add information to our knowledge of how parts of 
the neurones work. Unfortunately it is hard work to 
get such knowledge from discussions between experts, 
and the jump in the book from synaptosomes, mito- 
chondria and lysozomes to behaviour leaves one 
aware that psychiatrists will not need to be in too 
great a hurry to catch up scientifically. With this in 
mind, though, it is still a shame that with his lucidity 
(though occasionally noticeably of foreign origin) 
Longo did not in fact review the field of Biochemical 
and Pharmacological Mechanisms Underlying Behaviour 
then, had he done so if not the best of both worlds, 
psychiatrists would have had the best of both books. 


Е. А. JENNER. 


HISTORY 


A History of the Mental Health Services. 
By KATHLEEN Jones. Routledge and Kegan Paul. 
1972. Pp. xiii, 414. Price £5.00. 

Professor Jones’ two books Lunacy, Law and 
Conscience, 1744-1045, and Mental Health and Social 
Policy 1845-1959 have been extensively revised and 
abridged and to them has been added the third 
part of this book, dealing with the period 1946-1971. 
The resulting historical survey of 230 years is one that 
must be read bv all who are concerned with the 
future of the mental health services, which is now 
provokíng so keen a controversy. The model of an 
asylum or mental hospital service which lasted for so 
long is now under attack—as is the role of the 
psychiatrist himself. Will he survive except as a 
handmaid to the social worker—the target for the 
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sociologist, the politician and his own anti-psychiatrist 
colleague? Luckily Professor Jones confesses that there 
are no simple answers, no great conclusions to be 
drawn from her carefui studies of the past two 
centuries. There are simply too many variables, she 
claims, A major trend in one decade dies out in the 
next, forecasts are almost inevitably inaccurate, and 
each generation looks with fresh eyes at the problems 
of mental illness and mental handicap. In an era 
such as the present, the scholarly work characteristic 
of this book is an essential antidote to so much of the 
opinionated and ill-informed ideas that gain currency 
so easily and are held so widely. Required reading for 
members of the Association of Psychiatrists in 
Training. 
Denis Leron. 


The Trade in Lunacy: A Study by Private 
Madhouses in England in the Eighteenth 
and Nineteenth Centuries. Ву W., Lr. PARRY- 
Jones. London: Routledge and Kegan Paul. 
1972. Pp. 361. Price £4.75. 

England’s First State Hospitals and the Metro- 
politan Asylums Board, 1867-1930. By 
GweNpoLINE M. Ayers. London: Wellcome 
Institute of the History of Medicine. 1971. 
Pp. 370. Price £6.30. 

It is a pleasure to welcome Dr. Parry-Jones's 
scholarly work, based on an extensive and meticulous 
study of original material located in many record 
offices and libraries throughout the country. Starting 
from the vantage-point of his position as Lecturer in 
Psychiatry in the University of Oxford and his 
connection with the Warneford Hospital, the author 
examined in detail the unusually complete county 
records relating to two long-since defunct Licensed 
Houses in Oxfordshire, and his research eventually 
developed into a survey of almost all available sources 
for a complete account of how such houses came into 
being, how they proliferated during the period 
under review, what went on in them, and how they 
should be judged. 

In successsive chapters the author covers historical 
and legal aspects of the Licensed House system, the 
personalities of the proprietors, lay and medical, the 
kind of care and treatment patients are known to 
have received, and the evidence concerning abuses 
and defects of the system. 1t is, of course, this last 
chapter that has caught the attention of reviewers in 
the general press, some of whom have expressed 
surprise at the instances of good treatment here 
recorded, a surprise unlikely to be shared by readers 
of this Journal. It has to be remembered that our 
leading specialists, in consultant practice, necessarily 
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had to be associated with either Registered (volun- 
tary) Hospitals or Licensed Houses, these being the 
only ways in which they could have access to in- 
patient beds. What is more significant is the author's 
finding of a high discharge rate; as he rightly says, 
this ‘goes some way towards refuting the accusation 
that private patients were confined . . . beyond the 
point of recovery for the financial gain of the pro- 
prietor or for other corrupt motives’. 

A few minor errors may be pointed out, for the 
recgrd only and without detracting from this re- 
viewer’s intense admiration for Dr. Parry-Jones’s 
work. Voluntary admissions (p. 25) were not confined 
to Licensed Houses; the privilege was extended (by 
legal decision in 1863) to the Registered Hospitals, 
and restrictions on such admissions were removed by 
the 1890 Act. At least one public asylum for the 
‘educated classes’ (p. 24) did come into being at 
Scalebor Park; and elsewhere there were ‘private’ 
sections of county asylums, for example at Claybury 
Hall. Dr. Willis's house at Greatford (still standing) 
is not anywhere near Dunston but in the extreme 
south of Lincolnshire, near Stamford. The article 
quoted by Pargeter in 1792 (p. 222) certainly did 
not do violence to the language by asserting that 
justice was being 'flaunted'; ‘flouted’ would have 
been the right word, but in fact the writer did not 
use either but referred to a ‘prostitution of justice’, 
Finally; it is pleasant to be able to state that besides 
the surviving case-books mentioned on p. 300 there 
are a few others in the library of the Royal College of 
Psychiatrists. 

Dr. Parry-Jones’s conclusion that ‘the application 
of historical data and principles is crucial to the 
understanding of psychiatry’ and that ‘the full 
evaluation of current issues and theories cannot be 
achieved without historical perspective’ is one to 
which this reviewer has for long given support. It is 
much to be hoped that one day Dr. Parry-Jones will 
undertake a similar study, less laborious perhaps, but 
even more rewarding, of the Registered Hospitals, 
most of which are still in existence and have retained 
their own case-books and other records; certainly 
no one could do this more competently. 

Gwendoline Ayers’ book, published in 1971, is in 
the sumptuous format of the Wellcome Institute's 
publications. Forty vears after the demise of the 
Metropolitan Asylums Board, its functions, especially 
in the field of mental care, must be quite unknown 
except to those old enough to recall it or to those who 
happen to be working in hospitals once under its 
control, So it is necessary to explain that it was a 
statutory body, created in 1867, and consisting in the 
main of members elected by the London Poor-Law 
Guardians for the purpose of providing certain 
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services which were best administered in common 
rather than by the separate parishes or unions. 
Primarily these were the hospitals for infectious 
diseases; in course of time this service came to 
include other specialist hospitals, On the psychiatric 
side the Board was to cater for patients of the ‘harm- 
less, chronic and imbecile class’ a miscellaneous group 
hitherto dispersed among the workhouses and not 
considered to need the special facilities of the county 
asylums. For these, two huge institutions, Caterham 
and Leavesden, were run up as cheaply as possible 
in remote situations and (according to the Com- 
missioners’ Annual Reports) were soon filled in- 
discriminately with a population whose condition 
ranged from acute mental illness to no mental dis- 
order at all. It was years before this chaotic state was 
sorted out, and the asylums gradually became largely 
concerned with mental deficiency. 

However, the M.A.B. deserves great credit for its 
creation of the first institutions purposely designed 
for mental defectives (children in the first place) and 
administered by a public authority; these were the 
Darenth Schools (now Darenth Park Hospital) ànd 
later the Fountain Hospital, whose name has outlived 
its ‘temporary’ buildings. To the Board's credit also 
is the breach it made in the rigid lunacy laws by 
obtaining special powers to admit without certifica- 
tion cases of senile dementia to its special 'psycho- 
geriatric’ asylum at Tooting Bec. 

All this is related by Dr. Ayers with much detail 
and with an evident admiration for the subject of 
her study. It is a pity that the statistical tables, taken 
from the Board's reports, are so uninformative 
because of their loose, undefined and inconstant 
diagnostic classifications. The title of the book is also 
hard to understand, for the. M.A.B. institutions, 
though ‘statutory’, were no more ‘State Hospitals’ 
than the Poor-Law Infirmaries or the County Asylums 
which had long preceded them, 


ALEXANDER WALK. 


An Illustrated History of Brain Function. 
By Epwin CLARKE and KrwNETH Dewnurst. 
Sandford Publications Oxford. Pp. 154. Price 
65-50. 

This book has all and more than the title promises, 
The illustrations that the authors, who are both 
medical historians, have unearthed, together with 
the efforts of the publisher, have produced a volume 
more appropriate for the coffee-table than the 
bookshelf, but nevertheless a serious piece of work. 

From antiquity, past Galen and the mediaeval 
preoccupation with the ventricles rather than the 
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substance of the brain, past Gall and phrenology, to 
the controversies of yesterday about cortical localiza- 
tion, the centuries speed by. Comment on the pictures 
is linked by a text that manages to be both erudite 
and intelligible, and there are extensive lists of 
references at the end of each chapter for those who 
might like to delve more deeply. 

In their later chapters the authors concern them- 
selves almost entirely with cortical function, and for 
the most part they deliberately ignore the history of 
ideas about the function of deeper structures. 


ALAN NORTON. 


DEVIANTS 


Dealing with Deviants. By SrUART WhHITELEY, 
Dennw Bricos, and Merryn Turner. Hogarth 
Press. 1972. Pp. 248. Price £3.25. 


This book has three main sections, which describe 
in turn Henderson Hospital at Sutton, Surrey, the 
prison at Chino, in California, and the Norman 
House Hostels. Each of these is in its own way a form 
of therapeutic community seeking to deal with 
certain kinds of social deviants. 

The chapters on Henderson Hospital describe 
clearly the evolution of its treatment methods-—what 
one patient called ‘a crash course in living'—and also 
discuss principles and results. What Stuart Whiteley 
labels the 'creative psychopath' seems to respond best 
to this regime. Dennie Briggs details the establish- 
ment of an active programme of rehabilitation within 
the Califormian penal system, and particularly the 
setting up of therapeutic community practice in 
Chino prison. His description of prisoner groups in 
action makes dramatic reading. It is evident that in 
this setting danger walks hand in hand with thera- 
peutic opportunity, and the difficulties are not 
minimized by the author. Again results are discussed. 
Merfyn Turner writes in a modest and convincing way 
of how and why the first Norman House was opened, 
the developments which followed, and what such a 
‘family setting’ can mean for the homeless inadequate 
recidivist. Finally a plea is made for a unified system 
of managing delinquents, one which would offer 
more recognition of the particular needs of the 
individual and use appropriate levels of care and 
re-education. 

The book is attractively produced and is written 
in an uhassuming way and in non-technical language. 
It proves a description of three important landmarks 
in the recent history of our dealings with deviants. It 
deserves a wide and appreciative readership. 


J. К. W. Morrice. 


BOOK REVIEWS 


CHILDREN 


Diagnosis and Treatment in Clinical Child 
Psychiatry. By Eva A. Frommer. William 
Heinemann Medical Books Limited. Pp. 308. 
Price £5.25. 

It is often very difficult for child psychiatrists to get 
over to medical colleagues (including, alas, many 
general psychiatrists) what they actually do in their 
clinics and in their visits to special establishments. In 
this book Dr. Frommer describes both the practical 
aspects and the philosophy behind her work both in 
the child psychiatric and paediatric units at St. 
Thomas’s and in the schools for the maladjusted with 
which she is associated. 

Many will feel that she gives a highly idiosyn- 
cratic view with the emphasis she lays on depression 
and the use of antidepressants in child psychiatry. 
She disarms much criticm, however, by her insistence 
that the book is very much a personal account and 
by the overall breadth of her views and her concern 
for the children she treats. Her ‘St. Thomas's! view 
of drug therapy is accompanied by her adherence to 
the ideas of Rudolf Steiner. To her, combined 
antidepressant treatment could mean MAOT's taken 
with either tricyclics or eurhythmics. The overall 
effect is of an enthusiastic approach with a lack of 
dogmatism; and the author's honest description of 
the ‘successful’ treatment of two fire-raisers, followed 
by the discovery that it was not in fact they who 
started the fires, seems to give a better description of 
the specialty, with its difficulties and uncertainties 
than do many confidently assertive accounts of 
successful therapy. 

Dr. Frommer hopes that her book will act as a 
stimulus to further enquiry and discussion. I think 
she succeeds in this aim, and most Child Psychiatrists 
will enjoy reading this book and thinking over the 
areas of disagreement. In particular her discussions 
of the psychiatry of the pre-school child should lead 
to greater interest in this field. 

As a book for interested non-psychiatric colleagues, 
a disadvantage is the chapter on the Use of Psycho- 
tropic Drugs in Child Psychiatry. With the detailed 
dosage schedules for antidepressant medication, it 
could be taken that these are accepted regimes which 
could be followed in non-specialized settings. Dr. 
Frommer appears sceptical about the need for 
controlled trials, but it would be premature to en- 
courage the widespread use of these drugs at this 
stage. With modifications in this chapter the book 
could be unhesitatingly recommended to all in- 
terested readers in the medical or social work 
professions. 'The book is most handsomely produced. 


e 
STEPHEN WOLKINQ. 


BOOK REVIEWS 


HUNGER 


Hunger and Satiety in Health and Disease. 
Advances in Psychosomatic Medicine, Volume 7. 
Edited by Е. Reiscuman. Basel: Karger. 1972. 
Pp. 342. Price £14.85. 

'The book is divided into two principal sections, 
the first concerned with the regulation of food intake, 
the second with feeding disorders, obesity and 
anorexia nervosa. The contributions consist mainly 
of extensive reviews. Personal research material is 
inched by some of the authors, who are all authori- 
ties in their own subjects. 

The section dealing with the regulation of food 
intake is of particular interest, because it spans a 
wide range of genetic, neurophysiological and 
hormonal researches conducted principally in animals 
and brings together information not readily available 
to clinicians. Moreover, the presentation is such that 
the relevance of the animal studies to human feeding 
disorders remains apparent. The earlier neuro- 
physiological experiments involving destruction or 
stimulation of different areas of the brain have 
become extended to behavioural studies of the 
pattern of feeding, including the animal’s ‘finickiness’ 
to feeds of different palatability. Views on the regula- 
tion of food intake have become refined and are 
summed up in Kennedy’s account. Short-term and 
long-term mechanisms are thought to interact and 
complement each other; in addition, an inbuilt 
monitoring device is postulated for the regulation of 
the body’s fat reserves. 

In the section on obesity, interesting experiments 
are reported by Nisbett on new-born infants: heavy 
infants already show preferences for sweet food 
mixtures and an inability to overcome the obstacle to 
feeding imposed by a narrow nipple. This is inter- 
preted as indicating an early development of the ‘cue 
résponsiveness’ described in obese adults, and hence 
evidence that obesity is probably more biological 
than social in origin. Penick and Stunkard express a 
guarded optimism in the outcome of the treatment of 
obesity, perhaps improved by methods based on 
behaviour modification and ‘self-help’ groups. 

The last section is on anorexia nervosa and brings 
together recent researches bearing on the clinical 
aspects of this puzzling illness. Perhaps the greatest 
surprise in this book comes from Thoma, an exponent 
of the use of systematic psychotherapy in patients 
with anorexia nervosa. He recommends tube-feeding 
tó restore the patient's nutrition to normal. There is 
no dispute about this aim, but few psychiatrists 
would consider tube-feeding necessary so long as 
good nursing tare is available. 
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As a source of intellectual stimulus and a guide to 
the literature, this book can be highly recommended. 


GERALD RUSSELL. 


TEXTBOOKS 
Lehrbuch der Psychiatrie. By Eucen BLEULER. 
Revised by MawrRED Breuer. 12th edition. 
Springer-Verlag. 1972. Pp. 704. Price DM 78. 

Kraepelin and Freüd were born in 1856, Eugen 
Bleuler in 1857. It is remarkable that Bleuler's text- 
book, first published in 1916, survives and flourishes. 
It is one the great text-books of psychiatry, and its 
qualities are enduring. Kraepelin and Bleuler were 
close friends, for both had been assistants to von 
Gudden, the neuropathologist. Bleuler had written as 
early as 1906 about the Freudian mechanisms in the 
psychoses, and had sent several of his assistants in 
Zürich to visit Freud in Vienna, amongst them Brill, 
who in 1924 translated into English the fourth 
edition. 

Bleuler's text-book brought together Kraepelin's 
nosology (although Bleuler cared little for the 
classification or definition of clinical entities), and 
Freud's psychopathology, but a third ingredient was 
perhaps the most important. Bleuler had learnt to 
know patients at close quarters while he was head of 
the asylum at Rheinau (where he was called ‘Father’ 
by patients and attendants) and later, after Forel's 
retirement, when he was head of the University clinic 
at the Burghólzli. He was interested in what patients 
did rather than in what kind of illness they were 
possessed of. He recognized, as his son Manfred 
remarked, that like the mentally healthy the mentally 
sick have their cares, their needs, their expectations 
and their hopes, of which they tell us even though 
they do it in a pathological manner. 

The 12th edition, brought up to date, again by 
Manfred Bleuler, is a modern text-book worthy of 
the distinguished staff of the Burghólzli, past and 
present. It still has the unity which a single author 
can give it, although there are additions by other 
experts, among them the successors of Manfred 
Bleuler (who succeeded his father). 

With a little knowledge of German it is easy to find 
one's way about the book, and it is a pleasure to 
refer to and browse through it. What is written is not 
for literal learning. but ‘zum Weiterdenken'. It is 
humane, practical, concise and to the point. The 
need for clarity of concepts or for the exposure of a 
lack of clarity, which Eugen Bleuler emphasized in 
his preface to the first edition, is still recognized. 


B. Russet, Davis. 
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Psychiatric Aspects of Medical Practice. Edited 
by B. M. MANDELBROTE and М. С. GELDER. 
London: Staples Press. 1972. Pp. 274. Price £5.95. 


This small book consists of 13 essays by 11 contri- 
butors, several of whom have, as individuals, been 
pioneers in their different fields. Now as members of 
the same psychiatric department, they have com- 
bined as a team in an attempt to express a distinctive 
philosophy of the Oxford clinical school. The topics 
chosen lie mainly outside the narrow range of 
mental illness. They include: individual psycho- 
therapy and the behaviour therapies, a critique of 
services for child psychiatry, psychiatry and sociology 
in the understanding of epilepsy, the psychiatrist in 
the general hospital, the role of psychiatry in the 
treatment of offenders, reproductive function, abor- 
tion, and problems of sexual inadequacy. There are 
three main themes: the developmental approach to 
mental illness, the importance of personal and social 
factors, and the role of psychiatrists in educating the 
non-medical professions, the family and the com- 
munity. 

All the essays deal with issues that are very much 
alive and about which there are often differences of 
opinion. The standard is uniformly high. This book 
can be warmly recommended to all students of 
psychiatry and allied disciplines. 

D. W. K. Kay. 


Psychological Medicine for Students. By Joux 
Portrrr. Churchill Livingstone. 1973. Pp. 294. 
Price £1.50. 

This lucidly written book aims to be comprehensive 
and therein lies one of its faults. Some of the sections, 
such as that on child psychiatry, are so compressed 
that they might better have been omitted. Sur- 
prisingly, there is a chapter on legal aspects but none 
on forensic psychiatry. This must be one of the few 
psychiatric texts that fail to mention McNaughton. 
After an idiosyncratic section on human development, 
with shades of McDougall at times, the author deals 
with the main psychiatric syndromes. He gives a 
particularly helpful account of the principles of their 
management. While the usefulness of psychotropic 
drugs (often in combination) is stressed, other forms 
of treatment are not ignored. The brief section on 
mental subnormality is disappointing because it is 
narrowly  medico-pathological In contrast the 
approach to mental disorder in the elderly is com- 
mendably broad. 

The book is reasonably priced at £1.50. But I 
doubt whether it will outsell its dearer stablemate, 
also directed at students. 

J. L. Сіввомв. 


BOOK REVIEWS 


Psychology. By Harry Е. HarLow, James L. 
McGaucu and Кіснакр F. Тномрзох. Albion 
Publishing Company. 1971. Pp. 481. No price 
stated. 


This book, intended as an introduction to psy- 
chology, is a collation of the more or less independent 
contributions of the three authors, without any 
obvious attempt to submerge the individuality of each. 

The first set of chapters is undoubtedly the most 
important. My reason for this assertion is simple. 
Love. There are few, if any, introductory texts in 
psychology which give such prominence to love. 
These chapters attempt to examine love within the 
‘factual framework of primate affection’ (p. 44). 
With suitable cautions about the problems of gene- 
ralizing from monkeys to man, the exposition 
proceeds. It is entertaining reading, full of observa- 
tions which, with a little stretch of the imagination, 
seem to have great importance for our understanding 
of human development. The problem is to separate 
the wheat from the incessant stylistic and other chaff: 

‘The first scientific essay on mother love was 
strictly Freud (1949); many subsequent essays 
have been strictly fraud. ...... One analyst did 
believe he could go back to the womb, but this 
was Rank (1952) folly’ (р. 45). 

‘All homes hope for happiness, and all nurseries 
need neatness and nicety? (p. 74). 5 

‘It appears, for example, that if young female 
monkeys are not chased early, they remain chaste 
forever’ (p. 80). 

For those who find this style palatable, Chapters 3 
and 4 represent a useful if somewhat speculative 
attempt to assemble some of the research on primates 
into an integrated account of the development and 
role of love in behaviour. 

The remaining chapters cover such topics as 
Heredity, Sensory-Motor Integration, Motivation, 
Intelligence, etc.—in effect nearly all the ingredients 
necessary for a simple introductory text in psy- 
chology. They are well presented, up to date, and 
liberally illustrated. The weakest chapter is the last, 
devoted to ‘Personality and Abnormal Behaviour’, 
It presents a view of psychopathology which is, in 
parts, somewhat narrow and oversimplified: 

‘The persistence of negativism into adult forms of 
disturbance is seen in the passive-resistance nature 
of many neurotic behavior patterns. It reaches an 
extreme form in the catatonic schizophrenic, who 
literally will not do anything, even move his own 
body’ (р. 437). І 
Provided this is not the only introductory text used, 

I would regard it as worth recommending jo students. 


M. BERGER. 





BOOK REVIEWS 


WARD INTERACTION 


Patient-Nurse Interaction. By Annie Т. ALTSCHUL. 
Churchill Livingstone. 1972. Pp. 235. Price 
£2.00. 


This book is an account of a study which explores 
the kinds of relationships nurses form with patients. 
The author, who is now a lecturer in Nursing Studies 
in Edinburgh and was formerly a psychiatric nurse- 
tutor, spent time on four acute psychiatric wards in 
an Edinburgh hospital. She took the role of parti- 
cipafit-observer, noting what went on between nurses 
and patients and taking part in ward meetings. She 
focused her attention on interactions between one 
nurse and one patient lasting longer than three 
minutes. A soon as possible after each interaction the 
nurse was asked for information about it and when 
the period of observation was over all nurses and 
patients were interviewed. 

Sociograms are presented which show that some 
nurses and some patients had much higher inter- 
action rates than others. Patients with organic mental 
disorders took up a disproportionately large per- 
centage of interaction time compared with those in 
other diagnostic categories. Patients who were 
physically ill as well as psychiatrically ill had high 
rates of interaction time. Furthermore, about one 
third of all interactions recorded related to physical 
care of some sort, such as bathing, feeding, and bed- 
making. The author points out that nursing training 
is still firmly based on care of the patient’s physical 
needs, and that nurses may require the pretext of 
physical care to spend time with the patient. As a 
further indication of this emphasis during training, 
none of the nurses seemed to have any treatment 
ideology which might prompt them in forming 
relationships with patients. The predominant ethos 
mentioned was that of ‘common sense’, which often 
led to the expression of contradictory aims. In fact, 
very few intense relationships developed between 
nurses and patients. This may or may not be a good 
thing but, as the author concludes, the situation 
warrants more investigation and discussion, and 
further studies along the lines of this one would be 
very valuable. 

J. Lerr. 


PSYCHODYNAMICS 


Introduction to the Work of Melanie Klein. 
By Hanna Secar. London: The Hogarth Press. 
1973. Pp. 144. Price £2.00. 

This is a*rqvised and slightly enlarged edition of a 
book that first appeared about a decade ago and was 


. 
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itself derived from lectures given to trainees at the 
London Institute of Psychoanalysis. Such trainees 
would presumably read the book in conjunction with 
Mrs. Klein’s own writings. Others, such as embryo 
eclectic psychiatrists interested in but not un- 
conditionally committed to analytic ways of thought 
and talk, might have considerable difficulty in making 
sense of Mrs. Klein herself—without Mrs. Segal's 
work. The glossary of terms at the end of this book is 
a must; some comprehension of the terms included 
therein is essential for every trainee psychiatrist, as 
there can be no doubt of the possible relevance of 
such notions as 'depressive position', 'paranoid- 
schizoid position’, ‘projective identification’ and 
‘manic defence’, to mention four ‘Kleinian’ concepts. 
Whatever one may think of the way Mrs. Klein 
apparently derived her ideas, making inferences 
from what was at the time an idiosyncratic approach 
to young children, they frequently seem to clarify a 
wide range of clinical situations. Some may be 
amenable to empirical scientific study, a point which 
may appeal to those who tend to regard psycho- 
analytic concepts as uninvestigatable. 


J. P. WATSON, 


Freud: the Man, his Role, his Influence. Edited 
by JoNATHAN Милек. Weidenfeld and Nichol- 
son. 1972. Pp. 180. Price £3.75. 


Jonathan Miller has drawn together ‘a set of 
scattered tangents, each one drawn in search of a 
hypothetical circumference. of Freudian influence’. 
The essays by various authorities which are collected 
here range from Freud, the Viennese Jew, to Freud 
and Marx, Freud and philosophy, the decolonization 
of mankind, and surrealist painting. Inevitably the 
book is a lucky dip. There are particularly interesting 
vignettes of Central Éuropean life in the 60 years 
around the beginning of this century. There are also 
many captivating photographs and paintings of 
events close to and remote from Freud. 

Perhaps one of the most penetrating comments is 
made by Jonathan Miller in his foreword: *. . . one is 
left with the uneasy feeling that the insights of Freud 
have more in common with the intuitions of art than 
with the disciplines of physical science, and that, 
while Freud himself hoped to see most of his proposals 
finally incorporated. into the growing body of bio- 
physics, it is possible that he may have seriously mis- 
identified the logical status of his own enterprise’. 

The volume is beautifully produced and could 
grace manv a coffee table. 


Isaac Marks. 


| | 
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Progress in Group and Family Therapy. Edited 
by Currorp J. Sacer and HELEN SINGER 
КАРАМ. London: Butterworth, for Brunner/ 
Mazel, New York. 1972. Pp. 935. Price £12.50. 


This major work of 935 pages, the first of a pro- 
spective series, consists of 52 chapters, of which 28 
have been previously published and 24 are original 
contributions. It covers five main areas: Group 
Therapy; Family Therapy; Treatment of Marital 
and Sexual Problems; Special Patient Populations; 
Applications and Extensions of Group Processes. 
The editors are aware that such a book could become 
a pot pourri of disconnected ideas and practices; thus 
they have taken great pains, successfully, to produce 
unity and connection by careful selection and 
grouping, and by introducing appropriate original 
material; they have also written an excellently 
conceived general introduction and a commentary for 
each area and section. As one would expect from the 
reputation of the editors, they are manifestly in touch 
with the work in progress in the field of group therapy. 

As is inevitable in an American work, many 
chapters have a psychoanalytic background. How- 
ever, contemporary conceptual models aspiring to 
greater effectiveness are liberally represented— 
General Systems Theory, Group Process, Learning 
Theory, Gestalt Therapy, Transactional Analysis, 
Encounter Groups, Touch Therapy. The book covers 
all age groups. 

Of special interest to the reviewer was Nathan 
Ackerman's last formulation on family therapy, an 
analysis of the My Lai massacre by Richard Rabkin, 
multiple family therapy by Peter Laqueur, the 
treatment of human sexual dysfunctions by Masters 
and Johnson and an experiment in police training 
by Morton Bard. The volume is a handsome produc- 
tion. It would have gained from an index. All 
psychiatrists are, or should be, psychotherapists, and 
they all will require access to this superb overview 
of the field of group processes. 


Jonn С. Howzrrs. 


GERIATRICS 


Bibliographia Geronto-psychiatrica. Edited by 
C. MütLER. Verlag Hans Huber Bern. 1973. 
Pp. 448. Price not stated. 


One of the few university departments of psychi- 
atry with a research interest in geriatric problems is 
that of Lausanne. Under the chairmanship of 
Professor Christian Miller the world literature has 
been scanned for some years for publications in 
geronto-psychiatry. He and his collaborators have 
now made the results of their labours generally 


available to the tune of some 6,500 references. 
Included are important publications before 1900, 
most of them largely of historical importance. The 
bibliography is then carried forward up to and 
including 1971. References are arranged by authors 
in alphabetical order, and where the paper or book 
has several authors it can be found only under the 
name of the first. 'There is, however, a subject index 
comprising some 60 items. On a random check, this 
reviewer was able to trace all the references he was 
looking for. Entries are either in the original Western 
European language or in English. The introduction 
and headings are in English, German and French. 

It is hoped that this volume will find its way into 
libraries used by psychiatrists all over the world, and 
that in this way the editor will be encouraged to 
continue his valuable work into the future. 


Ferix Posr. 


SCIENCE AND ANTI-SCIENCE 


Civilization and Science: In Conflict or Collabora- 
tion? A Ciba Foundation Symposium, Elsevier/ 
Excerpta Medica/North Holland. 1972. Pp. 227. 
Price Dfl.29.00. 

Understandably preoccupied as they have been 
with contemporary assaults on their professional 
identity, psychiatrists have not always appreciated 
that what has come to be called ‘anti-psychiatry’ is 
merely one aspect of the larger movement of 'anti- 
science’, They can learn something about this 
important modern trend from this Ciba Foundation 
Symposium, which in 1971 brought together a group 
of distinguished scientists, academics, politicians and 
civil servants to discuss the problem and its implica- 
tions. As Professor Stephen Toulmin points out, 
'anti-science' is historically a recurrent phenomenon 
with five characteristics: the general themes of 
humanism, individualism and imagination, the 
emphasis on quality against quantity, and the attack 
on the abstract nature of scientific concepts. The edge 
to the current phase of the cycle, however, is the 
relatively recent emergence of science as a major 
political rsue in itself, a development which has 
prompted Dr. Bronowski’s call for the disestablish- 
ment of science from government. These and many 
other related matters are discussed knowledgeably 
and sometimes authoritatively; but, as the chairman 
concludes in his summing up, they are all ‘dwarfed by 
this one reality; that an overwhelming proportion of 
all scientific expenditure and efforts in manpower, 
money and facilities is used to attain goals of which 
scientists ought not to approve or which they should 
at least question seriously’. e 
MICHAEL SHEPHERR. 


BOOK REVIEWS 


SUBNORMALITY 


The Mentally Subnormal: Social Work 
Approaches (2nd edition). Edited by Mar- 
GARET Apams and Howanp Lovejoy. William 
. Heinemann Medical Books Ltd. 1972. Pp. 296. 


Price £3.50. 


The specialist mental welfare officer has, as every- 
one knows, like the experienced clinical nurse, been 
promoted to higher levels. His professional expertise 
has to be rediscovered by a new generation of generic 
social workers who might all too easily believe that 
the mentally handicapped are an unrewarding lot on 
which to exercise case-work skills. This book does a 
great deal to dispel such nihilistic attitudes, and to 
present the mentally handicapped as people with 
problems to be solved or ameliorated by orthodox 
social work. It takes a sensible view of the needs of 
the total family, and points out the danger of the 
professional worker's becoming too committed to 
one course of action, such as keeping a child at home 
at all costs, thus increasing the pressure on the family 
and making rational decisions more difficult. 

As befits social workers dealing essentially with the 
practical realities of present service deficiences, and 
yet interested in the plan to shift future emphasis to 
community-based facilities, the main authors manage 
to strike a nice balance between current practice 

БД 
and future hopes. They stress the importance of 
improving and maintaining the service given by 
subnormality hospitals whilst community residential 
care is being expanded, and outline the role of the 
social worker in both settings. 

A useful attempt is made throughout to promote 
sympathetic understanding of the difficulties en- 
countered by the mentally handicapped of different 
degrees of severity, at different ages, and in various 
life situations. Practical guidance is given as to how 
the social worker should approach each type of 
problem. Case histories are used sparingly, and on 
the whole illuminate the textual points well. In- 
evitably, of course, such retrospective synoptic 
accounts make case-work sound much easier than it is 
in practice. 

I have no doubt that this book serves to fill an 
important need in the education of social workers, 
who will necessarilly have to shoulder an increasing 
load of community work with the mentally handi- 
capped in the next decade. It will be useful to health 
visitors, family doctors, school medical officers, 
paediatricians and general psychiatrists for the same 
reason, and is essential reading for trainee specialists 
in mental handicap. 

е 


о Jack Bavin. 
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Art and Science. By Dorr Riser. London: 
Studio Vista. 1972. Pp. 96. 44 black and white 
illust. including photographs. Price 95p (paper- 
back); £1.90 (cloth). 


In this small and well-illustrated book, a psycholo- 
gist attempts to review the similarities between science 
and art. He takes two themes: the similarity of the 
creative process and the production by artists of 
designs very similar to natural shapes. Both of these 
he ascribes to the unconscious, citing Poincaré on the 
creative process in mathematics involving ‘a period 
during which the unconscious mind seems to be 
active’, and Redon: ‘Nothing is achieved in art by will 
alone; everything is achieved by docile submission to 
the advent of the unconscious’. 

The author's argument is not always clear as to 
these parallels, and we are not helped by a lot of 
very loose sentences, such as ‘The eyes are the means 
by which images conceived by the human mind can 
be materialized in tangible form’. His is a simplistic 
approach. He does not draw attention to one funda- 
mental similarity between science and art which we 
must grasp in order to understand the differences. 
They are both artificial. They are both human ways 
of imposing order on nature. Science does this so as to 
understand and control it, to bend it to the benefit of 
man. The intentions of art are to understand and 
interpret it, also to the benefit of man. Therefore both 
scientists and artists appreciate nature: their appre- 
ciations are different because their ends are different. 

This, rather than unconscious imagery, explains 
why art forms imitate natural forms. The artist, like 
the scientist, explores nature and, as scientific 
advances reveal more and more of nature's structure 
and patterns, so the artist increasingly involves him- 
self with these forms. We now know, moreover, since 
Darwin, how nature and science have evolved similar 
engineering patterns, latticework arrangements for 
maximum strength, for instance. Thanks to Darwin 
we can explain the similarity. The author lays much 
stress on the use of such patterns in art. The artist has 
copied them from the scientist, but surely need not 
stand in wonderment any longer on finding them in 
nature. 

This book is interesting but not penetrating. It does 
not have the sweep.and force of C. H. Waddington's 
Behind Appearances (Edinburgh University Press, 1969), 
but it is very easy to read. Intelligent older school- 
children and even some University students seeking 
links between the many intellectual stimuli they are 
getting would enjoy this book. 

Меп. KesskL. 
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AFRICA 


The Mind of Man in Africa. By J. C. Carothers. 
Tom Stacey. 1972. Pp. 192. Price £2.50. 


Dr. Carothers, on the basis of many years psychi- 
atric practice in Kenya and of extensive reading, 
attempts to examine the possible influence of climate, 
geography, disease, social structure, culture and 
nutrition on the life styles, mental attitudes and 
psychiatric illnesses of the motley collection of peoples 
living south of the Sahara; he necessarily makes 
broad generalizations. One theme that runs through 
his book is that there are genetically determined 
mental differences between Africans and Caucasians 
for which he calls on the evidence from North 
America as well as Africa. One example of these 
differences is the African’s ‘ear’ culture as opposed to 
the European’s ‘eye’ culture. 

Dr. Carothers has read widely in the writings of 
anthropologists, historians etc. of many nationalities, 
who have described the possible reasons for the 
differences between the African and European mind, 
both in sickness and in health. Curiously, however, he 
omits to mention the most powerful influence on the 
minds and lives of even the most primitive tribes, 
that is the Colonial experience, which has been to 
some extent in force ever since European and Arab 
conquerors came among the Africans. One wonders, 
in this connection, why no reference is made to the 
writings of a gifted and percipient writer on this 
topic, Franz Fanon, himself a psychiatrist. 

Dr. Carothers’ book is interesting and easy to read. 
He has done us a service in pointing out the enormous 
lacunae in our knowledge about the mind of the 
African. 

PETER BROOK. 


MYSTICISM 


The Psychology of Religious Mysticism. By 
James H. Leusa. Kegan Paul, Trench, Trübner. 
1925. Reprinted in 1972 by Routledge and 
Kegan Paul. Pp. 336. Price £4.00. 


The reprinting of this book nearly fifty years after 
its initial publication is another manifestation of the 
recent upsurge of interest in extraordinary mental and 
emotional experiences. The detailed case histories will 
be helpful to those concerned primarily with Christian 
mysticism, but some readers will object to the relega- 
tion of Yoga-induced experience, along with other 
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Eastern mysticism, to a more primitive, less advanced 
category. For those who have had mystical, hallucina- 
tory, or drug-induced experiences of their own, the 
case histories and the author’s comments, will be 
interesting. Psychiatrists and others who are secking 
deeper understanding of the physiological and 
psychological background of experiences now called 
mystical will find food for thought in this book. 
I suspect, however, that for those who wish to assess 
the extent to which mystical experiences correspond 
with some external reality this book will be dis- 
appointing. The author's tendency to take’ the 
supernatural for granted may well have inhibited his 
capacity to assess the extraordinary experiences he 
describes in terms of mental and emotional mal- 
function. Although we cannot brush aside all the 
experiences of Christian and other mystics as hallu- 
cinations unrelated to realities outside the individuals’ 
experience, we surely have grounds to consider this 
as a likely possibility. And the author doesn't really 
help the modern reader to do this effectively. 
Rosert BicELow 


VIOLENCE 


The Challenge of Violence. Edited by DEREK 
Ricuter. Tadworth: Ardua Press. 1972. Pp. 174. 
Price £1.90. 

*What can the ordinary person do about*violence 
and маг?” asks the dust cover of this motley collection 
of articles. "This book gives the answers’, it goes on. 
Unfortunately it does nothing of the sort. It gives 
instead a variety of opinions about violence, student 
strife, the international arms race, Amnesty Inter- 
national and the Voice of Women. I particularly 
enjoyed the article by Geraldine Lack which stresses 
the importance of education in forming the values 
and beliefs of society, and the final contribution by 
Sir Geoffrey Vickers on the containment of conflict, 
in which he analyses the methods we already use to 
prevent conflicts becoming violent and suggests 
reasons why these methods sometimes fail. The 
psychiatric contribution by Dr. Derek Richter (the 
editor) disappointed me, as it tended to be a string of 
impressions unsupported by evidence, with a pre- 
occupation about battles between ‘Establishments’ 
and 'ordinary people'. Most readers will find some- 
thing of interest, but not, I fear, a coherent under- 
standing of the challenge of violence. 

Jonn Gunn. 
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PSYCHIATRY 
Modern Synopsis of the Comprehensive Textbook 
of Psychiatry. Edited by Avrrep M. FREEDMAN, 
Навор I. КАРАМ and Benjamin J. Sapock. 
Churchill-Livingstone, for Williams & Wilkins Company. 
Frice £7.25. 


PSYCHOTHERAPY 

Psychotherapy: Experience, Behavior, Mentation, 
Communication, Culture, Sexuality, and Clini- 
cal Practice. By Donan J. Howmes. Churchill- 
Livingstone, for Little, Brown and Company. Price £7.00. 

Direct Psychotherapy: 28 American Originals. 
Edited by Rarmon-Rav M. Jurjevicn. Volumes 
One and Two. University of Miami Press. Price $35.00 
for two-volume set. 


PSYCHOPATHOLOGY 
Psychopathology: Contributions from the Social, 
Behavioral and Biological Sciences. Edited by 


Murm: Hammer, Конт SaLziNGER AND SAMUEL 
Sutton. John Wiley. Price £9.50. 


PSYCHOLOGY 


The Computer in Psychology. Edited by Micuaet J. 
Артек and George WisrBy. John Wiley. Price £5.50. 


SEXOLOGY 
The Female Orgasm. By Seymour Енев. Allen Lane. 
Price £5.00. 
CRIMINOLOGY 


The. Trial of Ian Brady and Myra Hindley (Moors 
"s Murder Case). Edited by Jonaruan GOODMAN. 
David and Charles. Price £4.75. 
Crime or Disease? By Амтнохү Frew. Macmillan. 
Price £2.20. 


SOCIAL WORK 
Communication in Social Work. By Perer В. Day. 
Pergamon Press. Price £2.75. 


THE FAMILY 
Soul Murder: Persecution in the Family. By Morton 
ScnaTzMAN. Allen Lane. Price £2.50. 


* A BIOGRAPHY AND TWO FESTSSCHRIFTS 
Emile Durkheim: His Life and Work. By STEVEN 
Luxes. Allen Lane. Price £6.50. 
Clinician and Therapist: Selected Papers of Robert P. 
Knight. Edited by Sruagr С. Милев. Harper and 
Row, for Baste Books. Price £3.75. 
kd 
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Research in Comprehensive Psychiatry: A Fests- 
schrift for Ralph М. Patterson. Edited by 
Навогр GorpwaAN. Ohio State. University College: of 
Medicine. No price stated. 


CHILDREN 

Person Perception in Childhood and Adolescence. 
By W. J. LivesteY and D. B. BRowrev. John Wiley. 
Price £5.50. : 

Stresses in Children. Edited by Укр. P. Varma. 
University of Landon Press. Price £2.80 (boards), 
£1.40 (soft cover). | : 

Mental Development Evaluation of the Pediatric 
Patient. By Lawrence C. Hartiace and Davrp 6. 
Lucas. Charles C. Thomas. Price $6.50. 

Child Psychiatry in the Soviet Union: Preliminary 
Observations. By Nancy Rortiws. Oxford University 
Press, for Harvard University Press. Price £6.50. 

Sound and Sign: Childhood Deafness and Mental 
Health. By Hupe S. SCHLESINGER and KATHRYN Р. 
Mzapow. University of California Press. Price £4.50. 

Care of the Child with Spina Bifida; Standing Medical 
Advisory Committee for the Central Health Services 
Council, the Secretary of State for Social Services, 
and the Secretary of State for Wales. Department of 
Health and Social Security, No price stated. 


ADOLESCENTS 
Adolescents in School. By CraupE E. Buxton. Yale 
University Press. Price £3.50. 
Activists and Nonactivists: A Psychological Study of 
American College Students. By Larry С, KERPELMAN. 
Behavioral Publications. Price $9.95. 


MENTAL RETARDATION 

Mental Retardation: Environmental Hazards Pro- 
ceedings of Symposia 9, 10.and 11 held at Middlesex 
Hospital Medical School 1971 and 1972, under the 
auspices of the Institute for Research into Mental 
Retardation). Edited. by. BARBARA E. LAYTON. 
Butterworth, for the Institute for Research into Mental 
Retardation. Price £2.50. 


BIOLOGICAL PSYCHIATRY 


Biological Psychiatry. Edited by Joseren MENDELS. 
John Wiley. Price £12.50. 


SCHIZOPHRENIA 
Aversive Maternal Control: A Theory of Schizo- 


phrenic Development. By Аїғвер B. Hensrun, 
Jr. John Wiley. Price £8.00. 
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ADDICTIONS AND DE-ADDICTION 


Marihuana Users and Drug Subcultures. By Bruce D. 
Jonwsow. John Wiley. Price £6.50. 

A Comparison of Two Smoking Typologies. By A. C. 
MoKzeNNELL. Tobacco Research Council Research Paper 
12. Ne price stated. 

Alcoholism and Driving. By Cart J. Ваірсе. Charles C. 
Thomas. Price $7.00. 

The De-Addiction Process: Studies in the De-Addiction 
of Confirmed Heroin Addicts. By Leon Britt. 
Charles C. Thomas. Price $9.50. 


V.LP.s 


The VIP with Psychiatric Impairment; GAP Report 
No. 8s. Group for the Advancement of Psychiatry. Price 
$2.00. 


COMMUNITIES AND ORGANIZATIONS 


Behavioral Threat and Community Response. By 
Winam C. Кнореѕ. Behavioral Publications. Price 
$10.95. 

Prediction of Organizational Behavior. By Norman 
FREDERIKSEN, OLLIE Jensen and ALBERT E. BEATON. 
Pergamon Press. Price £3.75. 

Psychology and Race. Edited by Perer Warson. 
Penguin Education. Price gop. 

Group Training for Individual and Organizational 
Development. Edited by Cary L. Cooper. $. Karger. 
Price £7.60. 


ARCHITECTURE 


Psychiatry and Architecture: Brief for an Architect. 
By C. P. SEAGER. Society of Clinical Psychiatrists. Price 
40р. 


PROCEEDINGS 


Intellectual Functioning in Adults: Papers from 
selected symposia of the Division on Adult Develop- 
ment and Aging at the 76th and 78th Annual 
Meetings of the American Psychiatric Association, 
1968 and 1970. Edited by Lissy Е. Jarvix, CARL 
Essporrer and June E. Brum. Springer, New York. 
Price. $7.50. 

The Challenge of Life: Biomedical Progress and 
Human Values. Proceedings of the Roche Anni- 
versary Symposium, Basle, 1971. Edited by 
Ковккт M. Lunz and Hans Fenr. Birkhduser Verlag, 
Jor Rock Products Limited. No price stated. 

Religious Experience: Its Nature and Function in 
the Human Psyche. Proceedings of the First 
john б. Finch Symposium on Psychology and 
Religion. By Warrer Housron Crank, Н, Newron 
Marosv, James Daane and Aran R. TIPPETT. 
Charles C. Thomas, Price $7.95. 


Many of these books will be reviewed at a later date. 
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ANNUALS 


Annual Progress in Child Psychiatry and Child 
Development, 1972. Edited by SrELLA Cress and 
ALEXANDER THomas. Butlerworths, for Brunner! Mazel. 
Price £6.75. 

Annual Review of the Schizophrenic Syndrome, 1972. 
Edited by Ковевт Cancro. Butterworths, jor Brunner] 
Mazel. Price £8.50. 


A BIBLIOGRAPHY 


Mental Health and Social Change: An Annotated 
Bibliography. Edited by Grorce У. Cotrno. 
National Institute of Mental Health. Price $3.00. 


NEW EDITIONS | 

Modern Clinical Psychiatry. By Lawrence C. Kors, 
W. B. Saunders. Price £5.55 (eighth edition). 

Persuasion and Healing: A Comparative Study of 
Psychotherapy. By Jerome D. FRANK. Johns Hopkins 
University Press. Price £5.65 {originally published 
in 1961). 

The Roots of Individuality: Normal Patterns of Deve- 
lopment in Infancy. By SwyrLe К. ESCALONA, 
Tavistock Publications. Price £1.90 (paperback edition 
of a book originally published in 1968), 

On Death? and Dying. By ErmsasgTH Кӧвікв-Коѕѕ. 
Tavistock Publications. Price £1.30. (Originally 
published, 1970). 

Drugs, Science and Society. By ALan Norton. Fontana. 
Price 75p. (Originally published by Hodder & 
Stoughton, 1969). е 

Social Interaction. Ву MicuaEL AmovLE,. Tavistock 
Publications. Price £1.70. (Originally published by 
Methuen, 1969). 


REPORTS 

Psychogeriatrics: report of a WHO Scientific Group. 
WHO Technical Report Series No. 507. Price дор. 

A Nationwide Survey of Mental Health and Correc- 
tional Institutions for Adult Mentally Dis- 
ordered Offenders. By МпллАМ С. ECKERMAN. 
National Institute of Mental Health. No price stated. 


FROM OVERSEAS 


Mental Health in the Developing World: A Case 
Study in Latin America. By Mario ARGANDONA 
and Ari Kiev. Collier-Macmillen. Price £3.95. 

La Langue Écrite de Enfant. By Jean Simon. Presses 
Universitaires de France. No price stated. 

Neuropsychologie der Angst. By Nits BrRBAUMER, 
Urban and Schwarzenberg, Munich. Price DM. 25.20. 

Verhaltenstherapie: Proceedings of the first meeting of 
the European Association for Behaviour Therapy and 
Modification, Munich 1971. Edited by J. C. BRENGEL- 
MANN and W. Tunner. Urban ©? Schwarzenberg, 
Munich. Price DM 38.00. 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE 


2 THE PSYCHIATRIST IN 
i SEARCH OF A SCIENCE 


Dear Sm, 


May I be permitted to make two comments on the 
admirable paper by Dr. Eliot Slater? (Journal (1972), 
121, 591-8). 

(a) Summarizing Frederick Golla’s reply to 
Mapother's address, though critical of its conclusions, 
Dr. Slater states that ‘no amount of scientific data 
could help us ultimately to know a personality . . г. 
It was Jaspers in particular who had, in his Allgemeine 
Psychopathologie drawn attention to the fact that ‘it 
is a mistake when investigating the individual to act 
as if all our knowledge of him lay at one level, as if 
we had him before us as an object, a single thing 
which we could know as a whole in its causes and 
effects’. Following Kantian lines of thought, Jaspers 
argued That ‘if there were an empirical finality of 
human existence and it could be classed wholly as a 
form of Being which we could explore, there would 
be no freedom’, The definiteness of this conclusion 
arises out of the assertion which it seems to involve 
that ‘the attempt to grasp the individual finally and 
entirely as a whole is bound to fail’. 

In this context one may well refer to the work of 
Scheler (man is not a thing but rather ‘a direction of 
movement of the universe itself, and especially 
Husserl’s famous Crisis lecture in which he criticised 
the ideal of modern science, namely that of mathema- 
tization of nature. Husserl expressed such a position 
when he noted that the possibility of achieving an 
objective scienee of the world might suggest to us ‘the 
idea of a nature which is constructively determinable 
in the same manner in all its other aspects’. It is pre- 
cisely this mathematization or objectification of the 
subject that, according to Husserl, constitutes the 
crisis of European humanity. 

(b) Dr. Slater’s statement that ‘for a fundamental 
and enduring advance, the empiricist has to explain 
the phenomena of a higher level as implied by the 
simpler and more secure laws of a lower level’ seems 
to get support from N. Hartmann’s law of categorical 
stratificatioh. ,The idea of a stratified world gives, 
асофаша to Hartmann, rise to different levels or 





strata of Being, which correspond to the distinction 
between corporeal things, organic bodies, physical 
life, etc. What we are entitled to assert їп this 
hierarchy of forms is that the ‘higher’ levels rest upon 
the ‘lower’ ones, and that, according to Hartmarin's 
law of recurrence, the lower categories are retained 
in the higher ones as their elements, but not vice- 
versa. The most important point, therefore, of 
Dr. Slater's exposition of his problem in this part of 
his paper seems to be confirmed by Hartmann's 
conclusion that *where a higher stratum rears itself 
above a thoroughly determined lower one, it brings 
its own determination with it without suspending 
that of the lower stratum’. 
A. LicHTIGFELD. 
Department of Philosophy, 
University of the Witwatersrand, 
Jan Smuts Avenue, ` 
Johannesburg, 
South Africa. 
REFERENCES | 
Hartmann, N. New Ways of Ontology, translated 1953 by 
R. C. Kuhn, p. 128. Chicago: Regenery Company, 
HussERL, —. The Crisis of European Sciences, translated 1970 
by D. Carr, p. 33 ff. Evanston: Northwestern 
University Press. 
Jaspers, K. General Psychopathology, translated: 1963- by 
J. Hoenig and Marian W, Hamilton. Manchester 
University Press, 


"THE RUNNING TREATMENT’ 


Dear Sir, 


Referring to Dr. Orwin’s article in the February 
number of the Journal (122, 175-9), I should like to 
suggest that another possible mechanism for the 
relief of anxiety by vigorous exercise may be the 
mobilization of liver glycogen and correction of low 
blood sugar. Many mild cases of hypoglycaemia have 
typical phobic anxiety symptoms. 

There may be other mechanisms as well that would 
repay study. I remember how, when I couldn't 
concentrate on the necessary cramming for exams in 
medical school, rünning around the block a few 
times, or reading while walking vigorously, would 
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correct the problem. Maybe it is simply the fresh 
air and oxygen? 

- Some people with attacks of phobic anxiety, panic, 
globus hystericus, hyperventilation etc. respond to 
heavy exercise (vigorous pushups or weight lifting), 
In any case, it diverts their preoccupation with 
themselves, 

L. J. Korxas. 

1279 Third Avenue South, 
Lethbridge, 

Alberta, 
Canada. 


SUICIDE PREVENTION: 
A MYTH OR A MANDATE? 


Drag Sr, 

Tt is possible that Dr. Malleson (1) is right in 
assuming that the suicide rate in Britain is falling 
because of the reduction of toxicity in the gas supply. 
Yet to show the similarity of two curves on a graph is 
not to demonstrate a causal trend. These data are 
open to:soóme alternative interpretations. 

Dr. Malleson does, however, suggest that ‘our thanks 
for Britain's falling suicide rate should probably go 
to Gas Boards and not to suicide prevention pro- 
grammes', 

If Dr. Malleson's thesis is correct, we would expect 
—in the first half of the 1960s at least—an increase in 
those failing to complete suicide by gas poisoning. It 
is crucial to show such an increase if the hypothesis is 
to be sustained that there is an increase in ‘failed 
suicides by gas' as a concomitant of the falling suicide 
rate. I am able to throw some light on this point 
through ап examination of cases of attempted 
suicide: admitted to a casualty department in a 
hospital in the South of England between 1960 and 
1970. 

The following are the proportions of such cases 
using gas as a method admitted in the years which 
I examined: 


1900 — 1962 1964 
12:195 11-69% 8-7% 


1966 
7:976 


1968 


£439. 
5'37o 


1970 
4:855 


This continuous fall in the proportions using gas 
аз а method for parasuicide is not consistent with 
Malleson's. hypothesis. If the falling suicide rate 
were due to the decreasing toxicity of the gas supply, 
there should actually have been a slight increase in 
gas as a method of parasuicide, at least until 1966. 
I suggest that the изе ОЁ gas as a method of self- 
injury has declined in both completed and attempted 
suicide, and that the fall in the rate of completed 
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suicide has been due largely to factors other than 
detoxification of gas. 

CHRISTOPHER BAGLEY. 
Department of Sociology, 
University of Surrey, 
Guildford, Surrey. 


REFERENCES 
1, Matizson, A. (1973). ‘Suicide prevention: a myth or 
a mandate?’ British Journal of Psychiatry, 122, 
238-9. 
2. Bactey, C. (1968). ‘The evaluation of a sujcide 
prevention scheme by an ecological method.' 
Social Science and Medicine, 3, 1-14. 


3. —— (1972). "Doctors, Samaritans and suicide.’ 
British Journal of Psychiatry, News and Notes, August 
PSYCHIATRY AND DISEASE 
Dear Sin, 


I would like to comment on Professor Sir Martin 
Roth's recent paper, ‘Psychiatry and its Critics’ 
(Journal, 1973, 123, 373-8), especially as some of the 
points he raises are relevant to the debate about 
alcoholism being a disease, a subject with which I 
have recently been concerned. 

It is generally acknowledged that one of the 
fundamental aspects of the medical mods! is the 
patient's inability to control the disease directly by 
willpower so that he cannot be held responsible for it. 
Clearly, this is different from the person being held 
accountable for any behaviour which might have 
brought about the acquisition of the disease, or by his 
failure to seek medical advice, thereby prolonging his 
suffering. Psychiatric disorders such as obsessive- 
compulsive behaviour, addictions, etc., as Professor 
Roth points out, are now increasingly perceived as 
socially determined апа therefore beyond the 
personal control of the afflicted individual. If this is 
accepted then the notion that such conditions are 
illnesses may be entertained. However, the point at 
issue is somewhat more complex, for whilst the 
alcoholic, for example, will have more difficulty in 
controlling his drinking behaviour than the social 
drinker, he never loses the power altogether; for 
periods he can and does abstain апа in favourable 
circumstances can probably moderate his intake as 
well. The alcoholic is different from the non-alcoholic 
in having relatively less control over his drinking be- 
haviour, whereas a person with pneumonia or cancer 
has absolutely no control over his disease. 

There is however, another criterion of disease, 
against which claimants to that status сёп be tested 
—the demonstration of an underlying чое 
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relevant physical pathology. It may. be the case duc | 
for some accepted diseases the nature of the path- - 


ology is still obscure, and for others a physical 
concomitant is mistakenly believed to have aetio- 
logical relevance. There is still no certainty about the 
underlying pathology of schizophrenia, depression, 
anxiety, addictions, or any other ‘functional’ psychi- 
atric disorder. That is not to say that such pathologies 
will not eventually be brought to light, but that until 
such a time the argument for any of these conditions 
being a disease in the medical sense is tentative, to say 
the least. Moreover, to claim that psychological 
processes, such as envisaged by the learning theories, 
ultimately have a physical basis is of course true. 
However, the nature of the physical explanation of 
psychological phenomena remains to be elucidated, 
and would not seem to be consistent with the specific 
disease pathologies—inflammation, neoplasia, de- 
generation, etc.—that currently exist. 

Finally, I differ from Professor Roth's view that 
since we cannot as yet hope to reduce the prevalence 
of the ‘functional’ disorders by recommending social 
change there is no harm in continuing to provide 
medical care. I think it has to be faced that while 
society sees one of its most respected and trusted 
institutions—the medical profession—accepting re- 
sponsibility for certain behaviours it will assume the 
‘experts’ know best, and, with its conscience eased, 
expend proportionately less energy in looking at its 
own structure, patterns and processes. By and large 
the medical profession carries out its functions with 
humanity, sensitivity and dedication; it is possible 
that these very qualities so welcome in the short term, 
may defeat our aspirations for the long term. 

Н. HrnsHox. 
Institute of Psychiatry, 
Addiction Research Unit, 
тот Denmark Hill, 
London, SE5 8AF. 


REFERENCE 
Котн, S M. (1973). ‘Psychiatry and its critics.’ Brit. J. 
Psychiat., x22, 373-8. 


DOCTORS' ATTITUDES TO 
HOMOSEXUALITY 


Dear Sir, 


Dr. Philip Morris’s short investigation into homo- 
sexuality (Journal, April 1973, pp. 435-6), is import- 
ant because of the profound depression, often suicidal 
in degree, which results from a broken relationship. 
As a psychotherapist, I have had to deal with a few 
cases, both nfale and female, where the depression was 
most flistressing. If we could pinpoint the cause, we 


should have done a geni s service, at least to some eof 
these unfortunates, — i 


- With regard to « (а) i án the inv esügation; in 4 of - 


my male cases the patient had been abandoned by 
the-mother in infancy and had been brought up by 
the grandmother. There were various reasons for 
this, as illegitimacy, separation by war, mother out 
at work, the whole family out. all day except grand- 
mother who ran the home. 

The impression I got was that grandmothers tend 
to fondle their grandchildren overmuch. The infant 
is a bundle of erotic zones, some more vulnerable 


sexually than others. This is not important in the. 


case of the female child but is devastating in the case 


of the male child, whose instinctual maleness is,” 


albeit unconsciously, affronted. One man described 
it as being ‘smothered among breasts’ 


but the. 


bathing etc. may be injudiciously carried out so that 


the male is unconsciously but surely set against the 
female sex. 
An investigation into the infantile upbringing of 


homosexuals could, perhaps, be useful, and if the. 


cause lies in the area of overpetting of the male by 
the female this might be dealt with satisfactorily by 
proper teaching regarding eroticism in infancy and 
the care needed in regard to it. 

J. H. Тномрѕох 
Newcastle & District Counselling Centre, 
6 West Avenue, 
Gosforth, 
Newcastle upon Tyne, МЕЗ 4ES. 


SERVICES IN THE COMMUNITY 
FOR THE MENTALLY ILL 


DEAR SIR, 





Is the College going to do anything towards 
reversing the deterioration of the personal services in 
the community for the mentally ill which has been 
going on since the implementation of the Social 
Services Act? One realizes that many areas had 
services which were only capable of improvement, but 
in other areas a corps of experienced. workers with a 
vocation has been disbanded, diluted or even ‘frittered 
away’ and replaced by figures on paper representing 
personnel with no knowledge of, or enthusiasm. for, 
the work. This is to the great detriment of the 
patient and his family, not to mention the hospital 
service and its staff. No опе seems to recagnize 
publicly that psychiatrists. need workers in the 
community who can form a close. personal relation- 
ship within their work, with both mental patients 
and psychiatrists, similar to that formed by ward 
sisters and junior colleagues. This is not possible for 
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mental и and it should be seen to. sei with 
equal force to social workers and occupational 
therapists. 
Tt seems. do me that unless what appears to be 
present policy is reversed it will become urgently 
necessary for mental health teams to develop their 
own community services in the form of either domi- 
. ciliary nurses or psychiatric health visitors. I would 
urge the College, if not already doing so, to move 
strongly for a reversal of present social work policy so 
v far as it affects. mental health, or to support the 
setting up of'a new corps of workers in the field with 
a appropriate pay and career structure. 
E. A. Вовкітт. 
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Psychosomatic Glassics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


* Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of 1. A. 
` Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); M. F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 
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ISBN 3—8058—1232—5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Iliness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
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be unaware of the data sources of contemporary psychosomatic medicine. 


S. Karger · Basel - München · Paris - London : New York - Sydney 
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reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
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particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 


5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
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the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 


8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or A4 paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
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the reference. Chapters in books should be treated in the same way as articles in journals. For example: 


1, ABEL-SurrH, B., and Trrmuss, К. M. (1956). The Cost of the National Health Service in England 
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In the body of the paper, references may be by author and date: ‘Abenson (1969)’; or by reference 
number: ‘Abenson (2)', as the author wishes. 


Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 


Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
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10. Fifty reprints of each article are supplied free of charge to the senior author: delivery instruc- 
tions, and orders for additional copies at the same time, must be sent to the printers, Headley Brothers 
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If you do, then you will want to prescribe the advanced formu- 
lation that makes amitriptyline treatment simpler and safer, . 
This is Lentizol, sustained-release amitriptyline. 

Simpler because Lentizol is taken only once a day, at bedtime. 
This simple dosage regimen reduces patient default, makes 
treatment more certain. 

Safer because Lentizol deals with an important presenting 
symptom — insomnia — by concentrating sedative effect during 
the patient's sleeping hours. 

Also, since Lentizol produces the same response at two-thirds 
the dosage of ordinary amitriptyline, the risk of daytime 
drowsiness is reduced. The cost of treatment with Lentizol is 
comparable to ordinary amitriptyline. 

fem relsane бшу Further nita an ed William R. Warner 
М А & Со. vies MM ао Tel: Eastleigh 3131. "Lentizol" із a 


H entizol Н 


sustained release 
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Stereotactic Limbic Leucotomy : Neurophysiological Aspects 
and Operative Technique - 


By DESMOND KELLY, ALAN RICHARDSON and NITA MITCHELL-HEGGS 


Psychosurgery has always been, and is likely 
to remain, a controversial subject. Blind opera- 
tions lack precision and can lead to adverse 
personality changes or other serious side-effects. 
Open surgery is becoming less acceptable 
because of the difficulties of accurately assessing 
the extent of a lesion and its exact location. The 
introduction of stereotactic techniques enables 
far smaller lesions to be placed with a high 
degree of accuracy, and increased knowledge of 
the limbic system has contributed to advances in 


this field. 


Tue FRONTAL LOBE 


The frontal lobe has always been the main 
target area for the surgical relief of mental 
illness, and there have been many reports of 
the beneficial effects produced by lesions re- 
stricted to its lower medial quadrant (Kelly, 
Walter, Mitchell-Heggs and Sargant, 1972). 
Ablation of the posterior orbital cortex produces 
loss of fear and a reduction of aggression in 
higher animals (Livingston et aL, 1948), and 
the clinical series of Knight, who carried out 
620 restricted orbital undercutting operations, 
gave good results in patients with depression 
and anxiety states (Knight and Tredgold, 1955; 
Knight, 1969). His observations showed that it 
was the posterior 2 cm. of this incision which 
appeared to give maximum benefit. Conse- 
quently, Knight (1969) later introduced stereo- 
tactic tractotomy, in which the lesions were 
produced by implanting radioactive yttrium 
in the substantia innominata, under radio- 
logical control. This modification of the pro- 
cedure improved the clinical results and reduced 
the morbidity of the operation, and untoward 
side-effects were found to be negligible (Stróm- 
Olsen and Carlisle, 1971). 

These atiyances of surgery relating to lesions 
within the frontal lobe tended to overshadow 
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the considerable body of information which had 
been growing concerning the areas of brain 
associated more specifically with emotion, 
that is the limbic system. > 


Tue Limeic System 

Papez (1937) postulated that there was ‘a 
harmonious mechanism which may elaborate the 
functions of central emotion, as well as parti- 
cipate in emotional expression’, The anatomical 
structures he considered to be concerned were 
the hypothalamus, anterior thalamic nuclei, hippo- 
campus, cingulate gyrus, and their inter-connections 
(Fig. 1). Since that classic paper was written a 
great deal of work has been carried out, to gain 
more information about the limbic system and 
emotional functions (MacLean, 1970). 

Le Gros Clark (1948) demonstrated an 
important pathway of emotional appreciation 
between the hypothalamus and frontal lobes. 
The pathway relayed in the dorso-medial 
nucleus of the thalamus and ran to the neo- 
cortical agranular areas of the frontal lobes via 
the thalamo-frontal radiation. This suggested 
that the frontal lobe, in its medial part, might be 
the neocortical representative of the limbic 
system. This point was made precisely by Nauta 
(1971), who commented on the multiple associa- 
tions between the frontal lobe and the limbic 
system and its direct connections with the 
hypothalamus. He considered that the reci- 
procity in the anatomical relationship suggested 
that, ‘the frontal cortex both monitors and modulates 
limbic mechanisms’. This very important associa- 
tion between the frontal lobes and the limbic 
system, which has been noted by many observers 
over the last twenty years, may be a partial 
explanation for the concentration of surgery in 
the medial portion of the frontal lobe, as it 
could, modify pathological emotion. Improve- 
ment was, however, most noticeable in the 
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affective disorders only, апа strikingly so in 
patients with anxiety and depression. It is of 
interest, however, that operations performed in 
this area had far less influence on patients with 
obsessional disorders. 


The Papez circuit 

The original Papez circuit was formed by a 
pathway passing from the hippocampus via the fornix 
to the mamillary body, anterior thalamic nucleus, 
cingulate gyrus and then back to the hippocampus 
(Fig. 1). In monkeys, it was found that electrical 





Fic. 1.—Thke Papez Circuit (broken line) passes via the 
cingulum bundle, in the cingulate gyrus, from septum (S) 
to hippocampus, and via fornix to mammillary body (M), 
via mammillothalamic tract to anterior thalamus (AT), 
via anterior thalamic radiations to cingulum bundle. 
The Defence Reaction Circuit (solid line) passes from hypo- 
thalamus (H) via stria terminalis to amygdala, and via 
amygdalo-fugal pathway to hypothalamus, 


stimulation of the anterior cingulate area 24 
leads to autonomic responses of a sort that are 
associated with emotion. These included vocali- 
zation, increased pupillary size, changes in 
respiration and cardiovascular responses; and 
lesions made in this region produced more tame, 
less fearful and less aggressive animals (Smith, 
1944 and 1945; Ward, 1948; Glees et al., 1950). 

As a result of the earlier studies, Fulton 
suggested, at a meeting of the Society of British 
Neurological Surgeons in 1947, that operations 
on the cingulate gyrus in man might be helpful 
in emotional disorders; and in 1948 Sir Hugh 
Cairns performed the first open anterior cingu- 
lectomy. Some of this work was later reviewed 
by Lewin, when he reported on 52 patients who 
had undergone this procedure (1961). He found 
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it to be particularly beneficial in patients suffer- 
ing from obsessional disorders, and it was his 
view that cingulectomy may interrupt a ‘rever- 
berating circuit (Fig. 1) formed by the hippo- 
campus, fornix, mamillary bodies, anterior 
nucleus of thalamus and cingulate gyrus. 

There is, therefore, a somewhat different effect 
from direct surgery on the cingulate area (and, 
therefore, the limbic system) from that obtained 
by operations on.the pre-frontal and oa 
cortical regions, the two techniques Heing 
apparently applicable to different types of 
mental disorder. The close relationship, how- 
ever, both anatomically and physiologically, 
between the two areas of brain, and the simi- 
larity of the autonomic effects obtained by 
stimulation in various parts of both systems, 
require one to look at these aspects in more 
detail. 


The defence reaction in animals 

What may be called the ‘defence reaction circuit? 
(Fig. 1), passes from the amygdala to the hypo- 
thalamus, via the stria terminalis, and again to the 
amygdala via a return pathway (Hilton et al., 1963; 
Nauta, 1961). Stimulation of the hypothalamus, 
stria terminalis, amygdala, and the band con- 
necting amygdala with hypothalamus, produce 
the defence reaction in the cat (Hilton et al., 
1963). With gradual increase in intensity of 
electrical stimulation of the hypothalamus, the 
conscious cat progresses from rest to looking 
alert, then becomes agitated, and finally attacks 
in response to auditory and visual stimuli 
(Abrahams et al, 1960). This behavioural 
pattern is accompanied by changes in respira- 
tion, and an increase in heart rate and muscle 
blood flow, presumably to prepare the animal 
for ‘fight or flight’. The areas which yield the 
most prominent behavioural effects of the 
defence reaction are the regions from which 
the largest muscle vasodilatation is obtained. 
Hilton and his co-workers (1963) found that 
muscle vasodilatation occurs on stimulation 
throughout the defence reaction circuit. Thus 
areas could be defined within the limbic system 
wherein stimulation produced pronounced be- 
havioural effects associated with marked auto- 
nomic changes which could not only pe'observed, 
but could also be measured with accuracy. 
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Emotion AND AUTONOMIC CHANGES IN MAN 


The association. between emotion and the 
autonomic changes produced by electrical 
stimulation of primitive parts of the brain, such 
as the hypothalamus, is well illustrated by Heath 
and Mickle's description of depth electrode 
recordings (1960): ‘Stimulus. to the rostral 
hypothalamus has caused patients to complain 
of marked discomfort with anxiety, tachy- 
cardja, flushing etc., associated with peripheral 
autohomic effects. It is an undesirable sensation.’ 

Anxiety produced by stressful mental arith- 
metic, or by apprehension caused by an intra- 
venous injection, is usually accompanied by 
similar cardiovascular changes, and an increase 
in heart rate and forearm (muscle) blood flow 
is characteristic (Barcroft et al., 1960; Kelly, 
1966; Kelly, Mitchell-Heggs and Sherman, 
1971). Barcroft and his co-workers concluded 
that ‘this lends further support to the idea that 
the haemodynamic reaction produced by mental 
stress in man is identical with the reaction pro- 
duced by stimulation of the hypothalamic zone 
in animals’. Lesions of the postero-medial nucleus 
of the hypothalamus have since been found to 
produce, a reduction of anxiety in disturbed 
patients (Sano, 1966). 

The defence reaction obtained from stimula- 
tion of the amygdala is essentially the same as 
that obtained from the hypothalamus (Magnus 
et al., 1956). Although both are characterized 
by the same behavioural ‘fight or flight’ response 
and autonomic pattern, the amygdaloid reaction 
is typified by the gradual building-up of the 
response during stimulation and persistence after 
discontinuation of the stimulus (MacLean et al., 
- 1953; Hilton et al., 1963). We have obtained 
autonomic responses from the amygdala prior 
to lesion making, and amygdalotomy has 
resulted in the reduction of aggression and 
diminution of restless and destructive behaviour 
in severely disturbed hyperkinetic children 
(Balasubramaniam et al., 1968). 

In a recent review of the physiology of the 
limbic system, Livingston (1969) states that ‘It 
has been clinically established that a variety of 
anatomical lesions of the frontal lobes can 
produce beneficial changes in the affect and 
behaviour of patients suffering from severe 
psychotic and psycho-neurotic disorders. The 
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areas most effective in producing such change 
are discrete regions of the medial and orbital 
frontal cortex. Stimulation of these effective 
frontal areas produced autonomic responses.’ 

We have consistently found changes in respi- 
ration on stimulation of the lower medial quadrant 
of the frontal lobe prior to lesion making (Fig. 2), 
and have often obtained similar responses from 
the anterior cingulate gyrus (Kelly, 1972). This 
again suggests the close association between 
emotional and autonomic pathways, which was 
emphasized by Livingston (1953). Earlier work 
has shown that changes in respiration could be 
obtained by stimulation of the orbital surface 
of the frontal lobe (Livingston et al., 1948). 

Knight (1969) considered that the existing 
evidence indicated that those areas of the fore- 
brain subserving autonomic function also formed 
the background of emotional reaction and 
affective behaviour. This was in keeping with the 
work of Hilton and his colleagues (1963), who 
had shown that the pathway from the amygdala 
to hypothalamus serving the defence reaction 
is analogous with the ventral amygdalo-fugal 
pathway, an anatomical pathway that emerges 
from the amygdala, spreads medially and 
forwards, distributing fibres to the substantia 
innominata, which is the site of Knight's 
tractotomy. The pathway also distributes fibres 
to the lateral pre-optic and hypothalamic 
areas. 

There is, therefore, clinical, physiological and 
experimental evidence of the close associations 
between the orbital cortex of the frontal lobe 
and those parts of the limbic system concerned 
with emotional responses and marked auto- 
nomic reactions. Livingston (1953) considered 
that the effect of leucotomy was to ‘disconnect 
relatively discrete functional areas of the 
orbital and medial frontal cortex from inter- 
mediate limbic circuits’. 


Ілмвіс Leucoromy 
We postulated that if lesions were made to 
interrupt some connections between the frontal 


cortex and the limbic system, and if, in addition, — 


lesions were made in one of the main limbic 
circuits in the anterior cingulate gyrus, improve- 
ment might be obtained in a number of psychi- 
atric conditions. 
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(a) The lower medial quadrant of the frontal 
lobes was chosen as one target site, in order to 
interrupt some fronto-limbic connections (F ig. 
3). Our target site and that of Knight’s operation 
overlap one another, and previous work had 
shown that operations in this area, such as 
modified pre-frontal leucotomy by Harvey 
Jackson (1954) and rostral leucotomy by 
McKissock (1959), had produced substantial 
improvement in depressive illness and anxiety 
neurosis. Clinical improvement was associated 
with a significant reduction in physiological 
arousal, and the group of patients who did best 
clinically had a larger change in *basal forearm 
blood flow and heart rate than the group who 
did less well (Kelly et al., 1966; Kelly et al., 1972). 
It was thought that the reduction in anxiety was 
due to the division of fibres between the pre- 
frontal cortex and the defence reaction centres 
described by Abrahams and Hilton. 

Initially, two lesions, each 8 mm. in diameter, 
were made in the lower medial quadrant of each 
frontal lobe, but these were not sufficient to 
produce a satisfactory therapeutic effect. One 
patient who received this operation was less 
anxious post-operatively, but after one year was 
still moderately incapacitated. In view of this, a 
second operation was performed, this time under 
local anaesthesia. The target site was chosen in 
the rostral part of the anterior cingulate gyrus, 
and when this was electrically stimulated prior 
to lesion-making there was a marked increase in 
heart rate, forearm blood flow, sweat gland 
activity and respiration (Kelly, 1972). 

This evidence of physiological arousal sug- 
gested that an important limbic connection con- 
cerned with the defence reaction was being 
stimulated. In view of this, bilateral cryogenic 
lesions were made at this point and were 
accompanied by a reduction in physiological 
arousal. The patient subsequently became less 
anxious and lost a number of his previous 
phobias. 

Stimulation under local anaesthesia is not 
often possible with anxious patients, but fortu- 
nately, even under general anaesthesia, changes 
in respiration can be readily detected, although 
cardiovascular responses are usually greatly 
modified. Two or three lesions are usually made 
in each lower medial quadrant, under general 
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anaesthesia and with electrical stimulation of the 
агса аз an aid to target location. 

2 (b) The cingulum bundle, which runs above the 
corpus callosum (Fig. 1), was chosen as the site 
of interruption of the Papez circuit for theoretical 
and practical reasons (Fig. 3). MacLean (1958) 
had stated that the medial forebrain bundle and 
its continuation, the cingulum, may be con- 
sidered to be to the limbic system what the 
internal capsule is to the outer convexity of the 
brain. Yakovlev (1965) had noted that! the 
cingulum is a bundle strategically situated to 
mediate activities of the limbic cortex to the 
entire forebrain; and good results have been 
obtained with anterior cingulotomy usi ng stereo- 
tactic lesion placement (Ballantine et al., 1967; 
Hunter Brown et al., 1968). 


Electrical stimulation as an aid to target location 

An important observation is that autonomic 
changes have been obtained from several parts 
of the limbic system during electrical stimula- 
tion prior to lesion production (Kelly, 1972). 
Stimulation of the medial quadrants of the 
frontal lobes has invariably produced changes in 
respiration, which are sometimes accompanied 
by changes in finger pulse amplitude and fore- 
arm blood flow. (Fig. 2). These responses are 
fairly localized, since moving the electrode by as 
little as 4 mm. may be sufficient to lose the 
responses completely, while, on returning to the 
original site, the responses can again be obtained. 
Respiratory changes have also been obtained, 
but less frequently, from the anterior part of the 
cingulate gyrus, immediately in front of the 
anterior horn of the lateral ventricle, and from 
the cingulum bundle at sites 1 and 2 (Figs. 3 
and 4). With stimulation of the amygdala, 
apnoea is readily obtained, and changes in 
heart rate are also seen (Kelly, 1972). This 
tentative evidence suggests that fairly narrow 
autonomic pathways are widely distributed 
throughout those parts of the limbic system 
which we have examined. We postulated, there- 
fore, that if lesions were located in physio- 
logically active target sites, these would be 
beneficial, and that this technique might, in 
addition, enhance the accuracy of lesion place- 
ment. It was assumed from the egperience of 
other workers that autonomic pathways were 
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Fic Lateral X-ray of the skull showing air in the lateral ve ntricles (dark shadow 

and the stereotactic frame in place. The corpus callosum is outlined and lesion sites 1 and 

2 in the anterior cingulate gyrus marked. The pituitary fossa can be seen with a cross at 

the base of the anterior clinoid process. The lower medial quadrant site is 
and 1 cm. above this mark LMO 


I cm, in front 





Fic. 4.—АР view of the skull with air in the lateral ventricles (dark shadow Fh 
cingulate lesions are above the roof of the lateral ventricles, while the lower set of er 
mark the sites of lower medial quadrant lesions in the frontal lobes. 
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often associated with important emotional 
connections, and it was anticipated that division 
of these pathways would result in clinical 
improvement in intractable pathological states, 
without undesirable effects upon normal emo- 
tional feelings. 


SURGICAL TECHNIQUE 


The requirements for psychosurgery are 
safesy, so that the operative mortality is nil or 
nearly so, a low morbidity, and accuracy. This 
necessitates not only spatial accuracy of lesion 
placement but a further parameter for confirm- 
ing lesion situation, in addition to a predictable 
accuracy and reproducibility of lesion size. 
It further requires that the lesion is complete at 
the time of operation and neither diminishes in 
size, nor increases due to subsequent necrosis or 
haemorrhage. 

The majority of modern psychosurgical pro- 
cedures utilize a stereotactic technique, which is 
a method of predetermining the site of the lesion 
in relation to bony or other intracranial land- 
marks. There are an infinite variety of stereo- 
tactic instruments available, of varying degress 
of complexity. The final choice is usually a 
matter of personal preference. 


Procedure 


In the present study, the majority of opera- 
tions have been performed under general 
anaesthesia, using the stereotactic apparatus 
designed by Professor Leksell. This is an open 
geometric frame, suitably graduated, and de- 
signed to be fixed rigidly to the patient's head 
by drill points which pass through the scalp and 
penetrate the outer table of bone. For complete 
sterility a full head shave is necessary. Upon this 
frame, a semi-circular carrier can be mounted 
in such a way that the centre of this coincides 
with the calculated site, for stimulation studies 
or lesion making. The carrier is modified 
according to the type of stimulator or lesion- 
maker to be used. When the frame is fixed to 
the head, a lumbar air encephalogram is per- 
formed to outline the cerebral ventricles and 
main subarachnoid cisterns. X-rays are then 
taken in lateral and antero-posterior projections, 
using a special optical bench which ensures 
consistent relationships between the X-ray tube, 
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patient's head and X-ray film (Figs. 3 and 4). 
The stereotactic frame is shown clearly on these 
films and the graduations on it are easily visible. 
Bilateral burr holes are made just posterior to the 
coronal suture, 3 cm. from the mid-line. 


Target zones ; 

The target zones for lesion-making are 
selected in relation to bony landmarks, or to 
parts of the ventricular system, according to the 
sites involved. The lower medial quadrant 
target zones, in the frontal lobe, usually fall on 
a line between the base of the anterior clinoid 
processes and a point 1 cm. posterior to the tip 
of the frontal horns (Figs. 3 and 4). This zone is 
placed 1 to 1:5 cm. above the anterior fossa 
floor and at distances of 6 and 14 mm. from the 
mid-line of the head. If a third lesion is made in 
the lower medial quadrant the target site is 
5 mm. above the medial lesion shown in 
Fig. 3. 

For lesions in the cingulate area the target 
zones are anterior and posterior. The anterior 
zone is plotted on a vertical line from the base 
of the anterior clinoid process, 5 mm. above the 
roof of the ventricle and at variable distances 
from the mid-line, according to the ventricle 
size (Figs. 3 and 4). The posterior zones are 
plotted 12 to 15 mm. behind the anterior. 
Geometric co-ordinates are then calculated for 
these targets, making due allowance for magni- 
fication factors on the X-ray film. 


Target location 

Having calculated the target zones, electrical 
stimulation is used to locate the target points. 
The stimulating probe is of bipolar construction, 
the tip being 8 mm. in length and 2 mm. in 
diameter. Alternating current at 60 cycles/sec. 
is used at 4 to 8 volts-—the stimulation being 
conducted for approximately 15 seconds. In 
the present study, areas of physiological 
responsiveness are identified during continuous 
monitoring of respiration, heart rate, finger 
pulse amplitude, forearm blood flow, and 
galvanic skin conductance. Blood pressure 
recordings are made intermittently with an 
oscillometer. A marked respiratory response on 
stimulation is common, and a short period of 
apnoca usual (Fig. 2). The area of responsive- 
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ness is usually very small, and one may pass 
from maximum to nil response over a distance 
of 4 mm. Sometimes a modified response may 
indicate the direction that subsequent stimula- 
tion should take. The use of general anaesthesia 
probably modifies these responses, but the 
patients.are maintained on a very light plane of 
anaesthesia throughout. As a precaution, how- 
ever, stimulation is only performed when the 
physiological measures show a steady state. 
Having located an area of active physiological 
response in the target zone, the lesions are 
designed to destroy the fibres in this situation. 


Lesion production 

Brain lesions may be made by blunt instru- 
ments, wire loops, heat or radioactive material. 
At present, we prefer a cryogenic technique, 
using a probe of 3 mm. diameter, with a 
freezing tip 4 mm. in length. Experimental 
studies have shown that reducing the tip 
temperature to —70 °C. for five minutes and 
then allowing slow rewarming will produce a 
complete lesion 7 to 8 mm. in diameter. The 
lesion is avascular and so does not increase in 
size; the temperature gradient is such that the 
lesion size does not diminish; the tissues do not 
adhere to the probe; and the probe is suitably 
rigid, so that it is not deviated from the target 
site by its passage through the brain. 

Usually, two or three lesions are made in the 
lower medial quadrant of each hemisphere and 
two lesions coronally at each of the anterior and 
posterior cingulate sites in each hemisphere. 

The technique described, though time- 
consuming, has the virtue of accurately locating 
the target zones and within these accurately 
identifying areas of comparable physiological 
activity. Lesions can then be produced to ensure 
destruction of fibres in a limited, focal and pre- 
dictable fashion. The cryogenic or freezing 
probe. technique appears to be a safe lesion- 
making method and has been attended by no 
post-operative complications. If, for any reason, 
a further operation is necessary, it is a simple 
matter to repeat the procedure; the situation 
and extent of the previous lesion are known 
with some precision, thus making it possible to 
produce lesions in different situations, or to 
enlarge the initial lesions. 
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Post-operative course 

A period of slight drowsiness for 24 to 48 
hours is common after operation. Confusion 
and incontinence may persist for several days, 
and a delayed reaction time has been noted 
during the first week. Routine measurement of 
the patient's vital signs, and neurological 
assessment, follow the usual pattern of any 
brain surgery. The patient is retained in bed for 
48 hours, as headache is common at this fime. 
As the surgical procedure is prolonged, anti- 
biotics are administered for five days; and 
because of the remote risk of epilepsy the patient 
receives a low dose of anticonvulsant for six 
months. After five days the patient is returned to 
the care of the Psychiatric Department to 
continue the post-operative rehabilitation. 


PSYCHIATRIC REHABILITATION 

This is an essential part of the post-operative 
care and usually takes six weeks. It is stressed to 
the patient and his relatives, both before and 
after the operation, that initial post-operative 
change is not usually dramatic, although most 
patients notice an immediate reduction in 
feelings of tension and, in those with oBsessions, 
a decreased urge to carry out their compulsive 
rituals. The improvement is generally a gradual 
process, usually most rapid during the first six to 
eight weeks following the operation, but some- 
times reaching its maximum even a year later. 

On returning to the psychiatric ward the 
patients are often rather lethargic at first, and a 
special programme is designed by the medical, 
nursing and occupational therapy staff to fit 
the needs of the individual patient. If for 
example, the operation has been performed for 
obsessional neurosis, the programme consists of 
discouraging the patient from carrying out 
ritualistic or ruminative behaviour, and of 
reducing the fears of contamination which may 
have been present for many years; or if dressing 
and bathing used to take an inordinate time 
before the operation, the patient is encouraged 
to diminish the time spent on these activities. 

The patient goes home for a weekend, after 
3 to 4 weeks, but is encouraged to do very little 
initially, the relatives being seen and ‘briefed’ 
beforehand. After the second weekend, a house- 
wife begins to resume her responsibilities, and 
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every effort is made to encourage the patient to 
adopt new patterns of behaviour in their own 
homes, rather than to resume long established 
habits. The desire to carry out rituals gradually 
fades over the course of six months, but the most 
rapid improvement occurs during the first 
two months. 

Patients operated upon for chronic anxiety 
states are gradually exposed to anxiety-provoking 
situations during the rehabilitation period. In 
those suffering from schizophrenic illnesses, in 
whom the operation is usually designed to 
reduce tension, or fear associated with delusions, 
it is generally necessary to recommence pheno- 
thiazines. Far smaller doses of tranquillizers, 
however, are necessary after operation. Patients 
suffering from depression often require very 
little active rehabilitation, because the elevation 
in mood resulting from the operation enables 
them to resume their previous activities sponta- 
neously. 

The selection of patients and their clinical, 
psychological and physiological pre- and post- 

operative assessment will be discussed in a 
` further paper, as will the preliminary results in 
the first forty patients (Kelly, Richardson, 
Mitchell-Heggs, Greenup, Chen and Hafner, 
1973). An overall improvement of 67 per cent 
was achieved, and the results were particularly 
encouraging in those suffering from long- 
standing obsessional neurosis. Favourable results 
were also obtained in chronic anxiety, de- 
pression and schizophrenia. Further detailed 

assessment of this operative technique will, of 
` course, be necessary, and a follow-up study is in 
progress. 


SUMMARY 


A stereotactic operation for the relief of 
intractable psychiatric illness is described. The 
object of the procedure is to interrupt connec- 
tions between the frontal cortex and the limbic 
system, and in addition to make lesions in one 
of the main limbic circuits in the anterior cingu- 
late gyrus. To achieve the first objective, the 
target area is in the lower medial quadrant of 
the frontal lobe. The choice of this site was based 
on neurophysiological considerations, which are 
reviewed inedetail, and on personal experience 
of more extensive operations in this area. To aid 
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selection of the most appropriate target site, 
electrical stimulation is employed during con- 
tinuous physiological monitoring. Small lesions, 
approximately 8 mm. in diameter, are then 
made in relation to physiologically active points; 
the lesions are placed by a stereotactic technique, 
and made with a cryogenic probe which freezes 
a small discrete area. The post-operative course 
and psychiatric rehabilitation are described, and 
the results, which have been assessed clinically, 
physiologically and psychologically, are the 
subject of an accompanying paper. 
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Stereotactic Limbic Leucotomy: 


A Preliminary Report on Forty Patients = 





By D. KELLY, A. RICHARDSON, N. MITCHELL-HEGGS, J. GREENUP, 
C. CHEN and К. J. HAFNER > 


The neurophysiological aspects and operative 
technique of stereotactic limbic leucotomy have 
been described in a previous paper (Kelly, 
Richardson and Mitchell-Heggs, 1973). The 
present investigation is a prospective study 
designed to assess the results of such surgery in a 
group of 40 severely ill psychiatric patients, who 
had failed to respond satisfactorily to every other 
type of treatment. The results have been assessed 
clinically, psychologically and physiologically, 
in a very detailed way, at six weeks; a similar 
follow-up ‘at one year is in progress. A com- 
parison is made between the results of the 
present series and those of a previous study 
1972), in which more extensive 
leucotogny operations were carried out, and 
similar means of assessment were employed. 


МЕтнор 

The patients 

Forty consecutive patients, on whom stereo- 
tactic operations were performed by Mr. Alan 
Richardson at Atkinson Morley’s Hospital, 
between February 1970 and January 1972, were 
examined. There were 13 men and 27 women 
and their mean age was 34:2 years (S.D. + 
9:66). The patients’ mean duration of symptoms 
was II years; they had all undergone a great 
deal of previous therapy and the majority were 
unable to work or carry out their household 
duties. 'The mean number of previous hospital 
admissions was 4:5, and all but four of the 
patients had received at least one course of ECT. 
Twenty-four patients had undergone one or 
more courses of continuous narcosis treatment, 
combined with anti-depressants. and ECT 


and twenty-seven had received formal psycho- 


therapy or psychoanalysis. Previous leucotomy 
operations of a more extensive type (Modified 


En 
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pre-frontal: Harvey Jackson, 1954; Rost al: 
McKissock, 1959) had been carried out on nine 
patients, and, of these, five had had more than 
one previous operation. Eleven of the patients 
had, at some time, made one or more deter- 
mined suicidal attempts. 

'The diagnostic categories were as follows: 
Obsessional neurosis: 17 patients; Depression: 5; 
Chronic anxiety: 9; Schizophrenia: 6; Deper- 
sonalization syndrome: 1; Anorexia nervosa: 1; 
and Personality Disorder (with — phobic 
anxiety): 1 








Selection of patients 


Twenty-one patients were referred Кош St. 
Thomas’ Hospital by Dr. Sargant, five by Dr. 
Partridge at Atkinson Morley’s Hospital, before 
his retirement, two by Dr. Pollitt at St. Thomas’ 
and two by Dr. Pratt at The National Hospital, 
Queen Square. Eight patients were each re- 
ferred by a different consultant psychiatrist, and 
the remaining two, who had received a great 
deal of previous psychiatric treatment, were 
referred to D.K. by their general practitioners 
for a further opinion regarding management. 

All the patients were seen at length by 
D.K., and then by both D.K. and A.R., before 
a неа regarding suitability for surgery was 
finally made. Some patients had additional in- 
patient treatment before the final decision was 
taken. The main criteria for selection were 
(a) the severity of illness, which in most cases 
had reduced the quality of life to an intolerable 
level; (b) the chronicity of the condition; (с) 
failure to respond to other types of treatment; 


(Walter, Mitchell-Heggs and Sargant, 1972) and (d) absence of contra-indications. 


Psychological and physiological assessments 
patients were usually MM to the 
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psychiatric unit approximately a week before 
the operation. During this time psychological 
and physiological measurements were made. 
The Hamilton Anxiety and Depression Scales 
(Hamilton, 1959 and 1967) were completed, as 
were the following self-rating scales: The Taylor 
Scale of Manifest Anxiety (Taylor, 1953), The 
Beck Depression Scale (Beck et al., 1961), The 
Maudsley Personality Inventory (M.P.I.), which 
measures — Neuroticism апа Extraversion 
(Eysenck, r959), and the Middlesex Hospital 
Questionnaire (M.H.Q.; Crown and Crisp, 
1966), which measures six common groups of 
symptoms and personality traits, namely: free- 
floating anxiety, phobic anxiety, obsessive- 
compulsive symptoms and traits, somatic symp- 
toms, depressive symptoms and  hysterical 
symptoms and traits. 

The patients were, in addition, seen by a 
clinical psychologist (J.G.) who administered 
the Wechsler Adult Intelligence Scale (1955). 


Before the physiological recordings were made, all 
medication, including night sedation when possible, 
was discontinued for at least 24 hours. Forearm blood 
flow was measured in the supine position, using a 
mercury-in-rubber strain-gauge on the left arm, and 
the heart rate was recorded on a pulse meter, using 
a photo-electric transducer on the right index finger 
(Kelly, 1967; Kelly, Pik and Chen, 1973). Forearm 
blood flow was recorded at half minute intervals 
during a resting period of 15 minutes, and then during 
a 2j minute period of stressful mental arithmetic. 
The blood pressure was taken from the right arm at 
the commencement of the resting period, and again 
10 minutes later. It was also taken during the last 
hal£rüinute of the mental arithmetic. The mean of 
the three lowest forearm blood flows, the correspond- 
ing heart rates and the lower of the two resting blood 
pressure readings were designated *basal' values, as 
in. previous. assessments of patients before and after 
leucotomy, and the peak measurements during 
mental arithmetic were called ‘stress’ values. 

Using a self-rating scale, with zero corresponding to 
complete relaxation and ‘10° to maximal tension and 
anxiety, the patient was asked to rate the degree of 
anxiety he had experienced during the resting period 
and during the mental arithmetic (self-ratings). 
Observer ratings were made before this, using the 
same scale. Observer and self-ratings of depression 
were made on a similar scale, with zero corresponding 
to complete lack of depression and ‘10’ to maximal 
depression. 
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Post-operative assessment 

Following a six-week post-operative rehabili- 
tation period (Kelly, Richardson and Mitchell- 
Heggs, 1973), all the psychological and physio- 
logical measurements were repeated. The 
patients were, in addition, rated on a clinical 
scale as follows: I Symptom Free, П Much 
Improved, III Improved, IV Not Improved, 
V Worse (Pippard, 1955). The reports of nursing 
staff, occupational therapists and relatives were 
all taken into account in this rating. 


The operations 

During the initial part of the study, relatively 
few stereotactic lesions were made at each 
target site, as the extent of surgery necessary for 
a therapeutic response was not yet known. The 
operation gradually evolved, therefore, during 
the course of the study, as the aim was to use the 
minimum number of lesions necessary to alle- 
viate very severe symptoms. Latterly, the site of 
the lesions, and their number, have become more 
standardized, and electrical stimulation of the 
target sites prior to lesion placement has been 


added as a further refinement, as clinical" 


experience suggested that this procedure in- 
creased the accuracy of lesion placement 
(Kelly, 1972). 

Lesions were made in the lower medial 
quadrants of the frontal lobes, in the anterior 
cingulate gyrus (Figs. 2 and 3: Kelly, Richard- 
son and Mitchell-Heggs, 1973) and, in a few 
cases, in the rostral part of the cingulate gyrus. 
The rationale for the siting of these lesions 
and the operative technique have been discussed 
in the previous paper. 

The number and situation of the lesions made 
in the forty patients are shown in Table I. The 
lesions were in all cases bilateral, and those in the 
anterior cingulum each had two components, a 
medial and a lateral. The following combina- 
tions of lesions were made: 

(a) in 5 patients, bilateral rostral cingulate 
and one or two bilateral anterior cingulate 
lesions were made; (b) 6 patients received 
two or three bilateral anterior cingulate lesions 
only; (c) a further 6 received two, three or four 
bilateral lesions in the lower medial quadrants 
of the frontal lobes; and (d) 23 patients received 
the recently more usual operation of two, three or 


» 
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Taste IT 
The mean psychometric values pre- and six weeks post- 
limbic leucotomy (№ = 35) 











Tase I 
The combinations of stereotactic lesions made in the 
forty patients 
Number 
Lesion sites (all lesions bilateral) of 
patients 





2, 3 or 4 Lower medial quadrant + 

2 anterior cingulate e 23 
1 Rostral cingulate+1 or 2 anterior 
* cingulate S = 5 
2 or 3 Anterior cingulate - хя 6 
2, 3 or 4 Lower medial quadrant .. 6 





four bilateral lower medial quadrant lesions, 
together with two bilateral lesions in the anterior 
cingulum. In most of these patients, three lesions 
were placed in each lower medial quadrant and 
these were arranged in a triangle. In a very 
small minority four lesions, arranged in a square, 
were placed in each lower medial quadrant. 
The placement of the lesions was largely 
influenced by the patient’s individual symp- 
tomatology, but their number was, in addition, 


ааа ected by the severity of the illness and 


whether or not the patient had undergone 
previou? surgery. 


Statistical analysis 

A statistical ‘comparison between the pre 
operative and six weeks post-operative psycho- 
logical and physiological results was made, 
using Student’s t-test. 


RESULTS 
Psychological measurements 


Five patients were unable to complete the 
psychometric self-rating questionnaires and the 
Wechsler Adult Intelligence Scale (W.A.LS.), 
four because they came from abroad and their 
comprehension of English was poor, and one 
because she was too agitated. A further five 
patients were not given the W.A.I.S. because of 
the psychologist’s leave at one or other time of 
assessment. 

The mean values on the psychometric scales 
before and six weeks after limbic leucotomy are 
shown in Table II. The patients were signifi- 
cantly less neurotic at the time of the post- 
operative assessment, as evidenced by a fall of 7-7 
points on the Neuroticism Score of the M.P.I. 





Pre Post р 

M.P.I. | 

Neuroticism EN e. 00980:8 23:1 001 

Extraversion tag 14:2. NLS. 
Depression 

Beck же oa "up 18-7 -001 

Hamilton .. bee + 2175. 10*5 7001 
Anxiety 

Taylor s ee 781*9 24:1 +001 

Hamilton .. ss ... 22:29. 12-9 001 
MEQ. 

Anxiety .. E © ILG 10:0 «oi 

Phobic КА s: Ti 57 01 

Obsessional a eso IIf3 102 0005 

Somatic .. i X 8.2. 5:5 :001 

Depressive ss .. 10:6 7:9 +оо 

Hysteric 5:3 47 NS 





(p < 0:001); they were: Mio slightly more 
extraverted, but not to a statistically significant 


degree. The mean values of the Hamilton, Beck e me 





ficantly less, at the p < 0-oor level, following 
limbic leucotomy. A highly significant decrease 
in anxiety was shown on the Taylor and Hamil- 
ton Scales (p < о-оог) and a significant 
decrease was also shown on the Anxiety Scale 
of the M.H.Q. (p < o-or). After operation, 
the phobic (p < 0-01), obsessional (p < 0:05) 
and somatic (p < 0-001) scores on the M.H.Q. 
were all decreased at a statistically significant 
level; the hysteric scale, though less, was. not 
significantly so. 

The ‘basal’ and ‘stress’ observer-ratings of 
anxiety during the physiological measurements 
(Table III) had fallen significantly after 
surgery (p < 0:001 and < 0-05, respectively), 
but the decrease in the self-ratings did not reach 
statistical significance. Both the observer ratings 
and the self-ratings of depression (Table IIT) 
had fallen significantly, at the p « 0-05 level. 


Physiological measurements 

The mean ‘basal’ and ‘stress’ physiological 
scores before and six weeks after operation are 
shown in Table III. The ‘basal’ forearm blood 
flow was significantly lower after operation 
(p < 0-01), as were the ‘basal’ heart rate (p < 
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Taste IV 


The mean scores on the Wechsler Adult Intelligence 
Scale pre- and six weeks post-limbic leucotomy (№ = зо) 


Taste ПІ 
The mean "базар and ‘stress’ physiological values and 
psychological ratings pre- and six weeks post-limbic 
leucotomy (N = 37) 








Pre Post р 
‘Basal’ 
Forearm blood flow 3:9 28 -or 
Heart rate 86:5 77:9 соо: 
Systolic B.P. 126-5 118-7. ої 
Diastolic B.P. 82-8 76:6 -05 
Anxiety 
Observer rating 4'7 3932 соо 
Self rating 4:8 38 NS. 
‘Stress’ 
Forearm blood flow 8-4 6-4 NS. 
Heart rate y 97:8 89-8 *001 
Systolic B.P. 133:7 126:5 -05 
Diastolic B.P. 87:7 81:9 -05 
Anxiety 
Observer rating 6:3 5:5 05 
Self rating 72 6-4 NS. 
Depression 
Observer rating 4:6 3:8 -o5 
Self rating .. 5:5 43 <05 


0-001), systolic (p < o-o1) and diastolic (p < 
0-05) blood. pressures. The fall in the ‘stress’ 
forearm blood flow just failed to reach statistical 
significance at the p < 0-05 level, but the 
mean ‘stress’ values of heart rate (p < 0-001), 
systolic (p < 0-05) and diastolic (p < 0-05) 
blood pressures were all significantly reduced 
after limbic leucotomy. Physiological measure- 
ments were not carried out on three patients, 
because of technical difficulties. 


Wechsler adult intelligence scale 

There was no fall-off in intelligence after 
limbic leucotomy, as shown by an increase in 
the mean full-scale, verbal and performance 
scores on the W.A.LS. and by the lack of 
significant decrease in any of the sub-scales 
(Table ТУ). The increase in some of the scores 
is probably explained by the practice effect 
which is seen when such tests are repeated. 


Clinical ratings 

The clinical ratings, on the five-point scale, 
six weeks after limbic leucotomy are shown, by 
diagnostic categories, in Table V. Sixty-seven 
per cent of the forty patients were rated as 











Differ- 
Pre Post ence p 

Verbal LQ. .. . 10777 108-3 +06 NS 
Performance І.О. .. 98:3 ro2:2 +3:9 со: 
Full scale Т.О. . 10379 тобо -F2:1 05 
Verbal sub-scales 

Information 10:2 10:6 +04 *:05 

Comprehension 13:4 13:3 —оз NS. 

Arithmetic 1002. 10:8 +0°6 N.S. 

Similarities 11:1 11:0 —0:1 N.S. 

Digit span .. 10:4. 10:3 —0:1 NS. 

Vocabulary 12:2. 12:4. +o N.S. 
Performance sub-scales 

Digit symbol .. 79 8:5 +0°6 NS. 

Picture completion 10-0 10:5 -Fo:5 N.S. 

Block design 9:7 10:5 +0:8 -or 

Picture arrangement 8*8 9:2 +0°9 +05 

Object assembly .. 9:3 99 +0°6 NS. 

Taste V 


The clinical ratings by diagnostic category six weeks 
after limbic leucotomy (N == 40). 


аа a dud D COH MIN. ar 





95 of 

N I H WW IVY № total 
improved 

Obsessional neurosis17 1 6 6 4 о 76 
Depression 5 1 1 2 1 о 80 
Chronic anxiety .. 9 1 1! 3 4 о 55 
Schizophrenia .. 6 o 1: 3, 2 o 66 
Depersonalization.. т о о о т о — 
Anorexia nervosa .. 1 о о 1! о о — 
Personality disorder т о о o т o — 

Total .. 40 3 9 18 139 0 67% 





I—Symptom free; II]-—-Much improved; IIl1—Im- 
proved; IV—Unchanged; V— Worse. 


clinically improved. The largest diagnostic 
grouping was that of the patients suffering from 
obsessional neurosis, and of this group of 17 
patients 13 (76 per cent) were rated as im- 
proved, as were 4 of 5 depressed patients. Of 9 
patients suffering from chronic anxiety, 5 were 
also improved following limbic leucotomy. 
One patient suffering from anorexia nervosa was 
rated as improved, but one suffering from 
depersonalization and one from personality 
disorder (with phobic anxiety) were unchanged 
at six weeks. 
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Adverse effects 


Following surgery a short period of confusion 
and lethargy was seen in the majority of 
patients. Incontinence of urine, and sometimes 
of faeces, was also common for a few days after 
operation, especially in those who had received 
lesions in the anterior cingulum. The sphincter 
disturbances always cleared completely, and no 
other adverse effects were in evidence at the 
time. of assessment. 


Discusston 

A previous investigation (Kelly et al., 1972) 
indicated that the results of leucotomy, when 
assessed at six weeks, are a reasonable guide to 
the outcome at 18 months. In the present study 
twenty-seven (67 per cent) of forty patients 
assessed at six weeks were rated as clinically 
improved. They were less depressed, as evi- 
denced by the significant reduction of their 
mean scores on the Beck, Hamilton and M.H.Q. 
depression scales and by their lower self and 
observer depression ratings. They were also less 
anxious, with significantly reduced scores on the 


Taylor, Hamilton and M.H.Q scales of anxiety, 


and were significantly less neurotic (M.P.I.), 
phobic and obsessional (M.H.Q.), with fewer 
somatic complaints (M.H.Q .). 

Forearm blood flow has been shown to be a 
valuable physiological measure for assessing the 
clinical outcome of leucotomy at six weeks 
(Kelly, Walter and Sargant, 1966). The results 
of the present study showed a significant fall in 
the mean ‘basal’ forearm flow and a fall in the 
‘stress’ value, which, by a narrow margin, failed 
to reach statistical significance at the о-о» level. 
The other physiological measures of anxiety, 
namely ‘basal’ and ‘stress’ heart rates, systolic 
and diastolic blood pressures, were all signi- 
ficantly reduced at six weeks. 

The majority of previous studies on leucotomy 
have stressed its value in reducing anxiety and 
depression and the results of the present investi- 
gation show limbic leucotomy to be no excep- 
tion to this. Previously, however, obsessional 
symptoms have often proved particularly re- 
fractory to all forms of treatment, including 
psychosurgery. That 76 per cent of seventeen 
cases were raged as improved six weeks following 
limbic leucotomy is, therefore, encouraging, 


especially as five of them had undergone pre- 
vious psychosurgery, without improvement. 
'The results of psychosurgery in patients suffer- 
ing from schizophrenia have varied consider- 
ably between different series, some workers 
reporting little or mo effect (Stróm-Olsen and 
Carlisle, 1971) and others more favourable 
results, particularly with traditional techniques 
(Freeman, 1971). Of the six schizophrenics 
operated on in the present study, four were 
improved following surgery, particularly with 
regard to the degree of anxiety and obsessional 
thinking occurring in association with their 
delusions. The other diagnostic categories in the 
present study, that is, those of depersonalization,, 
anorexia nervosa and personality disorder, each 
contained one patient only, so that no conclu- 
sions as to the value of limbic leucotomy in these 
illnesses may be drawn at this stage. 

The risk of adverse intellectual and personality 
change has, in the past, been the major disad- 
vantage of leucotomy operations of the free- 
hand type. In our patients, however, there was 
no intellectual deterioration six weeks following 
limbic leucotomy, as assessed by the W.A.LS. 
There was, in fact, an increase in the mean 
verbal performance and full-scale scores, which 
is probably explained by practice effect. No 
adverse personality change, apart from: a 
gradually lessening feeling of inertia experi- 
enced by some patients, was obvious at six 
weeks. A longer period of follow-up will, of 
course, be necessary to assess fully this aspect of 
limbic leucotomy. Clinical experience has failed 
to reveal any late onset of adverse personality 
effects in the patients followed to date, a period 
of over 2 years in some cases. The patients are 
being reassessed clinically, physiologically and 
psychologically at one year, and Dr. Partridge, 
who is now the independent assessor, is inter- 
viewing the patienis at the time of that assess- 
ment as well as pre-operatively. 

The contribution of the period of rehabilita- 
tion and retraining (Kelly, Richardson and 
Mitchell-Heggs, 1973) to the overall results in 
the present series cannot, of course, be over- 
looked, particularly with regard to the 
obsessional patients. All of the patients had, 
however, received а great deal of previous 
therapy. Twenty-seven of the forty had under- 
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gone at least one course of formal psycho- 
therapy or had had an analysis, and many 
patients in the series had previously had beha- 
viour therapy. It is highly unlikely, therefore, 
that the period of rehabilitation, although im- 
portant, would alone have accounted for the 
patients’ degree of improvement. 

The severity of illness of the patients in the 
present study is comparable with that of another 
group of seventy-eight patients assessed in a 
previous investigation (Kelly et al., 1972), as 
evidenced by their similar duration of illness 
and mean number of hospital admissions. Their 
pre-operative psychometric measurements of 
anxiety (Taylor Scale), Neuroticism and Extra- 
version (M.P.I.) were also similar, but the 
psychological measures of anxiety, with regard 
to forearm blood flow and heart rate, were higher 
in the present sample. 

The diagnostic categories of the patients in 
the two studies are not strictly comparable, 
however, as there were a far greater proportion 
of depressed patients in the earlier study and of 
obsessionals in the present one. In the previous 
investigation the results of more traditional 
leucotomy operations, mainly of the ‘free-hand’ 
modified pre-frontal and rostral types, were 
investigated, At the time of assessment at six 
weeks, 70 per cent were rated on the five-point 
scale (Pippard, 1955) as being clinically im- 
proved. The most favourable results were seen 
in those with depression (90 per cent improved), 
although the mean score on the Beck Scale, 
which was completed by 35 patients, did not 
decrease significantly. Favourable results were 
also achieved in those suffering from chronic 
anxiety (85 per cent improved) and phobic 
anxiety (80 per cent improved) and the Taylor 
Scale mean score was significantly reduced 
(p < о-о). Forty-seven per cent of seventeen 
patients suffering from obsessional neurosis were 
also rated as improved, as were 50 per cent of 
those suffering from schizophrenia. An overall 
improvement of 67 per cent in the present series, 
particularly with its large proportion of 
obsessionais (of whom 76 per cent were im- 
proved) and its small number of depressives is, 
therefore, very encouraging. The results in 
anxiety states six weeks after limbic leucotomy 
were less satisfactory than in the previous series, 
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but those in the small number of depressives 
were more comparable, and following limbic 
leucotomy there was a significantly reduced 
Beck Depression Scale score. 

Surgically, limbic leucotomy has the advant- 
age that there is a minimum of tissue damage 
between cortex and target site, as only a thin 
probe is introduced. With modified pre-frontal 
and rostral operations, a considerable number of 
white fibres are inadvertently divided. by, the 
lesion-making instrument as the lower medial 
quadrant target site is at the base of a triangle, 
with its apex at the burr hole. Previous stereo- 
tactic techniques for relief of psychiatric 
symptoms have carried extremely low operative 
risks (Stróm-Olsen and Carlisle, 1971). 16 
therefore, the clinical results of limbic leucotomy 
are comparable to those produced by a more 
extensive and less precise operation, it will be a 
considerable advance. It is, however, a relatively 
new technique and its full value will require 
prolonged assessment. 

An on-going study of those patients described 
in this paper, and of those on whom operations 
are being subsequently carried out, is being 
undertaken at Atkinson Morley's Hospital. The 
patients are being assessed psychologically, 
physiologically and clinically at one year and 
are, in addition, being seen by an experienced 
independent clinical assessor, both before opera- 
tion and at the time of the year's assessment. 
It is hoped that further questions regarding 
limbic leucotomy will be answered: a larger 
number of patients will allow a more detailed 
analysis of lesion placement to be made; the role 
of physiological recordings and stimulation of 
lesion target sites at the time of operation can 
be evaluated, and the long-term effects of 
operations on the limbic system may be assessed. 
It is anticipated that less conservative surgical 
techniques will gradually give way to more 
precise operations, designed to relieve specific 
symptoms, so that the heretofore risk of adverse 
effects from psychosurgery may be reduced, and 
its accuracy enhanced. 


SUMMARY 


1. In this prospective study, forty patients 
who had undergone stereotactic lambic leuco- 
tomies, were assessed clinically, psychologically 
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and physiologically, before and six weeks 
following operation. All of the patients were 
suffering from severe and long-standing illnesess 
and had failed to respond to a great deal of 
previous therapy, including, in nine patients, 
previous leucotomy operations of a more 
extensive type. 

The patients’ mean duration of symptoms was 
11 years and their mean number of hospital 
admissions was 4*5. All but four had received at 
least one course of ECT, twenty-four had 
undergone one or more courses of modified 
narcosis, combined with ECT апа anti- 
depressants, and twenty-seven had received 
formal psychotherapy or psychoanalysis. 

2. The overall improvement was 67 per cent, 
with 76 per cent improvement in obsessional 
neurosis, 8o per cent in depression, 55 per cent 
in chronic anxiety and 66 per cent in schizo- 
phrenia. 

3. There was significant improvement on the 
psychometric scales measuring Neuroticism 
(Maudsley Personality Inventory), Anxiety 
Taylor and Hamilton Scales, and Middlesex 

ospital Questionnaire), Depression (Beck and 
Hamilten Scales, and M.H.Q.), Phobias 
Obsessions, and Somatic Complaints (M.H.Q.) 
Self and observer ratings of depression were 
significantly reduced, as were observer ratings 
of anxiety.’ 

4. Physiologically, the patients were less 
aroused following limbic leucotomy, as evi- 
denced by significant reductions in mean ‘basal’ 
forearm blood flow, heart rate, systolic and 
diastolic blood pressures. The mean values of 
heart rate, systolic and diastolic blood pressures 
in response to stress were also significantly 
reduced, and the ‘stress’ forearm blood flow just 
failed to reach significance at the р < 0:05 
level. 

5. There was no fall-off in intelligence follow- 
ing limbic leucotomy, as shown by a mean 
increase (probably due to practice effects) on the 
verbal, performance and full-scale scores on the 
Wechsler Adult Intelligence Scale, and no 
significant reductions in any of the sub-scales. 
No other adverse effects of limbic leucotomy 
were seen at six weeks. 

6. The rasults of the present series compare 
favourably with those of a previous study, in 


which similar methods were used to assess the 
results of more extensive leucotomy operations. 

7. Surgically, limbic leucotomy has the 
advantage of causing a minimum of tissue 
damage, far less than that in modified pre- 
frontal and rostral operations. If, therefore, it 
produces comparable results, it is a considerable 
advance. It will, however, require long-term 
assessment. m | 

8. An on-going study is being carried out, in 
which the patients described in this paper, and 
those on whom operations are being subse- 
quently carried out, are assessed clinically, 
psychologically and physiologically at one year. 
They are also being seen before and one year 
following operation, by an extremely experi- 
enced independent assessor. 
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Antenatal Identification of Wéimen Liable to Have 
Problems in Managing Their Infants 


By EVA A. FROMMER and GILLIAN O'SHEA 


INTRODUCTION 

The investigation which is reported here was 
designed as a pilot project for a possible later 
research programme into the prevention of 
emotional disturbance in mothers and young 
children. The idea came through the clinical 
experience gained by one of us (E.A.F.) during 
eight years’ work in a Day Unit for disturbed 
children under five and their families at St. 
Thomas’ Hospital, London (Frommer, 1967). 
It had become clear over the years that many 
of the mothers of such children had themselves 
experienced a disrupted childhood, with separa- 
tions from their parents or siblings, mental and 


physical ill-health of family members, and even 
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cruelty and physical violence to themselves or 
a parent or sibling. 

Despite the work of Harlow and his colleagues 
(1969), there has apparently been no prospective 
study of the effects of family disruption on future 
family building among human beings, though 
there has been a great deal of retrospective 

-research (Rutter, 1966; Wolff and Acton, 1968). 
There has been some research into the incidence 


_ of depression following childbirth among women, 


but apparently none into the effects of such an 
illness upon the child, or the rest of the family 
(Pitt, 1968). Clinical experience has, however, 
shown that an atypical puerperal depression 
(Pollitt, 1965) seems often to precede the 
evolution of a particularly difficult relationship 
between a mother and one of her children. It is 
also known, or assumed, that depression in a 
wife may lead to a particularly difficult marital 
relationship, either because there is a loss of 
libido, so that the sexual relationship becomes 
difficult or impossible, or because of the general 
loss of efficiency which results and may bring 
about a disintegration of the whole family 
routine, 


It seemed to us that one way to prevent at 
least some of these problems from arising would 
be by the early identification of vulnerable 
mothers at antenatal clinics. Intensive support 
for them during the first year of the life of their 
infant might then be an economical way to 
use present available manpower, ie. family 
doctors and health visitors, who are in a position 
to offer such support once they know that it is 
needed. For this we required a simple question- 
naire that could be used by any pupil midwife in 
an antenatal clinic without too much loss of 


time. It would not have been appropriate in _ 


such a setting to demand lengthy interviews 
which would exactly establish the mother's 
antecedents. Such research is certainly needed, 
but would not have met our requirements at 
this point. 

The women came from the three antenatal 
clinics which then belonged to the obstetric 
service of St. Thomas’ Hospital. We confined 
our enquiries to married British-born primi- 
gravidae in order to avoid too many variables. 


Operational definition of childhood separation 

When an adult is asked about the amount of 
separation experienced when a child, one шау 
try to get an objective statement about the . 
duration of separation, its degree, its distribution 
in short or long periods over the years etc. To 
proceed in this way leads to laborious and time- 
consuming questioning, which prejudices the 
friendly relationship between enquirer and 
subject, and leaves one at the end with the task 
of making an arbitrary. yes/no classification. 
Much more important from our point of' view 
was whether the ‘expectant mother being 
questioned felt that she had been separated from 
one or both parents during her childhood. 
As we had no other real evidence about what 
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could constitute a traumatic separation with 
long emotional and psychological after-effects, 
we contented ourselves with the questions as 
shown in Fig. 1. We did not futher discriminate 
among the ‘separated’ women for the purposes 


Famiuies RESEARCH PROJECT 
Would nurse in Antenatal Clinic please complete this 


section. 

(The questions only apply, to British married primigravidae). 
Name Hospital No. 
Christian Names с Housing (please tick) 
Address С Own house 

Maisonette 
G.P.'s Name and Address Flat 

Rooms 


E.D.D. With in-laws 

Please ask first as follows: We are doing a research study on 
how first babies grow up in this area. Would you be 
prepared to. co-operate with this? It would mean a visit 
from one of our staff every few months for an interview at 
your home. We want to learn how things are for mothers 


with first babies. 


;, If yes—continue:— 
— "(1) Are both your parents alive? Yes No 
H No— 
Did either of them die before you 
were 11 years old? 
(2) Were уби separated from either or 
both of your parents before you were 
11 years old ? 
If Yes 
Did seit have to go away? 
Or did either of your parents go 
away? 
Was i: for long? 
Was it often? 
It is necessary for the purpose of this 
research to get as accurate an estimate 
as possible of the duration of these 
separations, i.e. in terms of months 
rather than years. 
For how long were you separated 
from your parents? 
(3) Are both your husband's parents alive? 
If No— 
Did either of them die before your 
husband was 11 years old? 


Yes No 


Yes No 
Yes No 
Yes No 


Yes No 
Yes No 


Yes No 





For Clerical Use 
Social Class 
Age at-Booking 0.0.0.0... 25 c eee nnn 
Separated/Not Separated 
Group given ABC ме Not separated, but in Study. 
== Separated. Not visited. 
с == Separated. Visited. 


Fig. 1. 


of this study, but simply accepted as probands 
all those who said that either parent had died 
before they were eleven, or that they had been 
separated from either or both parents before 
this age, and we labelled these as ‘separated’. 
We took the age of eleven as our upper age 
limit, because there is some evidence that 
children whose parents separate or otherwise 
leave them are usually within the younger age 
groups, while there is, of course, a random 
distribution of parental deaths (Costello, per- 
sonal communication). 


PROCEDURE 

The questionnaire shown in Fig. 1 was admini- 
stered consecutively to all married British-born 
primigravidae who were booked and currently 
attending any one of the three antenatal clinics of the 
hospital’s Department of Obstetrics during the period 
of our sample intake from April to June 1969. Their 
expected dates of delivery stretched from the begin- 
ning of May 1969 to the end of that year. Details of 
age and husband's work were noted routinely in the 
antenatal case-schedules and were copied out. In 


order to avoid burdening the staff of two of the cliniataus 


with extra paperwork, we employed a social worker 
to administer our brief questionnaire. She*attended 
the clinic sessions for one month at each of two of the 
hospital’s clinics, taking two months in all over the 
collection of the sample from these two sources. 
Women in the third clinic were interviewed for us by 
the resident social worker during this time. AM 
women who came within our criteria during the 
months of May and June of that year and who 
attended the Obstetric Department, were thus invited 
to participate. Completed questionnaires from those 
who agreed were available for our use as needed. 
Case-finding aimed at obtaining a total sample of the 
clinics’ British-born married primigravidae during 
this period. From the non-separated we sought our 
controls. 

*Separated' women who agreed to participate were 
accepted into our study consecutively from the three 
antenatal clinics. These were matched from the much 
larger available number of women who had answered 
our questions in the negative. Criteria for matching were 
firstly age: the probands were grouped into those aged 
17-20, 21-24, 25-28, 29-32, 33--, and matched 
within these groupings; and secondly according to the 
Registrar Generals classification of occupations. 
Social classes 1 and 2 were matched together, then 
social class 3, divided into non-manual and manual, 
and social classes 4 and 5 together (see Fig. 2). It had 
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Fic. 2.—Age and social class structure of the sample. 


wwewlacen hoped also to take housing into consideration in 


matching, but this proved impracticable. 

Most of the finding and matching of the controls 
was carried out by the social worker who had 
administered the intake questionnaire, and who 
subsequently had no further connection with the 
project. Some of the later probands were matched by 
one of us (E.A.F.), who never saw any of the women 
until long after the research had been concluded. 
Owing to miscarriages and other unforeseen events, 
Such as sudden removal from the area, several women 
in the control group had to be replaced from the 
available pool before the research was properly 
under way. This matching was done by that one of us 
(E.A.F.).who would have no other connection with 
the women. For this reason there appear to have 
been more controls than probands involved in the 
original total sample. Clearly the controls were not 
in consecutive order once they had entered the study. 
However, the eventual matching gave fairly satis- 
factory pairs, and Fig. 2 corresponds closely to the 
distribution of age and social class in the obstetric 
clinics as a whole (Personal communication, Professor 
P. Rhodes). 


Refusals 

During the two months in question our question- 
naire was administered to 220 women. Of these, 19 
refused to take part in the investigation. Of the rest 


59 had told us that they had been separated, 142 not. 
We therefore had a. refusal rate of 10 per cent for our 
first questionnaire. We matched by age and social 
class 58 of the separated mothers with 58 controls, 
chosen as nearest in: expected date of delivery, age, 
and social class. Of the latter, ro. dropped out 
before any further investigation was possible, largely 
because of miscarriages, or the. removal of their 
family, and these were replaced from the remaining 
available controls. During the project altogether 
there were 20 controls and 13 separated women-who 
dropped out; of these 22 can be regarded as refusers, 
i.e. a further 10 per cent of the original sample; of 
which 15 were controls and 7 came from the separated 


group. 


Method A 

The same individual (G.O'S.) carried out the 
subsequent interviews which form the substance of the 
project. She had no knowledge throughout as to 
which of the mothers belonged to the separated and 
which to the control group. 

Interview schedules were devised by us, which ex- 
plored the mother's feelings towards her child agd her 
husband, her state of subjective health, both physical 
and mental, the housing situation, and then, in detail, 
the behaviour of her infant, the amount of sleeping, 
waking, crying, any feeding problems and their 
nature, methods of feeding, and the infants! achieve- 
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ment of the normal milestones. Where possible the 
researcher also saw the baby and assessed the 
mother’s:manner of coping. The questionnaires-were 
designed both to elicit and in some degree to quantify 
the mother’s and infant’s behaviour objectively, also 
«to give the observer the opportunity to make an 
assessment of each aspect into which she was en- 
quiring (she was an experienced social worker), and 
to give the women opportunity to expand on their 
feelings about child and husband. The resulting 
answers are thus in three categories: one, as objective 
as possible, about the child's behaviour and the 
physical measures that were taken by the mother for 
its care, e.g. methods of feeding, visits to the doctor, 
etc.; one, subjective for the mother, her description 
of how she is feeling and how she perceives her own 
health, or her marriage—replies which were rated 
by the enquirer according to a prearranged scale; 
and the third category consists of the interviewer's 
assessment of aspects of the situation, again on fixed 
rating scales, 

An additional questionnaire was devised for use 
with each mother whom it proved possible to see 
before the infant was born, and was concerned with 


ther attitude to the pregnancy, plans for the baby, the 


mother's health, and financial effects of having the 
baby. 


Times of interview and numbers interviewed 

As many women as possible were interviewed ante- 
natally. The interviewer then visited when the baby 
was about 2-3 months, 6-7 months, 9-10 months, 
and about 13 months old. At each interview the 
sample is slightly different, because for various reasons 
not all the women still present in the final sample were 
available for each interview. We have included in the 
final analysis all those who were seen for three or 
more interviews after the baby was born. 

The. interviews were conducted strictly according 
to the schedules, and written up immediately after- 
«wards. In addition, the social worker wrote out a 
-longhand. account of each interview which was also 

kept with the records. 

The data were punched on cards, and, once the 
code was broken at the end of the study, all the items 
were compared between the two groups by a chi-square 
analysis, where necessary using Yates’ correction. 


RESULTS 
Table I gives the result of enquiring into the 
attitudes of the women to their pregnancy, and 
their mood state. Slightly more of the controls 
were anxious about their ability to cope with 


the baby, but twice as many of the proband _ 











Taste L 
The antenatal interview 
Non- 
Separated separated 
N = 40 N = 30 
Item - 

No. % No % 
Pleased about pregnancy 30 75 20 67 

Anxious about ability to 
cope with baby 10 25 10 33 
Depressed: Minor .. 16 40 15 50 
Major . 8 20 3 10 





group were very depressed. Only 70 of the 
sample were seen at this stage. 

Table II shows that at the first post-natal 
interview nearly half as many again of the 
proband group had attempted to breast feed, 








Taere П 
Feeding: methods and weaning pattern 
Non- 
Separated separated 
Item = 
No. % No. 

IPN Still breast-feeding 5 по 5°. 10 
Tried but gave up 22 45 15 29 
Never tried it ., 22 45 31 61 

2PN Baby no longer has 


a bottle eI 2 o o 
* Baby propped with 
bottle to feed self 19 42 8 17 





3PN Baby no longer has 
a bottle "TE 20 2 4 

Baby propped with 
bottle .. 12 26 6 13 





Baby no longer has 
a bottle .. 16 36 8 18 


4PN 





Total number of feeding 
problems in the first 


year: 
* Minor sig e) 19 41 8 18 
Major ia xs 8 17 2 5 





* Statistically significant by x* test with Yates’ 
correction where appropriate at 0-05 level or less. 
Please note throughout these tables: 
;.. 1PN—Infant aged 2 to $ months. 
CPPN-— „ » біо 7 months. 
3PN— ,, » 9to 10 months» 
4PN— , » 12 to 13 months. 
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or were still doing so. By the second postnatal 
interview a statistically significant number of 
mothers in the proband group leave their infant 
to feed himself by propping him with a bottle. 
More ‘separated’ mothers have completely 
weaned their infant from a bottle by the third 
. interview, though this does not reach statistical 
significance. The ‘separated’ women’s behaviour 
to their infant seems to be more readily polar- 
ized into either over-anxiety to be a ‘perfect 
mother’ or lack of care, than that of the controls. 

The severity of feeding, sleeping and crying 
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problems was assessed by. the interviewer and 
regarded as minor if there was repeated but slight 
interrupted difficulty, major if the whole household 
was persistently upset. Major feeding difficulties 
did, however, also depend upon the physical . 
health of the infant. As there were several sick | 
babies in both groups, this measure is not 
relevant to the present investigation of emo- 
tional upset, sleeping. problems being pither 
considered here (Table ` 

Table III is concerned with r 
malities in the mothers' health. It is difficult to 













































































Taste ПІ 
Maternal oo anxtety and physical complainis 
Separated Now scii “Total no. Total. 
Symptoms ————————- Of women inter- 
No. 96 No. % affected viewed 
АМ Slight depression in pregnancy 16 40 15 50 31 | 
Serious depression in ргерпапсу.. os 8 20 3 10 тї 70 
Physical complaints ja 25 yi 2 o o 2 
Mother seems depressed to observer — .. 4 o о 4 
—— 100 
Physical complaints - 16 33 II 22 27 
2PN Mother feels anxious/depressed .. 8 18 4 9 12 
Mother anxious about baby - wh 8 8 3 тї 92 | 
Physical complaints sa s za 7 16 6 13 13 
3PN Mother feels depressed 10 22 8 17 a8 
Mother not reporting depression but и 
appearing depressed to observer 2x 7 15 2 4 9 93 
» Physical complaints i ге zt 8 17 5 гі 13 , 
4PN (а) Mother sometimes feels depressed 27 60 28 64 55 us 
(b) Mother always feels depressed оа 24 6 14 17 р 
(с) Mother sometimes/always feels 89 
hopeless ix zs 17 38 II 25. 28 
* Mothers not reporting depression/ 
serious depression but appearing 
depressed/seriously depressed to 
observer (a)-+some (с) 29 64 15 34 44 
Physical complaints Е т SUPR ЕЁ 11 о о 5 


* Statistically significant; р < 0-05. 
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gauge degrees of depression, and we had to be 
content with assessing how badly the mother 
was feeling from her reports about herself. There 
is a marked increase of depressed mood among 
the ‘separated’ women, which reaches statistical 
significance at the fourth interview. In order to 
try and obtain a more objective picture of the 
mothers’ health, more detailed questions were 
asked in this interview, and Table IV shows 
that this only served to highlight the difference 
between the two groups. 

An investigation of the clinic attendance of 
the women showed that by the time that the 
baby was 6-7 months old a quarter of the 
probands had stopped attending. Throughout 
the study their complaints about the clinics run 
like a refrain, probably because they felt 
vulnerable rather than because of any specially 
unsatisfactory situations that had arisen. 

















Taste IV 
Mother's health —4P.N 
Non- 
Separated separated 
N — 45 N = 44 
Symptoms - 
No. % No % 
Appetite change ‚19 42 10 23 
* Always has aches and 

pains wv 8 18 I 2 
оф Docs not feel well... 24 53 9 20 
* Trritable jd is 87 82 26 58 

Not enough sleep, oai 
tired ~. 9 20 2 4 





* Statistically significant p < 0-05. 


The problems with the baby continue to 
burden the proband group more than the con- 
trols. There are significantly more maj or sleeping 
problems in the 'separated" group's babies at the 
second post-natal interview (Table V), and at a 
year significantly more of their toddlers had 
more than one temper tantrum per day (defined , 
in the questionnaire as crying in a temper). 

Tables VI, VII and VIII show some of the 
data that were collected about the marital 
situation in the families. It is interesting that 
despite apparently adequate knowledge about 
contraception such a large number of ‘separated’ 
women were already pregnant again by the time 
of the first child's first birthday. The strains that 
can arise in their marriage are shown by the fact 
that no less than six husbands had been sepa- 
rated temporarily or permanently from their 
wives in the proband group, i.e. either the wife 
or the husband had moved out of the marital 
home (Table VID). Table VIII shows that 
significantly more marriages among the controls 
were without sexual problems. 


Discussion : 

We were looking for a simple question that 
would define at least a proportion of vulnerable 
women who were expecting their first baby, in 
the hope that it might in time be possible to do 
preventive case-work, and avoid the develop- 
ment of the kind of family problems that had 
been seen in mothers of disturbed children under 
five attending the St. Thomas’ Child Psychiatric 
Day Hospital. The results of our pilot study 





























Taste V 
Incidence of major and minor sleeping problems of the baby at each interview 
Major Minor 
— Мо. of 
Separated Non-separated Separated Non-separated women 
Time of interview - inter- 
No. 96 No. 96 No. 95 No. 95 viewed 
1st post-natal " 4 ‚ 8 1 2 4 8 7 14 100 
2nd post-natal... 9 20 13 4 8 18 7 15 92 
3rd post-natal .. 5 11 22 13 28 93 
4th post-natal .. 6 13 27 9 21* 89 











* Statistically significant; p < 0-05. 
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Taste VI 
Pregnancies and use of contraceptives at 4P.N 
Non- 
Separated separated 
N — 45 N = 44 
Item 
No. % No. 95 
ж Pregnant 22 .. FQ 27 3 7 
Of these: 
Planned 2nd 
pregnancy .. ee 28 67 2 67 
Unplanned 2nd 
pregnancy .. ie. 33 I 33 
N = 33 N = 41 
Of those not pregnant: | 
Not using 
contraceptives .. 4 12 7 17 
Using pill/coil, cap то 30 16 39 
Using condom/ 
withdrawal/safe 
period Pa .. 18 55 16 39 
Not known кю Т 3 2 5 
* Statistically significant p < 0-05. 
MER мы, 
* Тави VII 
Marital problems during the first year of the infant's life 
Non- 
Separated separated 
N = 46 N = 44 
Item 
No. % No % 
s Separated оарогагПуј 
permanently .. 6 13 о о 
Major strain n e 4 9 3 7 
.. Minor strain 5% NE 13 5 II 





show that a simple, even naive, question about 
childhood separations can discover at least a 
proportion of'such vulnerable women. Of course, 
not all women in this group had problems. 
The interesting fact emerged that many had 
prepared for their expected family far more 
efficiently than the control group. More were 
in their own flats, as opposed to rooms, more 
had their husband present at their delivery and 
more tried to, breast-feed their child. However, 
where things went wrong in their housing, infant 
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‘Taste. VII 

"Sex problems à in ет marriage during the first year of 
infant’s life 

Non- 

Separated. separated 

N = 45 N = 44 

Problems — - 

Ne % No % 

Minor .. 2 n n 9 . 21 

Major » NS 6 14 

* None ex ds 29 





66 





* Statistically кетен р < 0-05. 


management ог marriage, they went more 
severely awry, as is shown by the highlights of 
differences in the tables here. As a group their 
behaviour tended to polarize more into positive 
and negative aspects. 

We were also fascinated to find the high з 
incidence of observed depression (Table III) 
among the probands. It may be that it was 
their depression that led them originally to 
answer our question about childhood separa- 
tions positively, and to be so co-operative in 
remaining in the study and so anxious to be 
‘good mothers’. However that may be, the fact 
remains that our simple questions did pick out 
a group of women many of whom were con- 
sistently in difficulties over very many areas of 
their life. Moreover, these women were not 
receiving any effective help with their difficulties 
from the statutory services, probably because 
they were themselves unaware of their real 
needs at the time and unable to formulate their 
anxieties. Had they been notified as possible ‘at 
risk' cases to their family doctors and health 
visitors, it might have been possible to detect- 
sources of strain and alleviate them before . 
pathology had become established. The health 
workers would have known what areas to probe. 
Most of the problems had not reached the 
point of clinical prominence, and were, so to 
speak, in statu nascendi. 'This applies particularly 
to depression. Table III shows that many more 
women seem to be suffering from depressive 
symptoms than are aware that their discomfort 
might be due to such an illness. Depression is an 
eminently treatable condition with modern 
antidepressant drugs, and it is probable that 


early diagnosis and efficient treatment of it in 
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these women would go far to prevent later 
family problems. 

To be able to elicit the difficulties under which 
the mothers in this sample, particularly those 
. in the separated group, were labouring, it is 
necessary to be aware of the possibility of their 
existence, and to be willing to ask the right 
questions. This would seem to be work for which 
the forewarned health visitor is eminently fitted. 
If she were to arrange monthly home visits to 
such a vulnerable family, instead of relying on 
the mother’s appearance in the clinic, much 
effective preventive work could certainly be done 
by her. She would also be able to build up a 
relationship with the family that would make it 
easier for them to come for help should a 
problem: suddenly arise. 

In conclusion we would say that, while we are 
fully aware of the shortcomings of this study, 
а way to standardize concepts of childhood 
separations that is both clinically meaningful and 
statistically satisfactory has not as yet been 
found to our knowledge. In the meantime the 
sufferer’s perception of such an event may be 
as useful a starting point as any. This investiga- 
tion has shown that a simple question such as 
we used will define a vulnerable group, though 
clearly not all vulnerable women. As it should 
not take too long to ask, we would suggest its 
incorporation in all routine antenatal case- 
schedules, along with other factors that make 
the woman an ‘at risk’ case. This may help to 
give a guide to a more efficient and thorough 
investigation in due course. 


SuMMARY 

A group of British-born married primigra- 
. vidae who had been separated temporarily or 
permanently from one or both parents before 
the age of 11, were matched for age and social 
class by a group of controls who denied such 
separations. 

Interviews were carried out at three-monthly 


intervals during the first year of the baby’ s life, 
and the mother's mental and physical health, 
marital problems and management of the baby 
were explored. 

Statistically significant differences were found 
between the two groups in many respects. Some 
of the findings are reported in detail. 

It is suggested that a question about the’ 
mother’s childhood should be incorporated in 
antenatal case schedules. This should help to 
pinpoint women who need special support from 
their family doctor and health. visitor. 
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The Importance of Childhood Experience in relation 
to Problems of Marriage and Family-Building 


By EVA A. FROMMER and GILLIAN O’SHEA 


* INTRODUCTION 


Previous reports (1 and 2) have shown that 
very simple questions to a mother about her 
own childhood, particularly whether she was 
ever separated from one or both parents, can 
identify a group of women who are likely to 
experience difficulty in managing their baby. 

During the last interviews of this research, it 
became clear that more than one of the women 
in the ‘control’ group had in fact experienced 
separations from one or both parents in their 
childhood which they had for some reason 
denied or forgotten at the beginning of the 
investigation. 

As the object of the original investigation had 
been to identify women ante-natally who might 
be especially vulnerable to emotional stress, and 
this had been achieved to some extent, it was 
thought that direct investigation of the child- 
hood of the women who were still available 
might be useful. We expected some blurring of 
our previous results as the consequence of this 
investigation. 


SUBJECTS AND METHODS 


Of the 89 women who remained in the earlier study 
it was possible to visit 79 again. The same interviewer 
(G.O'S.) this time used a detailed questionnaire 
enquiring into the mother's childhood, its events, her 
feelings about it, and any consequent conclusions that 
she might have reached about bringing up her own 
children. 

Of the 79 women, 40 belonged to the original 
‘separated’ and 939 to the ‘control’ group. 

Although the interviewer by this time knew the 
mothers and their circumstances well, it was of as 
great interest to know how many were coping 
without undue difficulties, despite a difficult child- 
hood, as to confirm that problems in infant manage- 
ment and marital difficulties tended to exist where the 
mother had experienced separation from her parents 


would have been more closely or persistently ques- 
tioned than another. This is made even less likely by 
the fact that the questionnaire was carefully and 
rigidly structured, and gave less opportunity for 
impressionistic judgements than did the earlier ones. 
By undertaking this further investigation, we were 
trying to demonstrate whether separations in child- 
hood from the family were significantly associated with 
problems of emotional attachment and family build- 
ing in adult life, and, if they were, whether there were 
any outstanding features in the childhood experiences 
of the women in our sample that seemed to be more or 
less associated with such problems than any other, 


Definition of separation 

For the purpose of this study we defined separation 
as parental death or any event which entailed the 
mother as a child sleeping away from home, or one or 
both parents doing so. The question was put 1n terms 
of ‘having to be away from home’, a term that was 
employed when asking about the woman or her 
parents. There were also specific questions about 
hospital admissions for her or her parents, and about 
her placement away from home in a foster or children’s 
home or elsewhere. Any such separation that had 
taken place before the woman’s eleventh birthday— 
defined as ‘before you were eleven’ was counted in 
the same way as had been done in our earlier study. 

In each group, the women were now subdivided 
into those who had more than one minor manage- 
ment problem with the infant during the first year of 
his life, and/or marital problems, and those with no 
marital problems and at worst one minor manage- 
ment problem; these two categories were called 
‘problem’ and ‘no problem’ groups. 

' Management problems with the infant's sleeping, 
feeding or crying, were regarded as minor if they 
caused slight upset to the mother, but major problems 
if they caused a constant state of family upheaval. 

The control group was then subdivided into wemen 
who had in fact experienced a childhood separation 
and those who had not. Two women who had experi- 
enced separation in our terms only after their 
eleventh birthday were found in the original proband 


in childhood. It is therefore unlikely that one mot her group. 
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This gave eight sub-groups as follows: 


From the original PROBAND group 

‘Separated’ women with problems 

‘Separated’ women without problems 

‘Non-separated’ women (i.e. separated after age 11) 
with problems (of which there were none) 

*Non-separated' women (i.e. separated after age 11) 
without problems (of which there were 2) 


From the original CONTROL group 

‘Non-separated’ women with problems 

‘Non-separated’ women without problems 

‘Separated’ women (who had originally denied 
separation experience) with problems 

‘Separated’ women (who had originally denied 
separation experience) without problems 


It should be emphasized that the present investi- 
gation is of a totally different kind from the prospective 
study that was reported earlier (2). There we were 
interested in finding a simple method of identifying 
vulnerable women who might need extra support in 
their marriage and family building during their 
child’s early years. That investigation did identify a 
sufficiently large number of such women to make the 
routine use of such a simple questionnaire as we had 
devised worthwhile. 

In the present investigation we were concerned to 
discover how far a more extensive knowledge of the 
women’s background, which it would be impractic- 
able to obtain during the course of busy ante-natal 
clinics, could throw light upon their present problems. 

In addition to actual separation experiences, we 
asked the women about the atmosphere in the home 
in which they grew up, whether they would rate it as 
happy or not, and how their parents had related to 
cach other and to them. Statements about the parents 
were written down verbatim, and both aspects of 
their relationships were also rated. Where quarrelling 
had led to a divorce and there had been a subsequent 
remarriage, the quarrelling was scored although it 
applied to the earlier marriage. 

The answers were grouped under three main 
headings: 

(1) Good relationship between parents; 

(2) Tension, e.g. an account of repeated or per- 
sistent arguments, remarks such as 'they never seemed 
to agree about anything’ ; 

(3) Severe quarrelling between parents which 
included physical violence, rows that led to the 
departure of one or other parent from home, or in 
several instances to the woman’s departure from home 
аз a child. 

The woman’s relationship to her father or father 
substitute was rated as: 


(1) Good, if the home was said to have been happy 
and harmonious; 

(2) Poor, if there had been physical violence from 
the father to her as a child, c.g. one father who 
persistently hammered only the one daughter because 
she resembled his mother, whom he disliked; or if 
the woman expressed a fixed dislike for her father, 
e.g. ‘he made me shudder’, or ‘they were both. 
miserable bleeders’. 

If the relationship with one father-figure had 
been positive and not with another, e.g. stepfather, 
the one was taken to be more significant which had 
persisted for the longest time. 

(3) A few women had had a positive relationship 
with their father, but not with their mother. These 
were included with the first group in the table. 

Separations of the parents as the result of quarrelling 
were noted and scored regardless of the age at which 
either parent had walked out of the home, and 
whether this was temporary or permanent. It was 
considered indicative of the quality of inter-relation- 
ships between them. 

Tt seemed to be of interest whether the woman had, 
as a child, experienced a poor relationship between 
her parents with or without also having a poor 
relationship with her father. All the women who had 
experienced tension, or serious quarrelling between 
their parents, and/or had themselves a pogr relation- 
ship with their father or father-substitute, were 
included in this category. 

From the point of view of the present enquiry, it 
seemed mainly of interest to find out what was the 
incidence of these various factors as between the two 
main groups of women, i.c. those who had *problems' 
within our definition during the first year of their 
first infant's life and those who did not. Accordingly, 
Table I was drawn up. 

Where there were comments that money worries 
had featured largely in conversations and parental 
quarrels during the woman's childhood, or that she 
had to 'go without' from time to time, e.g. one father 
who fed his children only on dry bread and occasional 
fried eggs, this was noted as 'financial stress! in 
childhood. 


RESULTS 

The Table shows that while there is a trend 
for many factors, such as poverty during child- 
hood, or parental death, or quarrelling, to be 
associated in the women with problems, this 
does not reach statistical significance. When 
serious parental quarrelling and/or a poor 
relationship with father are taken together, 
however, the difference becomes statistically 


ae 
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Tase I 
A comparison of childhood factors of women who were classed as узен i problems in the first year of their infant's life 
and those who had no problems 
Problems No problems Total 
Total sample Р 
49 30 79 
Mother dead by 11 3 o 3 NS 
Father dead by 11 5 5 10 NS 
Mother dead after 11 3 о 3 NS 
Father dead after 11 10 4 14 М5 
Either parent dead (any age) 21 9 30 NS 
Parents separated (any age) rat(+1r)* 1 13 «0:05 
Minor parental tension .. 13 6 19 NS 
Serious parental quarrels 7 I NS 
Good relationship with parents . : 32 23 55 NS 
Poor relationship with father, or father- 
ode 12 I 13 «0:05 
Parental quarrelling 
Separated before 11 : 44 17 61 «0-01 
Not separated before 11 .. 5 E 18 <0-01 
Financial stress in childhood 15 23 NS 
Early sex problems in marriage 10 8 18 NS 
Persistent sex problems in каа 12 2 14 NS 
Present marital problems 22 ° 22 «0:001 
Depression 35 7 «0:001 
Major baby problems 28 о 28 <0 001 
Minor baby problems 20 16 36 NS 
Highly participant husband with ‘baby | care 26 18 44 NS 


* Mother separated from father, then from stepfather. 


significant. The marked increase of depression in 
the ‘problem’ group is also noteworthy, regard- 
less whether this was causal in the existence of 
marital or baby management problems, or their 
result. 

It was interesting to find that there is a 
statistically significant difference in the incidence 
of marital and management problems within the 
original ‘control’ group, between women who 
were in fact ‘separated’, though originally they 
had denied or forgotten this, and those who were 
not (18 out of 23 women with problems had 
been separared, and only 5 of 16 without 
p < 0:01). 


Discussion 
‘Far from blurring the earlier results, this 
investigation only confirms though it does not 
help to explain them. 
Recently, there has been a good deal of 
systematic investigation into the effects of 


separation from parents on children (3) and it 
seems that the quality of home life from which 
the child is separated is at least as important 
as the circumstances of the separation, at least 
for the immediate and short-term adjustment of 
the child. 

We are not aware, apart from Harlow’s 
work (4), of any study of adult emotional 
capacity in relation to childhood experience, 
with which we could compare our results. 

Depressive symptoms are clearly an important 
factor in the troubles of these women, whether 
they cause their problems with the infant, are 
reactive to, or are merely helping to maintain 
them; and as some of these illnesses in our 
sample had not fully developed until the child 
was over a year old, these symptoms must 
probably be actively looked for for much longer 
than the first few weeks post partum in young 
mothers who have had a deprived childhood. 
Effective treatment of these alone might lead 
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to a considerable improvement of the life of 
the whole family. 

We seem to have stumbled on the tip of a 
far larger iceberg than we expected. Apart from 
the preventive aspects that open up, and the 
evident need for much greater activity in 
bringing atypical puerperal depressions to light, 
and ensuring treatment, for them a large-scale 
investigation extending our pilot efforts is clearly 
needed. This would require very large resources 
but would possibly bring rich dividends. Mean- 
while, questions to mothers about their child- 
hood and possible separation experiences will 
shortly be incorporated in the ante-natal case- 
schedules of the Obstetric Department at St. 
Thomas’ Hospital. The Borough Public Health 
Staff and Health Visitors have been fully 
informed, and it is hoped to be able to test the 
usefulness of such a question as a predictive 
factor with their help in the field. 


SUMMARY 

An investigation into the childhood experi- 
ences of two groups of mothers is described. 
One group (probands) had previously acknow- 
ledged separations from parents, the other 
(controls) had denied them. However, it was 
found that many of the control group had also 
experienced childhood separations from their 
parents within the definition used here. 


There were significantly more marital and 
infant problems among the 'separated' women 
than among those not separated. 

Implications for mental health and further 
research are briefly discussed. 
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The School-Age Siblings of Mongol Children 


By ANN GATH 


INTRODUCTION 

During the past fifteen years, attention has 
been drawn to the difficulties experienced by the 
families of mentally-handicapped children. Early 
studies showed that a mentally handicapped 
child in the home constituted a severe burden 
for other members of the family, particularly 
the mother (Tizard and Grad, 1961; Holt, 
1957; Schonell and Watts, 1957). 

From his study in Sheffield, Holt concluded 
that 65 (15 per cent) of the 430 siblings were 
adversely affected by the presence of a mentally 
handicapped child in the home; 24 siblings were 
afraid of physical attack; 18 resented the 
attention given to the handicapped child; g 
had to ‘help unduly’ and 6 felt ashamed and 
were teased by their peers. Since there was no 
control group, caution is necessary in drawing 
conclusiotfs from these findings. 

Caldwell and Guze (1960) compared the 
families of handicapped children in institutions 
with those of handicapped children at home, 
with particular attention to the emotional 
adjustments of the siblings. No significant 
differences were found between the two groups 
of siblings. The opinions of the siblings concern- 
ing the management of the handicapped child 
were found to reflect those of the parents. 

A similar reflection of parents’ attitudes was 
found by Graliker, Fishler and Koch (1962) in 
their study of teenage siblings of retarded 
children in Los Angeles. In those cases where 
both mother and father had the same attitude 
to the handicapped child, the siblings showed 
no disturbance at home or at school or in their 
social activities with their peers. When asked 
for their opinions about whether their affected 
brother or sister should live at home or in an 
institution, these teenagers were found to be in 
agreement with their parents’ decision. On the 
other hand discord between the parents on the 
issue of the handicapped child was associated 
with disturbance in the siblings. 


In a study of family integration, which means 
the degree of agreement on value ratings, in 
families with a retarded child, Farber concluded 
that the relationships between the ‘normal 
siblings’ and the rest of the family were adversely 
affected in many cases. Sisters of a retarded 
child living at home were expected to do more 
work than sisters of the children who were sent 
away (Farber, 1959; Farber and Jenné, 1963). 

Kaplan (1969) reported a single case study of 
a girl who throughout her life had a severely 
mentally retarded brother in an institution. The 
girl was described as having great fears of re- 
jection and identifying with the handicapped 
brother, her level of functioning, both education- 
al and emotional being well below her capacity. 
This suggested that adverse effects are not con- 
fined to cases where the handicapped child 
remains in the home. The case-study prompted 
Kaplan to instigate group discussions for the 
siblings of mentally-retarded children most of 
whom were in residential care. In the group, 
the siblings expressed many fears about the 
nature and meaning of the handicap and about 
their own identity in relation to the defective 
brother or sister. | 

Carr (1971) studied mongol children aged 
15 months and at 4 years and living at home. 
She paid particular attention to their psycho- 
logical development, but also studied their 
families using a similar approach to that of 
Newsom and Newsom (1963, 1968) in their 
studies of child rearing practices in normal 
families. The emphasis in Carr’s work was on 
how the parents were bringing up their mongol 
child rather than on the psychological reactions 
of parents and siblings. 

Wolfensberger (1968), reviewing the litera- 
ture about the effects of mentally handicapped 
children on the family, concluded that ‘no 
strong evidence has been presented that the 
siblings of the rétarded are better or worse 
adjusted than comparable children in general’. 
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The uncertainty Wolfensberger expresses in 
drawing conclusions from the papers he reviewed 
is attributed to the lack of control studies. 

The present paper describes an investigation 
designed to test several hypotheses concerning 
the psychological adjustment of the siblings of 
children with Down’s Syndrome (mongols). 

The main aim of the investigation was to 
determine whether the siblings of mongol 
children would show a greater degree of psychi- 
atric disturbance than matched controls. 

The investigation was also designed to test 
whether certain factors such as siblings rank 
order in relation to the mongol child, or the 
mother’s age at the birth of the mongol child, 
were associated with an increased risk of psychi- 
atric disturbance in the siblings. 

It might be postulated that siblings born 
before the mongol child would be exposed to a 
greater burden of care, and thus be more 
likely to become disturbed than those born after. 
On the other hand, since it is widely known that 
older women are more at risk of having a 
mongol child, it might be anticipated that 
women aged over 40 at the birth of the mongol 
would suffer more from self-reproach. 


М=етнор 

Two groups of children were identified, an 
index group of siblings of mongols, and a 
control group matched for school class. Parents 
and teachers were asked to provide behavioural 
ratings on both groups of children, using 
Rutter’s Scales A and B, which are known to be 
of high reliability and validity (Rutter, Tizard 
and Whitmore, 1970). These scales can also be 
used to distinguish between antisocial disorders 
and neurotic disorders by means of subscores. 

All index and control cases were drawn from 
the geographical area of the Oxford Regional 
Hospital Board. Medical Officers of Health 
from 11 neighbouring local authorities and 6 
local branches of the National Society for 
Mentally Handicapped Children provided the 
names and addresses of 200 families known to 
have a mongol child. With the general practi- 
tioner’s consent in every case, a postal question- 
naire devised for the study was sent to the parents 
of the 200 families for the purpose of eliciting 
basic demographic and social data, including 


THE SCHOOL-AGE SIBLINGS OF MONGOL CHILDREN 


details of siblings of the affected child. By 
means of these questionnaires it was possible 
to select those respondents who had children of 
school age as well as the handicapped child, 
amounting to 122 families. Rutter’s parental 
Scale A was posted to these families and the 
parents’ permission sought to approach the 
staff of the school attended by the siblings.” 
Of the 122 families, 104 (85 per cent) returned 
completed A Scales for 174 siblings. Р 

With the parents’ consent in every case, the 
head teachers were sent a postal request for the 
completion of Rutter’s teacher Scale B on the 
index siblings of each child with Down’s 
Syndrome (n = 174), and on the next child 
down on the register after each sibling to act as 
a control (n = 174). The teachers were asked 
to refer to the control child by a pseudonym, 
for the sake of confidentiality. This precaution 
to allow a control child to remain anonymous 
was necessary to obtain the best possible co- 
operation from teachers and control parents. 

The schools were also asked to send Scale A 
to the parents of each control child, who were 
invited to remain anonymous if they wished. 
Completed Scale B (teacher) fomns were 
returned for 146 (84 per cent) of the 174 index 
siblings, and for 149 (82 per cent) of the 174 
controls requested. Completed Scale A (parents) 
forms were returned by 106 (74 per cent) of the 
143 control families to whom the forms were 
sent by the head teachers. 


RESULTS 

The index families 

The sample comprised 174 children from 104 
families, each having one mongol child living at 
home. 

The mongols themselves were aged between 
2 and 25 with a mean age of 8-25 (standard 
deviation 5°45). There were 59 boys and 59 

irls. 

P The 174 siblings were all attending school. 
The age range was from 5 to 19, with a mean 
age of 10:46 (standard deviation of 2°52). . 

Both parents were present in 97 of the homes. 
There was one parent only in 7 familes, as 3 
fathers and one mother had died and 3 fathers 
had deserted the home. 


Deviation in index and contiol groups 

Of the index group 20 per cent were rated 
deviant by either parents or teachers as com- 
pared with 1o per cent of the control group. 
When the deviant children were divided into 
antisocial and neurotic groups there was no 
difference in the proportions of children rated 
as neurotic, but antisocial children were signi- 
ficantly more common in the index group. 

Teacher ratings on 149 pairs of index and 
control children are shown in Table I. As can 
be seen, the difference between the two groups 
is due to the greater number of girls rated as 
antisocial in the index group. Parental ratings, 
shown in Table II, show a similar trend, with a 
significant increase in antisocial disorder in the 
index group. When the sexes were separated, 
the increase in antisocial disorder in both boys 
and girls just failed to reach significant levels. 





TABLE I 
Numbers of deviant children on teachers’ scales, by sex 
and diagnosis 
Index Control 
group group р 
Boys N 7ї 7ї 
Antisocial Р 9 8 0.3 
Neurotic .. : 4 2 з. 
Total deviant «13 10 n.s 
Girls N 72 72 
Antisocial . " 6 — 0-001 
Neurotic zu 4 I ns. 
Total deviant .. 10 I 0-004 
Both sexes N 143 143 
Antisocial .. .- I5 8 n.8. 
Neurotic .. fs 8 3 n.s. 
Total deviant ‚93 її «0-05 


Tests of statistical significance: 

x? with Yates’ correction was used for data on both 
sexes taken together and on boys alone. 

| nd exact probability test was used for data on 

girls. 
Characteristics of the index group of siblings 

Siblings born before the handicapped child compared 
with those born after. There were 127 children (63 
boys and 64 girls), with a mean age of 10:75 
years (standard deviation 3:51), who were born 
before the affeeted child. They were compared 
with 46 children (22 boys and 24 girls), with a 
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тте i 





Numbers of ‚фт ‘on parental scales, by sex 
“and diagnosis 
Index Control 
group group р 
Воуз М 54 54 
Antisocial .. s 4 o n.s 
neurotic 23 3 3 n.s 
Total deviant 7 3 ng 
Girls N 52 52 
Antisocial .. is 4 I n.3 
Neurotic ; I 2 n.s 
Total deviant 5 3 n.s 
Both sexes N 143 143 
Antisocial . ix 8 I «0:05 
Neurotic ie 4 5 n.s. 
Total deviant .. — I2 6 n.s 





Tests of statistical significance: 

x? with Yates’ correction was used for data on both 
sexes taken together. Fisher's exact probability test 
was used for the data on boys and girls separately. 





mean age of 9:75 years (standard deviation 
3:16), born subsequent to the birth of the 
affected child. Of the siblings born before the 
affected child 28 were rated as deviant, 9 by 
parents only, 14 by teachers only, and one by 
both parents and teachers. Of siblings born 
after the affected child 8 were rated as deviant, 
5 by teachers and 3 by parents. The proportion 
of deviant children in the two groups are not 
significantly different. All deviant children born 
after the affected child were in the antisocial 
category (6 boys and 2 girls) whilst those born 
before were more evenly divided into antisocial 
(9 boys and 7 girls) and neurotic (7 boys and 5 
girls) groups. 

Age of the mother at the birth of the affected child. 
A significantly greater degree of deviation was 
found in the siblings of those families in which 
the mother was aged 40 or over at the time of the 
birth of the Down's Syndrome child (Table IIT). 
Once more this difference was due to a pre- 
ponderance of antisocial disorders (not shown 
in the Table). 

Age of the mongol child at the time of the survey. 
No association was found between the age of the 
affected child at the time of the survey and the 
degree of deviation in the siblings. 
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ТАВІЕ IIT 
Numbers of children rated deviant in relation to mothers’ 
age at birth of mongol child 
Siblings with Siblings with 
mother aged mother aged 
Scale on under 40 40 and over 
which rated р 
deviant No. % No. % 
deviant deviant deviant deviant 
Parental scale 10 7°8 5 14 ms. 
((Ч= 1835) (N=36) 
Teacher scale 15 12:4 9 39 0-01 
(N=ra1) (N=23) 
Both scales .. 1 2 
Total deviancy 24 17°6 12 33 пз. 
(N=137) (N=36) 


Sex of the mongol child. There was no greater 
deviation amongst siblings of a mongol boy than 
among siblings of a mongol girl. 

Family size. Deviation in relation to sibship 
size is shown in Table IV. The findings suggest 
that the risk of deviation is least in stbships of 3 
to 5 and greatest in sibships over 7. 


TABLE IV 
Distribution of deviation of index siblings, by sibship size 








Scale Sibshipe size (mean 3:35) 
on 
which 2 3 4 5 6 7-9 
rated 
deviant N= 32 46 45 17 18 16 
Parental No. 2 4 3 о 2 4 
% 62 87 6-7 II 25 
Teacher No. 6 4 4 о 4 6 
96 18-8 87 89 22 37:5 
Parental 
andjo No. 8 7 6* o 5* 10 
Teacher % 25 I5:2 13:4 27:8 62:5 





* Includes children deviant on both parental and 
teacher scales. 








Non- 

Sibship size Deviant deviant Total 
5 or less .. X 21 119 140 
6 or more m 15 9 34 
Totals .. °з 36 128 174 





With Yates’ correction = 18:1; p < o-oor. 


Social class. The distribution of deviation by 
social class is shown in Table V. There was a 
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marked preponderance of deviation in social 
class V siblings on teachers’ ratings but not on 
parental ratings. 














ТАВІЕ V 
Distribution of deviation of index siblings, by social class 
Social class 
Scale eee 
on Not 
which I Ii Hi IV V known 
rated 
deviant N= 21 33 48 45 20 7 
Parental Мо. 1 3 3 7 1 о 
% 5 9 6 15 5 о 
Teacher Мо. 1 2 6 6 8 1 
% 5 6 12 13 40 1 
Parental 
and/or No. 2 5 9 11* 8* 1 
% о 15 19 25 4 14 


* Includes children deviant on both scales. 


One parent families. Eleven index children, 4 
boys and 7 girls, came from the 7 families with 
only one parent living at home. In this group, 
there were 2 deviant children, both boys. The 
rate of deviation does not differ significantly 
from the rate in the group of index children 
taken as a whole. 


Symptoms shown by the deviant children 

Unpopularity or difficulty with peer relation- 
ships was the most common symptom reported 
for 75 per cent of the index children rated as 
deviant. Restlessness was a feature in 64 per cent. 
The next most frequent symptoms were dis- 
obedience (55 per cent), misery (53 per cent) 
and temper tantrums or ‘flying off the handle’ 
(53 per cent). 

Many of the parents added their own com- 
ments after completing the scales. Only one 
parent attributed the sibling’s disturbance to 
having a handicapped brother or sister. The 
remainder of the parents commonly described 
the mongol as ‘happy, contented and lovable’ 
and stressed the bonds of affection existing 
between that child and the others in the family. 


DisaussioN 
The sample studied in this paper is as 
representative as possible of families with a 
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mongol child living at home and is not limited 
either to those belonging to a parents’ association 
or to those in contact with a hospital. The 
response rate of the index families was over 80 
per cent at each stage. A less good response was 
obtained from control families and the informa- 
tion on these was limited by the need for 
` anonymity. The lower response rate of the 
control families might mean that the respondents 
werg to some extent a selected group with a lower 
than expected rate of deviation. 

The research instruments used were the scales 
devised and developed by Rutter e£ al. (1970) and 
are known to be of high validity and reliability. 

The results reported above of a comparison 
between siblings of mongol children and 
children of the same sex and in the same school 
class show that there is indeed a significantly 
greater degree of psychiatric disorder, as 
measured by behavioural ratings by parents and 
teachers in the siblings of mongol children. This 
difference is greater as judged by teacher 
ratings than as judged by parents’ ratings. 

Further analysis of the results shows no 
significant difference between the boys in the 
two greups of children, either in the total 
number rated deviant or when subdivided by 
diagnosis as antisocial or neurotic in the two 
groups. So it can be seen that the difference in 
the total numbers of deviant children can be 
largely attributed to the excess in the number of 
antisocial girls amongst the siblings of mongol 
children. Girls are also seen to be more anti- 
social at school than at home, although the 
trend is the same in both situations. 

A similar finding occurred in the Camberwell 
Family Illness Study, where an increase in 
disorder in the children of psychiatric patients as 
compared with controls in the same school class 
was due to an increase in disorder in the girls, 
and in particular to an increase in antisocial 
disorder. Rutter (1970) discusses these results 
and suggests that there might be a genetic 
explanation for antisocial disorder, but this 
would be difficult to apply to the sisters of 
mongol children. The explanation may be that 
the antisocial behaviour, particularly evident at 
school, is a reaction to having to ‘help unduly’ 
as suggested by Holt (1957) and Farber and 
Jenné (1963). 
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The intra-group comparisons test the second 
hypothesis that there are groups of children 
amongst the siblings of mongol children who 
can be seen to be more vulnerable than others. 

There is no evidence from these results that 
children who were born before the affected 
child and who would be more involved in 
caring for that child are more at risk than 
those born subsequently. The position of the 
younger children in those families where the 
affected child is a first or a middle born child 
may not be favourable, as they may be expected 
to ‘make up’ for the disappointment of the older 
sibling being handicapped and may thus be 
subjected to increased parental pressure. 

The children born after the mongol child did 
differ in diagnosis from those born before the 
birth concerned, since all eight deviant children 
born after the event were rated as antisocial. 
Since six of these children were boys, this finding 
cannot help explain the excess of antisocial girls 
as compared with controls. 

Consideration of other special groups amongst 
the siblings of mongol children shows that the 
children of women who were over 40 at the birth 
of the affected child are more vulnerable than 
children of mothers who were younger at the 
time. This finding supports the hypothesis that 
the older mothers may feel responsible for the 
handicap. 

Families of mongol children tend to be larger 
than average. In this study, the rate of deviation 
increases sharply in very large families of six and 
more. This finding is entirely consistent with a 
large number of other studies (Rutter, Douglas, 
Davie et al). However, peculiar to this study is 
the finding that the rate of deviation is also 
relatively increased in the two-child family in the 
mongol group. Ín the two-child families in the 
study there is one normal child and one abnor- 
mal child, and it is reasonable to suppose that 
the normal child may have to bear the burden 
of the parents’ aspirations and may also have a 
feeling of isolation from his peers. 

Rates of deviation, as measured by teachers' 
ratings but not parents’ ratings, show a steady 
gradient from social class I to social class V. 
Rutter failed to find any association between 
social class and psychiatric disorder in children 
in his studies (Rutter et al., 1970). Family size 
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in some populations is clearly associated with 
social class, but in this group of families the 
largest families did not come from the two lowest 
classes. Handicapped children can be more of a 
financial burden than normal children, and this 
burden is heaviest on the lower paid workers’ 
families, i.e. on families in social classes IV 
and V. 

The disturbed siblings were described as 
unpopular, restless, disobedient, miserable and 
liable to temper tantrums. Unpopularity, rest- 
lessness and misery are items of behaviour most 
commonly associated with psychiatric disorder 
in children (Rutter et al., 1970). There is no 
suggestion of any specific behaviour disturbance 
in the brothers and sisters of a mentally-handi- 
capped child. 

The findings of this study may appear to be at 
variance with those of a previous study involving 
the siblings of mongol children (Gath, 1972). 
The earlier study was limited to 35 siblings in 
contrast to the present group of 174. Family size 
and ordinal position were carefully controlled 
in the first study, whereas the present control 
children were chosen at random from the same 
school class. 

The present study of siblings of mongol 
children living at home should be complemented 
by a comparison of siblings of similar children 
brought up in an institution. A pilot study was 
carried out of mongol children in the subnor- 
mality hospitals in the same area as that from 
which the present subjects were drawn. It was 
found that a sizeable proportion of the children 
admitted to an institution at an early age had 
little or no contact with their families. It was 
therefore expected that the response to such 
questionnaires as used in this study would not 
be high and that the resulting sample of 
siblings would be biased. However, a prospective 
study ofa group of mongol children enlisted soon 
after birth would not be so subject to bias. 
Moreover, meaningful comparisons could be 
made between families keeping their child at 
home and those whose child had been admitted 
to am institution, as it would be possible to ob- 
serve changes in family dynamics preceding the 
admission as well as those coming after. Such a 
project involving the study of families of mongol 
children and matched controls has now been 
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launched, and follow-up data on the families 
concerned are at present being collected. 

Thus although the siblings of mongol children 
are more disturbed than a child of the same sex 
in the same school class, it appears likely that 
the causes of the disturbance are factors such as 
large family size, excess parental pressures and 
financial hardship, all of which can be associa- ° 
ted with the presence of a mentally handicapped 
child but by no means invariably and exclusiyely. 

The answer to the question "What is the effect 
of a mongol child upon its siblings? is not clear- 
cut, and still further research involving longti- 
tudinal studies of families is required to unravel 
the psychological effects from the social disad- 
vantages that are the result of baving a mentally- 
handicapped child in the family. 


SUMMARY 


A comparison has been made between 
siblings of mongol children and control children 
from the same school class on the basis of 
behavioural rating scales completed by parents 
and teachers. 

Significantly more index children were rated 
as deviant than were control children. This 
difference could be accounted for by the 
increase in antisocial disorder in girls in the 
siblings of mongol children. Amongst the 
siblings of mongols, the children most at risk 
were those whose mother was over 40 at the 
birth of her mongol baby, those from large ' 
families, and those for social classes ТУ and V. 
The results are discussed. 
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Alcoholics Known or Unknown to Agencies: 
Epidemiological Studies in a London Suburb 


By GRIFFITH EDWARDS, ANN HAWKER, CELIA HENSMAN, JULIAN PETO 
and VALERIE WILLIAMSON 


We present here some findings from a survey 
carried out in one (former) London borough, of 
the information known to one or more of a num- 
ber of agencies such as courts, clergy, employers, 
doctors, etc. (we term these sources ‘reporting 
agencies’, sce Methodology Section 4), con- 
cerning those individuals who might have a 
drinking problem. The results will be inter- 
preted in the light of a house-to-house sample 
survey which was conducted at the same time, 
and in part of that same area (Edwards et al., 
1972a, b, c, d, 1973) : the extent of overlap in case 
identification will be closely considered. The 
literature on epidemiology applied to alcoholism 
has been reviewed by one of us elsewhere 
(Edwards, 1973), and the relevance of epidemi- 
ology to planning the community's response to 
its drinking problems was discussed. In the 
present paper the application of those general 
arguments to the realities of a particular set of 

* data will be tentatively explored. 


METHODOLOGY OF THE REPORTING AGENCY 
SuRVEY 


Pilot studies were carried out in neighbouring 
sectors of London with a view to determining 
both the most fruitful sources of report and the 
methods of approach most likely to be acceptable 
to different reporting agencies. 


(1) Geographical area of study 

The old borough of Camberwell, since absorbed 
into the new borough of Southwark, is a heterogenous 
city area demarcated from the rest of London by no 
natural boundaries. Camberwell is still very much a 
monument to that unplanned sprawl which, at the 
time of the industrial revolution, -saw London spill 
out unregardingly over fields and villages. From north 
to south it stretches a distance of approximately 5 
miles, while at its broadest point it is some 24 miles 
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across. It contains no heavy industry and is largely 
made up of small workshops and the occasional 
larger factory, shops and offices, and residential 
property. The latter is mixed in type: there are 
nineteenth century streets which are poor and run 
down, and some pre-war, and much post-war, 
working class housing built by the Borough Council 
or by the London County Council. Dulwich, which 
constitutes the southernmost part of Camberwell, has 
the characteristics of a well-established middle-class 
dormitory suburb. 

To qualify for inclusion in the survey’s count the 

primary criterion was that the subject should have 
(or have had at some time during the study year), an 
address which fell within the Camberwell boundaries. 
An up-to-date street list provided the basis for 
checking. 
А second type of subject was however also separately 
counted—the person who came to the notice of a 
Camberwell reporting agency, but who was of ‘no 
fixed abode’. Camberwell has, constantly drifting 
through, a largely male vagrant population of quite 
unknown size; these men are in part attracted to the 
area by the presence within the borough of a statutory 
Reception Centre, which gives free accommodation 
every night to some hundreds of vagrants. The chance 
of any vagrant alcoholic coming to a reporting 
agency’s notice during his passage through the 
borough is a haphazard business, and the count here 
obviously constitutes a measure of the impact of 
vagrant alcoholics on the borough’s awareness, rather 
than even remotely representing the true count of 
alcoholism in the vagrant population. 


(2) The study period 

To qualify for inclusion, the subject had to be 
reported as having evidenced symptoms of problem 
drinking between the dates 1 April 1965 to 31 March 
1966. 


(3) Criteria for case identification 
The basic criterion here was that one (or more) of 
the chosen reporting agencies (see (4) below), should 
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have identified the person concerned as having a 
notable drinking problem-—the count was therefore 
primarily an enumeration of labelled persons. The 
reporting agents were not necessarily themselves 
expected to use the world ‘alcoholism’, but they were 
usually by inference making that diagnosis, if by 
alcoholism is meant simply that as a result of drinking 
the individual has suffered more than transient or 
trivial impairment of physical or mental health or of 
social adjustment. A proportion of cases were, how- 
ever, accepted for which the evidence was only of 
some acute episode (e.g. drunkenness arrest), and 
these cases are in the subsequent analysis separately 
categorized as ‘casual’ (see page 172). The reporting 
agent was, according to the likely observational 
powers of each reporting agency, asked to define 
under structured headings the presumptive evidence 
for adverse impact of drinking on the named indivi- 
dual, and this procedure ensured that cases were not 
included in the count if the labelling was based on 
flimsy or non-existent evidence. 


(4) Choice of reporting agency 

The word ‘agency’ will here be taken to embrace all 
individuals, institutions and other information 
sources employed in the study. The majority of the 
reporting agencies were sited actually within the 
borough, and in some instances these agencies carried 
statutory borough responsibility. Preliminary enquiry 
showed, however, that a number of agencies situated 
outside the borough boundaries were also likely to 
have involvement with Camberwell’s alcoholism 
problems. Contact was therefore made with, for 
example, a number of general hospitals, and with 
mental hospitals which might draw cases from far 
afield. General practitioners, clergy and employers 
situated around the borough’s fringe were contacted 
as well as those falling strictly within the study’s 
area, as were also social work agencies with a wider 
geographical responsibility than that of one borough: 
obviously in all such instances only Camberwell 
residents were accepted for the study’s enumeration. 

The agencies finally selected were in summary as 
follows, with the numbering corresponding to that 
employed in Table I. 

(1) Courts. Four relevant magistrates’ courts, 
Inner London Sessions, and the Central Criminal 
Court. 

(2) Newspapers. Three local weekly newspapers 
were abstracted. 

(3) General Hospital Casualty Departments. Notes 
abstracted at two large local casualty departments 
and at two outside the borough. 

(4) Probation Service. At all courts mentioned in 
(1) above. 
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(5) Clergy. Sixty-five contacted, with 56 of seven 
different denominations co-operating. 

(6) Employers. Two hundred and ninety Cam- 
berwell employers with more than 10 people on the 
payroll, and 15 large employers (more than тоо 
staff) in the neighbourning area. 

(7) Local Government Welfare Agencies. Educa- 
tion authorities, Children’s Departments, Welfare 
Department, housing authorities, Reception Centre 
(Camberwell residents only). 

(8) Local Government Non-Medical Mealth 
Agencies. Mental welfare officers, health visitors, 
public health inspectors, district nurses. 

(9) Voluntary Welfare, Non-Specialized. Five 
University Settlements, two Samaritan organizations, 
one old peoples’ welfare agency, three family case- 
work agencies, three counselling centres, two 
childrens’ agencies, one ex-service agency. 

(10) Voluntary Alcoholism Agencies. Three 
counselling centres and two rehabilitation hostels, 
all but one of these five being outside the borough. 

(11) Alcoholics Anonymous. Local group and local 
intelligence. 

(12) General Practitioners. Ninety-nine practices 
contacted in Camberwell and closely neighbouring 
areas, with 97 co-operating. 

(13) Psychiatric Hospitals and Psychiatric Depart- 
ments. Detailed abstraction from three chiatric 
hospitals and three psychiatric departments serving 
the area, and enquiry at six other general psychiatric 
hospitals and four specialized alcoholism treatment 
units: enquiry at three further psychiatric depart- 
ments of general hospitals in the neighbouring 
area, 

(14) General Hospitals. Detailed abstraction from • 
four hospitals serving the area and enquiries at 11 
further hospitals. 

(15) Prison Medical Service. Detailed enquiry at 
two prisons situated outside the borough regarding 
Camberwell residents or vagrants arrested within 
the Camberwell area, and at a third such prison 
taking only first offenders. 

(16) Coroners Records. Abstraction at two coroner’s 
courts. 


(5) Eliciting the co-operation of reporting agencies 

Record searches set no special problems, and 
schedules were designed for the research worker’s 
abstraction. The business of eliciting co-operation 
from other agencies rested centrally on personal 
approach. The general principles followed were 
these: 

(a) Time and effort was spent in talking through 
with reporting agencies the nature of the phenomena 
which they were being asked to observe. This in- 
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volved individual and group discussions and the 
circularizing of specially prepared information sheets, 

(b) A variety of special schedules were designed 
either as inventories to be filled in by reporting 
agencies themselves or as interview schedules to be 
used by research workers when interviewing agencies. 
The design of each agency’s special schedule was in 
accord with the expected ability of that agency to 
observe or record particular ranges of symptoms— 
the general practitioner’s schedule, for instance, made 
enquiry under detailed headings for mental, physical 
and social pathology, while the clergy schedule dealt 
largely with social pathology. 

(c) Each research worker then took responsibility 
for fostering a personal relationship with a certain 
group of agencies and for maintaining contact with 
those agencies throughout the study year. Thus, the 
general strategy was to set up contact with a reporting 
agency before the study year began, and then con- 
tinually to foster the interest of that agency, rather 
than to see enquiry as a one-shot affair conducted at 
the end of the year. Report was probably aided by the 
stated willingness of the research workers to arrange 
specialized help for any subject if this were requested. 

(d) The actual names and addresses of all cases were 
requested, so that there would be no duplication of 
case count. Guarantee was therefore given of absolute 
confidentiality, and it was explained that any schedule 
relating to a particular person would bear a code 
number rather than that person’s name. The code 
book was kept in a locked steel cabinet, separate from 
the completed schedules. 

(e) With the sponsorship of the Camberwell Council 
on Alcoholism, an ‘Alcoholism Information Week’ 
was mounted from the research office. Its purpose 
was generally to increase community awareness. 
Thus, we accepted that our intrusion would un- 
doubtedly ‘contaminate’ the field, and decided 
purposely to maximize that contamination. 


(6) Treatment of data 

The following items were those taken for statistical 
analysis: 

(i) Demographic characteristics: Resident/vagrant; 
Sex; Age. 

(ii) Agency or agencies reporting the case. 

To summarize the type of contact between the 
drinker and the labelling agency, it is useful to group 
these agencies, and the following terms will be used 
(numbering again as in Table Г): 

(17) ‘Casually’ reported. Reported by courts, press, or 
by hospital casualty departments. 

(18) ‘Socially’ reported. By employers, clergymen and 
all voluntary or statutory social agencies other than 
those specialized in the care of the alcoholic. 
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(19) ‘Conversantly’ reported (ie. reported by an 
agency conversant with the presenting syndromes of 
abnormal drinking). Report by general practitioners; 
psychiatric and general hospitals (other than casualty 
departments) ; by Alcoholics Anonymous, or by social 
work agencies specializing in the care of the alcoholic. 

(20) ‘Medically’ reported. Reported by general 
practitioners, by psychiatric or general hospitals, and 
by casualty departments. Thus group (20) overlaps 
(19). 

This grouping to some extent conveys the detgil and 
expected ‘professionalism’ of the reporting, and thus 
perhaps in some sense the objective validity of the 
labelling, but such an assumption is not one to which 
we ourselves would give much weight. We would 
rather see the labelling as a social fact in its own right. 
Although the minimum criteria for case acceptance 
probably avoided the inclusion of objectively quite 
invalid cases (people with no drinking problems), 
validity in the objective sense and category of report- 
ing agency are by no means always certainly corre- 
lated. Neither would we suggest that these reporting 
agency categories at all inevitably represent a scale of 
case severity. The intended value of the groupings is 
simply that they may roughly convey and summarize 
the type of contact between the drinker and the 
responding’ society. 


RESULTS OF THE REPORTING AGENCY STUDY 
The knowledge possessed by different agencies 

Table I shows the number and percentage of 
cases reported by each agency, and then (column 
2) by each agency uniquely—in the latter 
instance the count is of cases known to thate 
agency but to none other. In the lower part of 
the Table (items 17-20) data are given in terms 
of the summary categories as already defined: 
here the first column provides a count of total 
cases known between all the agencies in the 
relevant category but with any duplication of 
counting by the category’s several agencies 
excluded, while the ‘unique’ column gives the 
sum of cases known to one or more agencies of 
that particular category but unknown to 
agencies in any of the other categories. 

That both for items 1—16 and for the summary 
items 17-20 the column percentages do not 
add to тоо per cent may at first seem surprising, 
but is in fact logical. Regarding items 1—16, for 
percentages reported by ‘this source’ (i.e. both 
by this source alone and also in gome instances 
also by another overlapping agency), the fact 
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of this overlap means that column percentages 
must logically add to more than 100 per cent— 
some cases will be entered under more than one 
numbered item. Similarly for the ‘uniquely’ 
columns, the column percentages must (by 
exclusion of all cases reported by two or more 
agencies) add to less than тоо per cent. The 
summary categories 17-20, are to some extent 
overlapping in definition, and column totals 
would here be quite meaningless. 

(1) ‘Casual’ report. (Item 17 of Table 1). This 
source was of major importance as regards the 
vagrants, of some importance for resident men 
and of little moment for resident women. 
Vagrants reported casually were unlikely to be 
known to any other source (69 per cent report 
versus 57 per cent unique report) and for 
resident men also this tended to be true (45 per 
cent versus unique 33 per cent). Examination of 
the constituent elements of the summary ‘casual’ 
category shows that for all groups the courts 
(item 1) make the major contribution, while 
casualty departments (item 3) are more im- 
portant for resident men than for the vag- 
rants. 

(2) ‘Soctal’ report. (Item 18). Employers, clergy, 
and social work agencies unspecialized in alco- 
holism had little contact with the vagrant (10 
per cent, and unique <r per cent), but quite 
considerable contact (and unique contact) with 
residents—28 per cent of resident women had 


“unique contact with these agencies. Looking 


again at the constituents, it can be seen that 
employers (item 6) contributed 3 per cent of 
report for resident men, and for resident women 
contributed nothing. The summary category’s 
total is in fact made up of rather small contribu- 
tions from a range of constituents. 

(3) ‘Conversant’ report. (Item 19). Forty-one per 
cent of vagrants, 42 per cent of resident men and 
61 per cent of women were known to a con- 
versant source. 

(4) ‘Medical’ report. (Item 20). Thirty-seven 
per cent of vagrants, 48 per cent of resident men 
and 60 per cent of resident women were known 
to,a medical agency. Psychiatric hospitals (item 
13) were in contact with about 90 per cent of 
each group, general hospitals (item 14) had 


- contact with only 3 per cent, 5 per cent and 10 


per cent of each group respectively, while general 


practitioners (item 12) had contact with 1 per 
cent, I4 per cent and 24 per cent. Looking, 
however, at the ‘unique’ colums it is evident 
that a small proportion of cases exist that are 
only known to general hospitals or only to 
general practitioners. 

With resident men, the contribution to the 
denominator (527) made by the 174 men known 
only to courts, press or casualty departments 
should be noted. If these had been excluded, the 
percentages apparently known to the remaining 
agencies would have been increased, e.g. the 
psychiatric services would report (not uniquely) 
on 40 per cent of cases and the general practi- 
tioners on 21 per cent. 


Prevalence of labelled cases by type of agency 

To calculate prevalence rates for the vagrants 
is impossible, because the size of the drifting 
population from which the 294 cases were drawn 
is unknown. Population statistics for Camber- 
well based on the 1966 census results are, how- 
ever, available (G.L.C. Research and Intelli- 
gence Unit, 1966). These are given in Table II, 
which also shows the prevalence rates which 
would be obtained on the basis of certain selected 
agencies and categories, and total prevalence. 
It should again be stressed that these results 
are presented, not as an approximation to the 
true prevalence of abnormal drinking, but as 
prevalence of labelling—the relationship which 
may exist between true prevalence and labelling 
prevalence will be considered later. 

(1) General practitioners. The estimated alco- 
holism prevalence rate of 0:7 per thousand 
adults falls within the range of estimates 
obtained by previous surveys which used G.P.'s 
as the sole reporting agency (Edwards, 1973). 

(2) Psychiatric services. The prevalence rate of 
1*3 per thousand compares with the correspond- 
ing figure of 1:5 which Moss and Davies (1967) 
obtained from the psychiatric element of 
reporting in their three-year prevalence study of 
Cambridgeshire. 

(3) Casual. Rates obtained here exceed the 
previous two estimates, and 1-4 per thousand 
adults are identified by ‘casual’ and no other 
source, 

(4) Social. This again exceeds the G.P. or 
(marginally) the psychiatric services estimate, 
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and o-g per thousand adults are known to this 
category and no other source. 

(5) Conversant. This gives a higher estimate 
than either of the two previous summary 
categories (3) or (4). 

(6) Medical. The rates are slightly higher than 
the conversant. 

(7) Overall. Overall rate for men (8-6) is 
between 6 and 7 times that for women (1:3). 
For the total adult population the prevalence 
rate (4:7) is approximately double that which 
comes from combined medical agencies. 


Age distribution 


(1) Overall percentage distributions. Table ПІ 
shows the overall percentage age distributions 





ТАВІЕ ПІ 
Overall age distribution (column percentages) 
Resident Resident 
Age Vagrants men women 
п=294 n=527 n=93 
16-19 4 3°4 4°3 
20- 10:5 14°4 3°2 
30- 20°4 21:3 12:9 
407 , 29°3 27°7 16:1 
50— 21:4 16:7 12:9 
бо— 12:2 8-3 18-3 
7o- 1:0 3'0 28:0 
Not known 3:7 5'I 4*3 


(column per cent = 100) for vagrants, resident 
* men and resident women. The women stand in 
sharp contrast to both vagrant and resident men 
in that females have smaller percentage repre- 


sentation in younger and bigger percentage 
representation in older groups. Female alco- 
holism is reported to involve women aged 60-+- 
in 46-3 per cent of cases, while for men the 
corresponding figure is 11-3 per cent. 

(2) Age specific prevalence rates for residents (Table 
IV). For males the highest prevalence is in the 
fifth decade with roughly an inverted U-shaped 
distribution, while for females (with smaller 
numbers as the basis for calculation), the rate 
increases with age, the highest prevalence 
being at 70-++. In every decade male prevalence 
exceeds female, but the difference almost 
disappears at 70+. 


METHODOLOGY OF THE 
Hovuse-tTo-Hovusz SAMPLE SURVEY 

The methodology of this survey has been fully 
described elsewhere (Edwards et al., 1972a). A sample 
was drawn from a number of different housing estates 
in Camberwell representing a wide socio-economic 
spectrum, but not intended as a formal representative 
sample of the borough as a whole. The sample survey 
population was thus entirely within the study area of 
the reporting agency survey. Of 1,039 subjects aged 
18 or over in the drawn sample 928 were successfully 
interviewed, a success rate of 89 per cent. The male 
sub-sample interviewed totalled 408 and the female 
520. Using a structured form of questioning, enquiry 
was made into each subject’s possible experience 
during the previous twelve months of 25 drink- 
related symptoms. A score of 5 such symptoms 
arbitrarily defined a ‘problem drinker’. The 25 items 
were: 

(1) Have you ever felt that you ought to cut down 
on your drinking? 


TABLE IV 


Age specific prevalence rates for male residents, female residents and total adults aged 16 or over. Calculated on basis of 
all reported cases. 27 men and 4 women with age not known excluded 





Males Females All adults 

E т ызыл =. Male/Female 
Age Population Age specific Population Age specific Population Age specific prevalence 

(thousands) prevalence (thousands) prevalence (thousands) prevalence 
16-19 5:5 3:9 5:6 0-7 її.ї 2:0 4:6 
20— 11:7 6:5 12:2 0:2 23:9 3:3 26:4 
30- 10:7 10:5 10°4 1:2 21.1 5:9 9'I 
40- 11:2 13:0 11.7 1:9 22:9 7:0 10:2 
'50- 11:0 8-0 12°3 1-0 23:3 4*8 8:2 
60- 6-8 6 5 8-6 2-0 15:4 4:0 3:3 
70— 4'2 3 9:0 2:9 13:2 3:2 1'9 


(1966 census figures. 16-19 figures estimated (4/5ths of 15-19) 


. 
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(2) Have you ever spent more money than you 
ought to on drink? 

(3) Have you ever gone without drink for a period 
to prove you can do so? 

(4) Have you ever been ‘under the influence’? 

(5) Have people annoyed you by criticizing your 

inking? 

(6) Have you ever had trouble or quarrels with 
family or friends because of your drinking? 

(7) Have you ever had fights with members of 
family or friends after drinking? 

(8) Have you ever had financial problems due to 

inking? 

(9) Have your ever been in trouble with the police 
due to a ‘drunk’ offence (other than drunk driving) ? 

(10) Have you ever been in trouble with the police 
for drunk driving? 

(11) Have you ever been in trouble with the police 
for anything else connected with drinking? 

(12) Have you ever been in a road accident (as a 
driver or pedestrian) because of drinking? 

(13) Have you ever been in other accidents (e.g. 
at home or at work) because of drinking? 

(14) Have you ever had difficulties at work because 
of drinking? 

(14) Have you ever arrived late at work due to a 
hangover? 

(16) Have you ever missed a day’s work because of 
a hangover? 

(17) Have your ever lost a job through drinking? 

(18) Has your doctor ever advised you not to drink 
as much as you do? 

(19) Have you ever had health problems due to 

inking? 


(20) After drinking have you ever found you can’t 
remember the night before? 

(21) Do you ever find that when you start drinking 
you can’t stop? 

(22) After drinking have you found your hands 
shaky in the morning? 

(23) Have you ever had a drink first thing in the 
morning to steady your nerves or get rid of a hang- 
over? 

(24) Have you ever ‘heard’ or ‘seen’ things due to 
drinking? 

(25) Have you ever had special medical treatment 
for drinking? 


RESULTS OF THE SAMPLE SURVEY 


The sample survey identified 25 out of 408 
men (Edwards et al., 1972b) and 4 out of 520 
women (Edwards et al., 1972c) as having experi- 
enced five or more untoward consequences of 
drinking during the previous 12 months and as 
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thus qualifying for the arbitrary label of 
‘problem drinker’. Expressed in terms of pre- 
valence per thousand adults aged 18 or over, 
the problem drinking rates in this sample are 
thus 61-3 for males, and 7:7 for females and 
31°3 overall. 

Table V is reproduced from the original 


report on the males in the household survey’ 


(Edwards et al., 1972b) and the symptom profile 
of each male problem drinker is sufficiently fully 
set out for any reader himself to decide whether 
the labelling is in accord with commonsense. 
The ‘problem scores’ line at the top of the Table 
gives each subject a score by simple summation 
of the number of items to which he gave a 
positive answer (maximum 25). The more 
seriously affected subjects would without much 
doubt earn the problem drinking designation in 
anyone's terms, while whether or not the less 
affected cases merit the label is obviously a more 
open question; it may however be noted that 
one of the mildest cases (5 problems) was a man 
who during the previous 12 months had felt 
he should cut down on his drinking, had felt 
that he spent too much money on drink, 
admitted to having been ‘under the ipfluence', 
reported that he had been in police trouble 
because of drinking, and had been late at work 
because of a hangover 2—3 times. 

Of the four women who were operationally 
defined as problem drinkers, three had scores of 
5 and one of 7: the extreme female score of 7 
may be contrasted with the extreme male 
score of 18. 


Results : overlap 

(1) Sample survey: occurrences suggesting agency 
contact. Scrutiny of the 25 male problem- 
drinking profiles shows them as stating that 
during the previous 12 months 2 had been 
arrested for public intoxication, 2 had been 
charged with drunk driving, 1 had lost his job 
because of drinking, 5 had been advised by their 
general practitioners to drink less, and 1 had 
received hospital treatment for alcoholism. 
Some subjects had however experienced more 
than one of these items, so that in summary a 
total of 3 men would have been expected to 


have come to the notice of two or more reporting _ 


agencies while 4 further men would have come 
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TABLE V 
Sample survey : trouble profiles of 25 arbitrarily defined (5 item) problem drinkers. Report refers to events of previous 


12 months. For questions 15, 16, 20, 22 and 23 coded О = no, I == once 


only, 2 = 2 or 3 times, 3 = 4 or more 


times. For all other questions coded o = no, І = yes (X = no data) 








Male problem drinkers (numbered for reference) 


12345 6 7 


Subject’s total problem score .. 18 II IO IO 


I4 14 11 
Abbreviated question 
1. Felt should cut down 
2. Spent too much А 
3. Gone without to prove 
4. ‘Under influence’ 
5. Annoyed by criticism 
6. Quarrels with family 
4. Fights with family .. 
8. Financial problem 
g. Drunk offence 
10, Drunk driving — .. 
11. Other police trouble 
12. Road accident 
13. Other accident .. 
14. Difficulties at work 
15. Late at work А 
16. Missed work 
17.Lostjob — .. 
18. Medioally advised to. cut down 
19. Health problem 
20. Amnesia ‹ 
21. Loss of control 
22. Hands shaky 
23. Morning drinks 
24. Hallucmated ; 
25. Treatment for drinking 
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to the notice of only one. The only possible 
reporting agency contacts enquired into in the 
sample survey were courts, employers, general 
practitioners and psychiatric hospitals, but this 
includes the 3 most fruitful reporting survey 
sources. Thus, from the statements by the inter- 
viewed male problem drinkers themselves the 
expectation might have been that at least 7 (28 
per cent) would have been detected in the 
reporting agency survey if that approach had 
been entirely efficient. 

Among the women problem drinkers only one 
who had been advised by her G.P. to drink less, 
admitted contact with any of these reporting 
‚ agencies duging the previous 12 months. 

(2) Overlap between reporting agency and sample 
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surveys case detection. Three men were in fact 
detected by both surveys: 

(a) A man who on interview admitted the 
occurrence of 18 problem items in the last 12 
months and whose trouble profile suggested 
three reporting agency contacts (court, sacked 
from job, advised by G.P. to cut down), was in 
fact identified by three agencies (court, press, 
psychiatric hospital). 

(b) A man with 11 trouble items and with a 
profile suggesting two agency contacts (advised 
by G.P. to cut down, treatment for drinking 
problem) was reported by one agency (psychi- 
atric hospital). 

(c) A man admitting to 9 trouble items but 
with nothing to suggest agency. contact was 
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notified by a psychiatric hospital’s social worker 
who knew of the impact of the man’s behaviour 
on the wife’s health, and who asked that the 
man should be given treatment. 

Thus, only 3 out of 25 problem drinkers 
identified in the same survey were also identified 
by the reporting agency survey. Of the 22 cases 
that went undetected, 5 are perhaps instances 
in which research workers failed to gain informa- 
tion from agencies which seem to have had 
information to give—these included 2 cases 
where there had been a drunk driving charge 
and 3 where the G.P. had in the previous 12 
months advised the patient to cut down on 
drinking. In the remaining 18 cases there was 
no admitted evidence of agency contact. 

Putting this in percentage terms, out of 25 
male problem drinkers identified in the sample 
survey, 12 per cent (3) were also picked up in 
the reporting agency survey, while 88 per cent 
(22) escaped double identification—that 12 per 
cent (3) might theoretically have been brought 
up to 32 per cent (8) if the reporting had been 
more efficient. It is perhaps particularly remark- 
able that only 8 per cent (2) of these problem 
drinkers were reported by psychiatric hospitals 
(no evidence of inefficient reporting), while not 
even one of these 25 problem drinkers were 
identified by the G.P.’s who co-operated in the 
reporting survey (20 per cent (5) of subjects 
themselves stated however that they had re- 
ceived medical advice to cut down on drinking). 
It must be emphasized that the drinking 
problems being experienced by the troubled 
males who had no admitted medical contact 
during the previous year were in some instances 
gross, and in 44 per cent (11 cases) there was 
evidence of well established or prodromal 
alcoho] dependence as judged by self-report of 
morning shakes and morning drinking. The 
numbers involved in these various calculations 
are of course small, and statements in terms of 
percentage must be interpreted very guardedly. 

Of the four women identified as problem 
drinkers in the sample survey, none was picked 
up by. ће reporting agency enquiry. 

Turning then to the converse situation, no 
man and one woman contacted in the house- 
hold survey was identified by the reporting 
agencies without being detected by direct 
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interviewing. This woman was known to a 
District Nurse as a heavy and persistent gin 
drinker suffering from cirrhosis of the liver: the 
nurse was administering vitamin injections at the 
behest of a general hospital. The subject herself 
only admitted to a 3-item problem score. 


Discussion 
Limitations of the study 

(1) Fatlure in agency reporting of agency awareness. 
A thesis which is in this paper being put forward 
as central to interpretation of the reporting 
agency approach is that such research provides 
estimate not of actual prevalence but of agency 
awareness. The results of the present survey 
make it clear, however, that as a means of 
estimating agency awareness this type of survey 
is, as commonsense would undoubtedly predict, 
to some degree inaccurate—the co-incidental 
sample survey suggests that for a number of 
reasons a proportion of cases of which agencies 
are indeed aware are not being reported to the 
research worker. This is an important proviso 
when inference is being drawn from the seeming 
disparity between reporting agency and sample 
surveys. 

That, for instance, 5 out of 25 sample-identi- 
fied problem drinkers stated that a doctor had 
advised them during the previous 12 months to 
cut down on drinking, yet were not notified by 
G.P.’s in the reporting agency survey, is prima 
facie evidence of some under-detection of 
agency contact; but a question then centres 
around the actual type and degree of that 
contact. It is conceivable that in one instance a 
doctor’s giving such advice is indication of very 
real and useful clinical contact, which should 
have been detected in a reporting agency survey. 
In another instance, the same piece of data may 
indicate no more than a casual remark which 
carried with it no real awareness on the doctor’s 
part as to the type of case with which he was 
dealing: failure of labelling is then properly 
reflected in failure of reporting. 

Under-reporting (and under-estimation of 
agency awareness) might of course also on 
occasion result from agencies purposely con- 
cealing information which they congidered to be , 
too ‘sensitive’ to give to the research worker. 
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It must also be remembered that despite the 
research design being such as intensively to 
cover a wide spectrum of agencies within the 
borough together with relevant agencies around 
its borders and further afield, in an arbitrarily 
demarcated area of a big city no such coverage 
is likely to be roo per cent complete. 
` (2) Limitations of the sample survey. To have 
accompanied the reporting agency survey with a 
house-to-house investigation based on a properly 
drawn representative sample of the borough's 
population would have been a preferable 
strategy, but the resources available at that time 
to the research team made this impossible: a 
pilot household study in a neighbouring borough 
revealed that the attempt to locate people living 
in houses which were in multiple occupancy was 
excessively time-consuming. It seems possible 
that excluding that type of property may lead 
to some under-estimate of problem drinking 
prevalence, but this remains speculative. There 
is, however, no very strong case for supposing 
that the nature of the information which comes 
from the comparison of the two survey 
approaches is for this reason vitiated—the 
chosen sample showed a class and sex structure 
which was close to that of the borough as a 
whole. 

(3) Limits on extrapolation. Extrapolation from 
work conducted in one borough and at one time 
to the national scene must be cautious, but 
Camberwell is not an obviously atypical urban 
area, provided that its vagrant population is 
considered separately. As regards the borough's 
medical services and their bearing on the likeli- 
hood of case detection, Camberwell has a 
psychiatric hospital within its boundaries (The 
Maudsley), which besides taking a specialized 
interest in alcoholism also maintains a 24-hour 
Emergency Clinic to which an alcoholic may be 
referred or self-referred. It may be presumed 
that a reporting agency survey conducted in any 
other urban area would not have an inherently 
greater chance of success. 


Comparison with previous prevalence estimates 

` (1) The Jellinek formula. The Jellinek formula 
gives an estimate of alcoholism prevalence which 
. is based on, cirrhosis death rate corrected by 
certain other factors. Applied to England and 


Wales, the Jellinek formula 20 years ago gave a 
prevalence of 11 alcoholics per 1,000 aged over 
15 (W.H.O. 1951). Of that total, one quarter 
were believed to be ‘alcoholics with complica- 
tions’ (i.e. with cirrhosis). It was stated that the 
factor by which the ‘with complications’ rate 
had been multiplied so as to arrive at the overall 
rate was something of a guess. Popham (x970) 
has provided an authoritative critique of the 
Jellinek formula, and has concluded that in most 
countries its findings tend to accord with the 
corresponding results which come from field 
studies. 

From the present reporting agency survey, 
the overall prevalence rate per 1,000 adults 
aged 16 and over is 4:7. The disparity with the 
Jellinek formula is evident, especially as some 
of the cases which are counted in the survey 
would not necessarily qualify for inclusion by 
the formula’s criteria. When, additionally, the 
sample survey's prevalence estimate of 31:3 per 
1,000 is then taken into the reckoning, the 
matter seems to become even more confused. 
How are these apparent contradictions to be 
resolved ? 

The reporting agency estimate can perhaps 
here be rather simply put out of the way by 
again making the point that this type of survey 
should not be seen as providing a poor estimate 
of alcoholism prevalence but a rather good 
estimate of a community's awareness of alco- 
holism prevalence: properly read, the reporting 
survey's result in no way contradicts the other 
two estimates, for itis not seeking to measure the 
same phenomenon. 

The seeming contradiction between the 
Jellinek and sample survey approach is then 
probably explained along somewhat the same 
lines: the two approaches are here actually not 
measuring the same pathologies. The definition 
of ‘alcoholism’ inherent in the Jellinek formula 
and of ‘problem drinking’? employed in the 
sample survey are both equally arbitrary, will 
count some cases in common but will in other 
instances be mutually exclusive. The advantage 
of the survey approach is that it makes entirely 
public the nature of the cases which are being 
enumerated, while what in Jellinek's terms is 
meant by an 'alcoholic without complications' 
is not so explicit. It must of course additionally 
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be noted that the Jellinek estimate for the U.K. 
is not up to date, and the prevalence in an 
urban area may well be above the national 
average. 

(2) Other British epidemiological studies. Previous 
British work on the epidemiology of alcoholism 
has recently been the subject of several com- 
prehensive reviews (Mellor, 1971; Hensman, 
1972; Edwards, 1973; Wilkins, 1972). This area 
will not here be covered again, and it may 
simply be noted that the general picture of 
agency awareness which comes from the present 
reporting survey is largely in accord with such 
other data as are available (see also page 173). 
Special mention must however be made of the 
important report by Moss and Davies (1967), 
whose work provides, so far as we are aware, 
the only other example in this country of a 
survey employing more than one or two simulta- 
neously reporting agencies. The authors sur- 
veyed Cambridgeshire, and gave an overall 
prevalence of 3*0 per 1,000 adults aged over 15 
(vagrants excluded), with a three-year period 
as the time base. They presented a detailed 
analysis of demographic correlates. 


The surveys made purposeful 

Of what use is this research ? In examining its 
possible practical implications the same headings 
will be employed as were used in a pre- 
vious review (Edwards, 1973). Indebtedness 
to Morris’s analysis of the uses of epidemiology 
must be apparent (Morris, 1957). 

(1) Building awareness. The present data make 
very evident the complexity of the notion that 
epidemiology can be used ‘to build awareness’. 
To interpret this as meaning that the results of 
survey research should be naively employed to 
assault the public or official conscience, with 
all the difficulties in interpretation glossed over, 
would constitute misuse rather than use. The 
data cannot be employed as basis for unthinking 
activism. The present results should perhaps be 
most properly utilized to build an awareness of 
the fact that our knowledge of the true pre- 
valence and nature of abnormal drinking in the 
community is still uncertain, our knowledge of 
the contact which community agencies make 
with those drinkers still very incomplete indeed, 
and our knowledge of how to provide services 


to help the alcoholic only at its beginning. The 
major awareness that has to be built is the 
admission of ignorance and a sense of the need 
for further research. 

Given, however, the most properly conser- 
vative interpretation of the data and all due 
insistence on methodological limitations, the 


message would seem to be that in a British * 


urban community abnormal drinking sets a 
not inconsiderable problem, with the true 
prevalence likely to be under-estimated by ‘the 
community’s agencies. 

(2) The differentiation of syndromes. To suppose 
that these researches are concerned with the 
enumeration of one simple pathological entity 
would be wrong. The evidence from the sample 
survey makes it clear that a proportion of the 25 
problem drinkers were showing symptoms of 
physiological dependence, but the larger pro- 
portion admit to no such symptomatology. The 
practical relevance of such a crude differentia- 
tion remains, however, quite uncertain, and we 
do not know how often the latter type of case 
either regresses, or on the other hand progresses 
to severe dependence. There is a clear need for 
sharper differentiation of syndromes, fpr work 
which will determine how far we are dealing 
with discontinuities (disease processes), and 
how far we are dealing with arbitrarily 
segmented variation (Edwards, 1970). The 
limitations which may be forced on our 


thinking as a result of a too naive acceptance of, 


the idea that ‘alcoholism’ is ‘a disease’ have 
been cogently argued by Robinson (1972). To 
define syndromes, cross sectional will have to be 
supplemented by longitudinal surveys. A prog- 
nosticstudy might or might not confirm thesound- 
ness of the arbitrary 5-problem cutting point. 

(3) Case-directed responses 

(a) Cases at present known to agencies. About half 
the reported resident cases were known to a 
medical agency (Table II). The fact that an 
alcoholic is known to a casualty department (or 
to a G.P. or even to psychiatric services) is of 
course no guarantee that he is receiving appro- 
priate help, and the fact that he is only known 
to some non-medical agency does not necessarily 
imply that he is without appropriate assistance. 
The prevalence shown in the same Table for 
‘conversant’ sources was 2'1. 


~ 


|) . 


BY GRIFFITH EDWARDS, ANN HAWKER, CELIA HENSMAN, JULIAN PETO, VALERIE WILLIAMSON 181 


Turning, however, to Table I, there is clear 
indication that a proportion of cases at present 
known to agencies are only notified by a ‘casual’ 
source (see also page 173). This can only be consi- 
dered a satisfactory state of affairs if we regard 
those cases as ‘not real alcoholics’, as people 
who should not appropriately be put in touch 

* with a treatment agency. Such evidence as we 
have would in fact suggest otherwise (Gath et al., 
1968). 

т I shows that 19 per cent of male and 
28 per cent of female residents were reported 
only by ‘social’ agencies. That these cases were 
not put in touch with more specialized help is 
matter for comment, and without in any way 
implying that the care being offered was of 
necessity inadequate the finding at least suggests 
the need to investigate the causes of this non- 
referral. Did the social agencies largely in fact 
make careful discrimination between cases which 
should not be referred for more specialized help, 
and are they expert in such discrimination? Or 
has experience taught them that expert help is 
not all that easy to come by, that the ‘expert’ is 
not all that expert, or even that the client is 
frequently unwilling to accept such referral? 

(b) Residents: cases at present unknown to 
agencies, An estimate of the ratio between total 
needful cases in the community and total cases at 
present known to an apposite agency must 
obviously depend on two sets of criteria each of 

• which are rather arbi Р 

(i) Criteria which are to define ‘the needful 
case in the community’. The 5-problem 
cutting point is arbitrary and it is likely that 
different readers would accept rather different 
proportions of those cases shown in Table V as 
constituting ‘needful cases’. Rather, therefore, 
than stating the prevalence rate as 31°3 per 
1,000, it might be given as, say, lying between 
15 and 30 per 1,000. 

(ii) Criteria for ‘apposite agencies. A 
generous assessment of the prevalence of cases 
in contact with apposite agencies might be 
arrived at by subtracting only the ‘unique 
casual’ prevalence from the total reporting 
agency prevalence, thus arriving at a pre- 
valence of 3-3 per 1,000. 

It is likely that subjects’ denial may lead to the 
‘sample survey giving something of an under- 


estimate of true problem drinking prevalence, 
while the likelihood of the reporting agency 
study to some extent under-estimating reporting 
agency awareness has already been discussed; 
the two inaccuracies, so far as calculation of the 
ratio is concerned, are, one may hope, to some 
degree compensatory. The best provisional guess 
is, therefore, that the ratio of needful cases to 
cases known to apposite agencies lies between 
4:тапа 9:1. 

(с) The special problem of the vagrant. The report- 
ing agency survey shows that over half the 
vagrants will be known only to the courts. 
In the present researches there is for the vagrants 
no equivalent to the sample survey; but a 
previous investigation (Edwards et al., 1968) 
showed that 40 per cent of men in the local 
Reception Centre were affected by a more or 
less severe drinking problem. This Reception 
Centre itself has over recent years taken a 
very constructive interest in the alcoholic, but 
the problem is vast, and it can hardly be doubted 
that the majority of these vagrants are out of 
touch with appropriate agency help. Since the 
period of this study, the Alcoholism Recovery 
Project has opened three street-front offices, but 
their contribution is inevitably more that of 
valuable demonstration than of making a large 
indent on the potential case-load. 

(4) Prevention. The size of the problem revealed 
by these epidemiological studies suggests the 
inadequacy of a national response to alcoholism 
which gives so little urgency to prevention. 


Planning for the future 

In the light of present findings, to conceive 
the planning of the community’s response to its 
drinking problem in terms of just a little more of 
what we are already doing may be insufficient. 
The very first question which any planner must 
ask should of course be whether the disparity 
between the apparent prevalence of problem 
drinking which actually lies out in the com- 
munity and the prevalence of cases known to 
helping agencies can be confirmed in other 
parts of the country or even in Camberwell. If 
that question is answered affirmatively, then 
present case-directed responses will have to be 
radically rethought rather than patched up. 

If these results were confirmed, it would be 
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difficult to believe that sufficient psychiatric 
manpower could be found to meet the problem 
by setting up more specialized hospital services 
operating simply within the present model. The 
fact is that alcoholism treatment services, as 
developed in this country, are at present often 
centred on provision of in-patient group 
therapy; the importance of community work is 
widely realized (Evans et al., 1966; Glatt, 1972), 
but under-staffing (and in particular the 
shortage of social work support) has in practice 
usually meant severe limitations in community 
involvement. 

A strategy which the epidemiological findings 
might seem to suggest as worth consideration 
would be the setting up of local agencies (situa- 
ted either within or outside the hospital), which 
would have in essence the following twin 
responsibilities: 

(1) The integration, activation and support 
of those who are to help the alcoholic. The role 
of the specialist might be seen as that of someone 
who aided and abetted the setting up of a 
range of facilities to respond to a wide range of 
drinking syndromes. His job would be that of 
consultation; and rather than his seeking to 
persuade the community that only ‘the expert’ 
can help the drinker his prime aim would, on 
the contrary, be to maximize the potential of 
existing statutory and voluntary agencies, and 
particularly of the community’s own unstruc- 
tured power to respond. The wife, the employer, 
the neighbours or even the stranger at the bus 
stop are in reality probably always the front line 
‘treatment agency’, and they will respond to the 
deviant drinker long before he arrives on any 
formal ‘treatment’ doorstep (if he ever gets 
there), and long after he loses contact with any 
supposed after-care agency. 

(2) Responsibility for seeking out the person 
who is indeed in need of special help—those 
severely addicated drinkers who are already 
to be found in contact with inappropriate 
agencies (courts), as well as the hidden propor- 
tion at present in contact with no agency at all. 

Such proposals, of course, leave most ques- 
tions unanswered. We must be uncertain still as 
to the true credentials of the specialist, and 
anyone who dared the attempt to teach the 
community how to respond to abnormal drink- 
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ing would in the process himself learn much. 
We are very unsure as to the worth of any of our 
therapies, and the suggestion that more people 
should be brought into contact with helping 
agencies must be seen as also inviting a con- 
tinuing and critical appraisal of the help which 
is put on offer. The contribution which the 


general practitioner can make has to be further ° 


thought through. There are fundamental ques- 
tions as to when and to what extent abnormal 
drinking is a problem for medical agencies, or 
for social work agencies, or one best handed 
back to an educated community itself. Should 
other dependencies (James et al., 1972) be with- 
in the remit of an alcoholism agency? 

The only way in which thinking on these 
matters will be carried forward is by research, 
and in particular by the carefully monitored 
community action experiment. 'T'he size of the 
problem would seem to merit intelligent invest- 
ment in such explorations. Hopeful spending on 
remedies of uncertain worth supplied to a small 
minority of people in need, and this coupled 
with neglect of any concerted preventive policy 
—Nwith a problem of dimension and complexity 
such responses as these have as little to offer as 


a nosegay against the plague. 


SUMMARY 

(х) Two parallel epidemiological investiga- 
tions into prevalence of abnormal drinking were 
conducted in the same London borough. The 
first enquired of a wide spectrum of 'reporting 
agencies' the number of cases coming to their 
notice over a 12-month period, while the second 
study involved house-to-house interviewing and 
elicitation of, subjects’ own report of troubles 
experienced with drinking during the previous 
12 months. 

(2) The reporting agency survey revealed a 
‘labelling’ prevalence per 1,000 adults aged over 
16 of 8-6 for men, 1:3 for women, and 4:7 
overall. About half these cases were known to a 
medical agency. The sample survey gave a 
prevalence of ‘problem drinking’ per 1,000 
adults aged 18 or over of 61-3 for men, 7-7 for 
women, and 31°3 overall. І 

(3) The likely ratio of ‘needful cases’ to cases 
in contact with an ‘apposite agency’ probably, 
lies between 4 : т and 9 : 1. 
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(4) The relevance of these findings to the 
planning of society’s response is discussed. It is 
argued that mere expansion of treatment services 
designed within terms of the usual present model 
cannot adequately meet the problem. 
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A Further Study of Psychiatric Out-patient Services in 
Manchester 


An Operational Study of General Practitioner and Patient Expectation 


By D. A. W. JOHNSON 


In a recent survey of the psychiatric out- 
patient services at three Manchester Hospitals 
(Johnson, 1973), the diagnoses, treatments and 
disposals of new patients were discussed. The 
survey concentrated on the psychiatrist’s role in 
the out-patient department, whereas in fact two 
other important viewpoints are involved, that of 
the referring doctor (usually the general 
practitioner), and the patient. Despite the 
importance of these viewpoints they have been 
largely neglected in the psychiatric literature. 
Only the study of Kaeser and Cooper (1971) 
attempts to investigate the out-patient depart- 
ment from all points of view, and their findings 
are likely to be atypical in certain respects since 
бо per cent of their patients sample were referred 
to an emergency clinic, and dealt with by non- 
consultant medical staff. The present study 
attempts to answer the following questions 
about patients referred to the psychiatric out- 
patient department of a provincial teaching 
hospital. 

(1) What were the general practitioners’ 
reasons for referral? 

(2) What treatment had the patient received 
before referral ? 

(3) Who first suggested referral to the 
hospital ? 

(4) What in the patient’s view was the reason 
for his attending the psychiatric out-patient 
department? 

(5) What was the patient’s expectation from 
his attendance? 


METHOD 


"The study was carried out at the University 
Hospital of South Manchester, which includes 


.the University Department of Psychiatry and 


three N.H.S. consultant firms, and fulfils the 


* 
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role of a District General Hospital. It embraces 
the area principally supplying referrals to the 
Manchester Royal Infirmary, and is immedi- 
ately adjacent to the catchment areas of the 
two other hospitals included in the former 
survey, ‘Analysis of Out-Patient Services’ (John- 
son, 1973). 

Three consultants were chosen for this 
survey—the professorial firm and two N.H.S. 
consultants. The selection of consultants was 
determined only by the fact that their out- 
patients’ sessions were held at a time convenient 
to the author. 

The day a request was received at the hospital 
for an O.P. appointment, the referring G.P. 
(other sources of referral were excluded) was 
sent a questionnaire. The doctor was asked 
three questions concerning referral. 

(т) Did he require a diagnostic opinion? 

(2) Did his patient require special investiga- 
tions ? 


(a) psychological 
(b) physical 
(3) Treatment 
(a) Advice onLy—management to be con- 
tinued by the family doctor? 
(b) Treatment and management to be 
carried out by the hospital? 


The general practitioner was then asked to 
state his own diagnosis and the treatment prior 
to referral. 

It was subsequently thought necessary to 
contact a sample of general practitioners to 
clarify their interpretation of the term ‘psycho- 
logical investigations’ and also to confirm that 
they understood that ‘Treatment, Advice ONLY’ 
meant advice after an initial visit and not from 
a series of out-patient visits. Thirty-one practi- 
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tioners were approached, but only 24 were 
actually interviewed. 

Only questionnaires returned to the author 
before the patient’s out-patient appointment 
were included in the study. 

When the patient arrived at the hospital for 
his appointment he was interviewed by the 
author before seeing the psychiatrist. Not all 
patients included in the initial sample were 
interviewed, some because of their non-attend- 
ance and others because of the shortage of time. 
To avoid conscious patient selection they were 
interviewed in the order of arrival. The patient 
was asked who first suggested referral, what they 
thought was the reason for their attending a 
psychiatric out-patients, what their expecta- 
tions were from their attendance, and details 
about their treatment from the general practi- 
tioner, including the number of consultations 
prior to attendance at the hospital. 


RESULTS 
G.P. questionnaire 

Of the 220 questionnaires posted, 204 were 
returned—a 93 per cent response rate. The 
returned questionnaires came from 98 different 
doctors. 

Table I shows that a diagnostic opinion was 
required in 128 patients (63 per cent). Special 
investigations were thought necessary by the 
referring practitioner in the case of 94 patients 
(46 per cent); 88 patients required psycho- 
logical investigations and 8 patients physical 
investigation; two required both psychological 





TABLE I 
General practitioner questionnaire 

N % 
Diagnostic opinion required 128 63 
Special investigation required 94 46 
f Psychological «s 88 43 
b) Physical 8 4 

N — 204 

Treatment 

рки ONLY oe 92 49 
b) Hospital managemen бо 32 
(с) Psychiatrist to decide 36 rg 


N = 188 
N = numbers of patients 
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and physical investigation. It became quite 
clear from the doctors interviewed that the 
term ‘psychological investigation’ included talk- 
ing to the patient or relatives to investigate 
possible psychological trauma or environmental 
Stress, 

Unfortunately only 188 general practitioners 
(86 per cent) recorded their views on the 
treatment required. Almost half the doctors 
(49 per cent) stated that they required ‘Adyice 
ONLY—management of the patient to be con- 
tinued by the family doctor’. The doctors inter- 
viewed confirmed that this meant advice after 
initial attendance at the out-patients, providing 
(a) that the patient had been seen by a con- 
sultant and (b) that the consultant was happy to 
allow the G.P. to continue management. In a 
third of cases the G.P. was quite definite that he 
wanted the hospital to take over the manage- 
ment of the patient. The remaining fifth were 
prepared to leave the decision to the psychi- 
atrist. 

As Shepherd est al. (1966) has found that a 
doctor's age affected his selection of patients for 
referral it was thought possible it might also 
influence his expectation from such «eferrals. 
Table II shows the duration of qualification of 
(a) an area sample, (b) the G.P. referring cases 
to the out-patients during the period under 
study, and (c) the G.P.s requiring ‘Advice 
ONLY'. The results show a significant trend for 
the more recently qualified doctors to be over- 
represented amongst those doctors actually 
referring cases (p « 0-001). Women doctors 
appear to refer rather fewer cases. If the 
duration of qualification of G.P.s requiring 
‘Advice ONLY’ is compared with that of the 
referring doctors, it can be seen that this trend 
is reversed. The older doctors are more likely 
to express a preference to retain the manage- 
ment of their patients (p < 0-001). 

Table III analyses the reason for referral in 
the 76 cases where the G.P. was confident of his 
diagnosis and did not request a consultant 
opinion on this aspect of the case. Nearly half 
(47 per cent) were thought to require psycho- 
logical investigation and 11 per cent physical 
investigation. Àn investigation of the treatment 


requirements of this group showed that the, 


proportion of patients that the family doctor 
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ТАВІЕ П 
Duration qualified of G.P.s (a) referring patients, and 
(Б) wishing to retain clinical control 
Percentages 
Area O.P. Advice 
Years qualified sample sample ONLY 
(N= 94) (N—98) (N = 44) 





o5 .. 4 12 9 
5-10 .. 11 16 5 
II-20 .. 25 34 36 
21—30 .. 31 I 23 
31-0 .. 16 20 27 
41-50  .. 12 o о 

Female doctors 14 2 о 





Area sample == G.P.s in geographical area of the 
hospital. 
O.P. sample = G.P.s included in this study. 


Advice onLY = G.P.s requiring ‘Advice ONLY, 
management of the patient to be 
continued by the family doctor’, 

Taste III 


Reasons for referral in the group of patients where the 
G.P. did © require a diagnostic opinion 





Р. questionnaire) 
N % 
Investigations 
(b) Psychological - zi Ga 8 rr 
b) Physical .. > i. e 36 47 
Treatment 
Advice ONLY .. - .. 45 бо 
Hospital management . 2^ 27 35 
Psychiatrist to decide .. X. m 4 5 


N = 76 


hopes the hospital will take over for treatment 
is the same as for the whole sample: approxi- 
mately one-third of patients. The proportion in 
which ‘Advice ONLY’ is required has risen from 
49 per cent to 60 per cent. 

When the treatment given before referral was 
investigated (Table IV) it can be seen that the 
G.P.s recorded ‘None given’ in 89 cases (44 per 
cent). In the opinion of the referring G.P. 
psychotherapy was given to 6 per cent and 
social help to 2 per cent of patients. Medication 
was the principal form of treatment (48 per 

. cent). Two-thirds of patients who were given 
medication had drugs described as anti- 
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Taste IV 
Treatment prior to referral —all patients 
(G.P. questionnaire) 
N % 
No treatment given x: ja .. 89 44 
Psychotherapy .. з 52 И С: б 
Social si ха bs 5 A 4 2 
Medication Ж et ES .. 9 48 
N = 204 
Two-thirds of patients treated with medication were 
prescribed classified as ‘anti-depressants’. 


depressants. An analysis of patients referred 
without prior treatment shows that a third 
were not diagnosed at the time of referral, and 
most of the remaining patients had either per- 
sonality disorders or social problems. 


Patient interviews 

The age and sex of the 105 patients inter- 
viewed is shown in Table V. The usual pre- 
ponderance of female patients found in psychi- 
atric out-patients (Johnson, 1973) is confirmed. 
Kessel and Shepherd (1962) have previously 
commented that age is an important variable 
in the referral of patients to hospital—younger 
patients being referred more frequently, which 
is the opposite to the morbidity found in general 
practice. This observation is also confirmed. 

In one third of cases the initial suggestion that 
the patient should be referred to a psychiatrist 
came from either the patient or a close relative 
(Table VI); in 14 per cent of cases from the 
patient’s marital partner—the patient usually 
being a man in his twenties or early thirties, and 














TABLE V 
Patients interviewed 
Sex 
Age in years 
Male Female 

20 or less 6 12 
21-30 15 12 
31—40 IO I5 
41-50 3 14 
51-60 da aa iis о 3 
бо or more .. ts we 6 9 

N = 105 


Female to male ratio: 1-6 to I 


"V 
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ТавіЕ VI 
Who initially suggested referral? 
(patient interview) percentages 

С.Р. .. : NC ES v. 51 
Other doctor 15 as ~ 9 
Patient : Es aid 2s 17 
Husband or wife |. ; E 14 
Other relative - T За 3 
Social worker 2 бс T 6 

N = 105 


in 3 per cent of cases from a parent with a 
teenage child. Although in 60 per cent of cases 
the first suggestion came from a medical source, 
the general practitioner was the instigator in 
only half of the total patients referred. Social 
workers suggested referral in 6 per cent of 
patients. 

When the reason for their referral was dis- 
cussed with the patients, only 66 per cent would 
admit that they might have a psychological or 
emotional illness (Table VII). Eleven per cent 
thought they had a physical illness; 23 per cent 
did not regard themselves as ill and did not see 
the psychiatrist as fulfilling a medical role. 

When the patient’s expectation from the 
psychiatrist was investigated, it was found that 
in one third of cases the patient expected a cure, 
meaning a traditional medical type treatment 
leading to complete resolution of symptoms. 
In 40 per cent of patients the expectation was of 
some definite help but not of a complete cure 
in the medical sense. In 17 per cent of cases the 
patient did not expect the psychiatrist to be of 
any particular help; the principal reason stated 
was that the psychiatrist did not have the appro- 
priate help to offer. 
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At the time of attending the hospital 68 per 
cent of patients were receiving treatment, 
compared with 56 per cent at the time of 
referral. No patient regarded himself as being 
given or offered psychotherapy, but 3 per cent 
acknowledged some form of social help. 

Perhaps the most surprising result is that 11 
per cent of patients had not seen their family 
doctor before referral (Table VIII), although the 
referral letter gave no clue to this fact. Most of 
these patients had been seen by either another 
hospital doctor or a social worker who had 
suggested referral to the general practitioner. 
A further third of patients had seen their 
family doctor only once at the time of referral. 
In contrast 34 per cent of patients had received 
fairly intensive treatment involving in some 
patients numerous and regular consultations. 


Patient disposal 

The disposal of the patients interviewed 
followed closely the pattern found in the 
previous larger study (Johnson, 1973). Sixty- 
eight per cent of patients continued treatment at 
the hospital under the psychiatrist either as an 
in-patient or an out-patient, a further 3*per cent 
were referred to the hospital social work depart- 
ment for help. Twenty-three per cent of patients 
were returned to the care of their general practi- 
tioners, 9 per cent with advice on treatment, 
14 per cent stating that no psychiatric treatment 
was required. 


Discussion 
It must be remembered that this survey was of 
consultant psychiatrists’ new-patient clinics with 
an average waiting period of three weeks. In 





ТАВІЕ VIII 
Taste УП G.P. consultations before referral (patient interview) 
Reason for referral (patient interview)—percentages percentages 
Might have psychological or emotional illness 66 Consultations 
(a) acknowledged psychiatric iliness.... 46 
(b) possible emotional cause .. . 14 о II 
(c) drugs (including alcohol) . . ЯР 6 1 32 
' 2 у “з - 25 Ж I1 
Physicalilnes .. e n - 11 3 5% a a a 9 
4 as is is bs zx 3 
Not ill В vs Us s 23 5or more  .. ag m 25 34 
а social problems zs is КАР 5: 
(b) other reasons ae p -. 12 N — 105 


No correlation with age, sex or marital status 
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these circumstances it is quite clear that almost 
half the general practitioners were asking for a 
diagnostic opinion and investigations resulting 
in advice on treatment, but allowing the 
general practitioner to continue the manage- 
ment of his patient. Only one third of doctors 
specifically wanted the hospital to take over the 
patients -management. This contrasts with 
Kaeser and Cooper’s conclusion that ‘in the 
majn the general practitioner wanted the 
hospital to take over clinical responsibility, the 
demand for consultant advice being relatively 
small’ but is not so very different from their 
analysis of the expectation from the consultant 
clinic, where 45 per cent of general practi- 
tioners expected in-patient or out-patient care 
for their patients, with a further 7 per cent 
requiring assessment. The present survey would 
suggest that the provision of a consultant 
diagnostic opinion followed by advice on 
treatment would meet the expectation of the 
general practitioner in over half the cases 
referred to out-patients. Shepherd et al. (1966) 
found that almost all the survey doctors insisted 
that the treatment of minor psychiatric illness 
was раш of the proper function of the general 
practitioner. The fact that consultants took over 
the direct responsibility for the continuing care 
of go per cent of ill patients, even though in 50 
per cent of cases they did not offer any form of 
treatment that was not equally available in 
general practice (Johnson, 1973), cannot be 
explained only in terms of general practitioner 
expectation. 

The results would seem to suggest that in a 
substantial minority of cases the general practi- 
tioner regarded the consultant out-patient 
service as a source of primary care or advice. 
In 44 per cent of cases the patient had not been 
prescribed any treatment at the time of referral; 
43 per cent of patients had either not been seen 
at all, or only once before referral. A further 
pointer was that many of the general practi- 
tioners who stated that further psychological 
investigations were required (43 per cent) were 
in fact only asking for a detailed history from the 
patient or family. Although some of the doctors 
interviewed regarded psychiatric history taking 
‚ asrequiring special expertise it was quite clear that 
most thought that the psychiatristhad more time. 
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The important influence of relatives upon 
psychiatric referral has been commented upon 
before. Richards (1960) found one third of 
referrals initiated by the patient or relative. 
Rawnsley et al. (1962) found relatives of 
similar importance in South Wales. Kaeser 
and Cooper (1971) found 25 per cent of 
referrals initiated by the patient or relative, and 
that this pattern was more common among male 
patients. This survey confirms the importance 
of the patient’s own decision and the influence of 
relatives. It further illustrates that the group 
most influenced by relatives consists of young 
husbands who are urged to attend the psychi- 
atrist by their wives. 

The validity of the often-repeated statement 
that the proper psychiatric training of general 
practitioners will reduce the work load of the 
psychiatrist is questioned. In fact the general 
practitioners initiated referral in only 51 per 
cent of cases. Susser (1961) showed in Salford 
that most psychiatric referrals came from 
specially interested general practitioners. In 
studying the duration of qualification of (a) 
doctors referring cases, and (b) theseparate groups 
of those who wished to continue management 
and those who preferred the hospital to take 
over treatment, it becomes clear that the trend 
is for the more recently qualified doctors to 
refer more patients, and for this same group of 
doctors to be more reluctant to continue 
management. With the recent emphasis on 
psychiatry in medical undergraduate teaching, 
and an equal opportunity for post-graduate 
training for doctors of all age groups, it would 
seem unlikely that psychiatric training alone 
would explain this trend. Shepherd et al. (1966) 
concluded that the determinants of psychiatric 
referral were probably complex, and related to 
a number of independent variables. 

Two-thirds of the patients attending hospital 
recognized that their complaints might be the 
result of a psychiatric illness, or at least emo- 
tional in origin, but a not insignificant minority 
(23 per cent) did not regard themselves as ill or 
emotionally upset, and did not regard the 
psychiatrist as being in a ‘medical’ role. They 
required help or advice in marital or social 
problems and believed the psychiatrist to have 
the expertise, or to be able to call upon the 
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appropriate agencies, in these spheres. Perhaps 
this is what Kessel (1963) meant when he said 
psychiatry has tended to oversell itself. 

As commented by Kaeser and Cooper, the 
expectations of the patients were relatively low; 
only a third thought the psychiatrist would 
cure them, though a further 40 per cent ex- 
pected some help. The expectations were also 
fairly realistic, since few of the patients with 
personality disorders or social problems expec- 
ted a cure. The group of patients who expected 
a cure were nearly all suffering from either a 
depressive illness or sexual difficulties; most of 
the latter group had either read or been told 
that psychiatry could solve their particular 
difficulty. 

An analysis of treatments offered by the 
general practitioners once again confirms that 
medication is the principal treatment offered in 
general practice—as it is in hospitals (Johnson, 
1973). Psychotherapy was offered to 6 per cent 
of patients, but none of the patients themselves 
thought they had received any psychothera- 
peutic help, and only 3 per cent thought they 
had received any specific social help. There 
were enormous differences in the treatment that 
patients received from different doctors. It is 
' quite clear that approximately one third of 
general practitioners had referred their patients 
only after their own enthusiastic treatment had 
failed; on the other hand a slightly larger group 
of doctors appeared reluctant to investigate or 
instigate treatment; this reluctance had no 
correlation with the treatability of the patient. 

It is also clear that the psychiatrist's policy of 
taking over direct responsibility for the con- 
tinuing care of most ill patients referred is not 
dictated by the expectation of the general 
practitioner. Further, the referral of patients, 
sometimes without consultation, to the psychi- 
atric out-patients for primary care, or before 
a proper therapeutic trial of treatment, places 
an unnecesary burden upon the hospital 
specialist. More intimate contact between 
general practitioner and psychiatrist during 
both undergraduate and post-graduate training 
will, no doubt, lead to an increased expertise in 
the family doctor and an awareness of the 
correct potential of the psychiatric out-patient 
service. This will not, however, solve the 
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problems that hinge on communication. It has 
been suggested that a more personal contact 
could be achieved between family doctor and 
specialist in a community-based service, perhaps 
with sessions in group practice health centres. 
This must remain an unfulfilled dream with the 
present shortage of trained psychiatrists trying 
to satisfy a rapidly expanding demand. The use 
in common of modern post-graduate centres will 
improve the personal rapport between farpily 
doctor and psychiatrist in some cases, resulting 
perhaps in an improved exchange of informa- 
tion. However, it is likely that the most imme- 
diate gain would come from the proper use of 
the traditional forms of communication between 
hospital and surgery: the telephone and referral 
letter. A clear statement of expectation from the 
hospital should be included with details of 
history and treatment in the referral letter. If 
the patients are referred back to the family 
doctor for management, the psychiatrist must 
be more readily available, as under such cir- 
cumstances a waiting period of three weeks 
before a further out-patient consultation is quite 
unacceptable. 
SUMMARY 

A survey of G.P.s referring patients, and of 
patients attending the psychiatric out-patient 
department suggests that approximately half the 
patients are referred for a diagnostic opinion or 
investigations, and a third for the hospital to 
take over management of the patient. It seems 
quite clear that between one third and one 
half of family doctors are using the out-patients 
as a source of primary care or advice, without 
first treating or investigating their patients. 
Some doctors use the clinic in this way because 
they regard the psychiatrist as having more time 
to interview the patient or relatives. There is 
also some reason to suspect that the more 
recently qualified doctors tend to refer more 
cases to the hospital, and prefer the hospital 
doctors to supervise their future management. 

The importance of influences other than the 
family doctor in the referral of a patient is 
emphasized. On the whole the expectation of 
the patients from treatment was low and in most 
cases realistic, but a minority, of patients , 
attended the out-patient department with the 
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sole expectation of social help rather than with 
any emotional or psychiatric distress. 
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Visual Interaction in Psychiatric Patients: A Review 


By D. R. RUTTER 


INTRODUCTION 


During the last decade, social psychologists 
and ethologists have become increasingly in- 
terested in the non-verbal elements of social 
interaction, as recent reviews testify (Argyle, 
1969; Vine, 1970; Hinde, 1972). Research into 
facial expression, visual interaction, posture, 
gesture, non-verbal aspects of speech, etc., has 
considerable clinical implications, but carefully 
conducted investigations of non-verbal social 
interaction in psychiatric patients have been 
rare (Grant, 1972). The purpose of this paper 
is to review the evidence concerned with one 
aspect of social behaviour in psychiatric 
patients, namely visual interaction, in an 
attempt to summarize the current state of 
knowledge and to suggest ways in which 
research fn this area might develop. 


THE ‘NORMAL PATTERN’ AND FUNCTIONS 
or LOOKING 


From time to time during most forms of 
dyadic interaction we look at each other in the 
region of the eyes or somewhere in the face. 
This form of behaviour may be defined as 
Looking, and mutual Looking may be defined 
as eye-contact. Much of what is known about 
the ‘normal pattern’ of Looking stems from 
the work of Kendon. Kendon (1967) studied 
seven two-person conversations between pairs 
of unacquainted students who were left in an 
experimental room to ‘get to know one another’. 
The conversations, which lasted thirty minutes 
each, were tape-recorded, and samples of visual 
behaviour were filmed and subsequently scored. 
Subjects Looked at their partners a mean of 
50 per cent of the time. Most spent less time 
Looking while speaking than listening, and 
Looked in shorter glances while speaking than 
listening, but individual differences were 


-marked and some subjects defied the general 


pattern. Data for eye-contact were analysed 
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for five of the pairs, and it was found that the 
proportion of time spent in eye-contact was, on 
average, less than 4 per cent, mutual Looks 
seldom lasting longer than one second. 

Kendon reported additional findings which 
suggested that the timing of Looks is related to 
speech patterning, and he went on to venture 
what may be the ‘normal pattern’ of visual 
interaction. While listening, the subject Looks 
at his partner in long gazes broken by short 
away-glances, but while speaking he Looks in 
shorter gazes. The Looks which occur during a 
period of speech frequently evoke an ‘accom- 
paniment signal’ from the listener—a nod or 
*uhmm'—signifying attention or assent. As he 
ends a period of speech, the speaker generally 
Looks at his partner, who looks away in readi- 
ness for *taking the floor' and Looks back soon 
after beginning his own period of speech. 

Several of Kendon's findings closely resembled 
those of Nielsen (1962), who had independently 
conducted a similar descriptive study in 
Scandinavia. Many of the findings have since 
been replicated, and other aspects of the 
*normal pattern! of Looking have recently been 
investigated. Kendon and Cook (1969), for 
example, found evidence of individual con- 
sistency in visual behaviour across situations; 
women have generally been found to Look 
more than men and to engage in more eye- 
contact (Exline, 1963; Exline, Gray and 
Schuette, 1965; Rutter, Morley and Graham, 
1972); and several writers have suggested that 
Looking may to some extent be related to 
personality characteristics (Exline et al., 1961; 
Kendon and Cook, 1969; Rutter, Morley and 
Graham, 1972). 

The findings of Kendon and others suggest 
that Looking may serve a number of functions 
in social interaction, and three in particular 
have been proposed: an expressive function, 
a monitoring function, and a regulatory func- 
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tion. A subject’s Looking, it is suggested, firstly 
indicates and communicates his attitudes and 
feelings. Simultaneously, since uniquely among 
the elements of non-verbal interaction visual 
behaviour operates as a two-way channel, 
Looking allows the subject to gain information 
from his partner about the progress of the 
interaction and the way in which his behaviour 
is being received. Thirdly, the subtle relation- 
ship between visual interaction and the pattern- 
ing of speech suggests that Looking serves to 
synchronize the behaviour of subject and 
partner, and to regulate the flow of speech. In 
the present discussion, the important point is 
that if Looking does serve these three functions 
we would expect unusual patterns of visual 
behaviour in the subject to have important 
implications for other aspects of his social 
interaction. If, for example, a subject Looked 
very little, we might expect him to be perceived 
in a very different way from someone who 
Looked rather more, perhaps as aloof or with- 
drawn. Secondly, we would expect him to fail 
to gain adequate feedback about the progress 
of the encounter and about the way in which 
his partner was responding. Furthermore, we 
would expect synchronization of speech to be 
poor, with numerous interruptions and silences. 
A number of writers have suggested that certain 
psychiatric patients are characterized by just 
such unusual patterns of Looking, but it will 
become clear in the review which follows that 
conclusions from both clinical and experimental 
studies are not always easy to draw. 


VISUAL INTERACTION IN PsvagrATRIO PATIENTS 


The evidence to be reviewed is concerned 
mainly with three diagnostic groups of subjects: 
scbizophrenic patients; depressive patients; and 
psychotic children. 'The work on each group will 
be considered in turn. 


(т) Schizophrenic patients 

Much of the evidence concerning schizo- 
phrenic patients comes from the observations 
and impressions of clinicians. It is important to 
stress at the outset that in visual interaction, as 
in other areas of research, there has been little 
uniformity ‘in what is meant by the term 
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‘schizophrenic patient’. Clinical type, age, 
length of illness and of stay in hospital, degree of 
social stimulation, the doctor-patient relation- 
ship, medication, and a host of other variables 
may contribute to variance in visual behaviour; 
but these factors have seldom been given 
adequate consideration by either clinicians or 
experimentalists in the selection and description * 
of ‘schizophrenic patients. The American 
psychoanalyst, Riemer, reported his observa- 
tions on six patients who were characterized by 
‘gaze aversion’ (Riemer, 1949). The definition 
and extent of ‘gaze aversion’ were not made 
clear, but the ‘fixedly averted gaze’, Riemer 
concluded, ‘is indicative of schizophrenic dis- 
order, usually catatonic’, Riemer went on 
(Riemer, 1955) to explore other abnormalities 
of gaze, and to offer a classification which 
included ‘excessive blinking’, the ‘depressed 
look’, the ‘dramatic gaze’, the ‘guarded gaze’, 
the ‘absent gaze’, and the ‘averted gaze’. 
Particular abnormalities (some of which, it 
should be noted, were probably defined by the 
facies rather than the activity of the eyes) were 
held to indicate particular psychopathological 
conditions. Laing, too, commented pn gaze, 
and relying like Riemer on clinical experience 
followed Sartre (1943) in describing the disturb- 
ing significance which ‘the Look’ had for some 
of his patients (Laing, 1960a, 1960b). 

Very few writers have conducted controlled, 
experimental investigations of visual interaction 
in schizophrenic patients. Ethologists are be- 
ginning to turn their attention to psychiatric 
patients in general (Hutt and Hutt, 1970; 
Grant, 1972), and Grant (1965, 1970, 1972) has 
developed an elaborate system for coding the 
elements of social interaction, including several 
aspects of visual behaviour. The behaviour of 
a variety of subjects has been recorded, among 
them a group of schizophrenic women (Grant, 
1965), and this approach promises interesting 
results. 

The only experimental study which has been 
reported in full is that of Lefcourt et al. (1967), 
who attempted to investigate visual behaviour 
in process and reactive schizophrenics soon after 
admission to hospital. Unfortunately, the design 
of the experiment was particulagy unsatisfac-. 
tory. Each subject took part in two encounters, 
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one a very brief initial interview, the other a 
psychometric testing-session in which he was 
given the Wechsler digit-span task. His visual 
behaviour was recorded in both situations by an 
observer who was concealed behind a one-way 
screen and operated an event-recorder. For 
each patient only a sample of behaviour was 
analysed: for some the sample was taken from 
one or other of the two situations, and for the 
remainder it was taken from both. The differ- 
ence between situations may well have been a 
source of considerable variance in the subjects’ 
visual behaviour; and since the proportion of 
each individual’s sample taken from the two 
situations differed across subjects it was impera- 
tive to take account of this factor in the analysis 
of results. This, unfortunately, was not done, 
and the results have little, if any, meaning. 
Two other studies have been only briefly 
reported. Argyle (1967) refers to unpublished 
work, by himself and Kendon, in which it was 
found that ‘chronic schizophrenics’ engaged in 
less eye-contact than did ‘normals’, Looked in 
very short glances, and tended to gaze at an 
angle of 90° to the line of regard. Apparently, 
the patiemts were observed during interaction 
with a confederate who stared continuously at 
their eyes (Argyle and Kendon, 1967), but in 
the absence of further details of design and 
procedure interpretation is difficult. Moreover, 
it is interesting that subsequent work by Argyle, 
eagain unpublished, has indicated that not all 
schizophrenics avert the gaze (Argyle, 1970, 
personal communication). In the second study 
which has been only briefly reported, Harris 
(1968) investigated the frequency of eye-contact 
in a ‘waiting room’ situation. Each patient was 
asked to wait in a room with, in turn, Be 
mother, his father, an ‘authority figure’, 
a ‘peer’. The schizophrenics were d 
with a group of psychiatrically norma] subjects, 
and were found to engage in less frequent periods 
of eye-contact, consistently across the four 
situations. Certain details of design and pro- 
cedure are not clear from the brief report of this 
study. It was not reported, for example, whether 
subjects were allowed to speak; and since, as we 
noted above, less Looking generally occurs 
during speech than listening the findings cannot 
be clearly evaluated. 
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(2) Depressive patients 

As in other areas of research in abnormal 
social interaction, relatively little attention has 
been given to depressive patients, and, as with 
‘schizophrenic patients’, there has been little 
uniformity in the definition and selection of 
‘depressive patients’. Riemer (1955) included 
the ‘depressed look’ in his classification of 
abnormalities of the gaze, but the appearance 
was conveyed less by gaze than by the accom- 
panying facial expression. More recently, Ekman 
and Friesen (1969) conducted a series of filmed 
studies of patients undergoing clinical inter- 
views. One recurrent element of behaviour 
which they observed was ‘eye-cover’, in which 
the patient briefly passed a hand in front of his 
eyes, obscuring them from the interviewer and 
allowing himself to avoid the interviewer’s eyes. 
This form of behaviour was most prevalent 
among depressive patients, but generally receded 
as their clinical state improved. 

The only experimental studies of visual beha- 
viour in depressives have been published by a 
group working in Bristol. In the first, Hinchliffe, 
Lancashire and Roberts (1970) studied fourteen 
depressives who had been admitted to the 
psychiatric wing of a general hospital. The 
patients were given a ten-minute semi-structured 
interview about their symptoms, and the inter- 
viewer stared continuously and ‘gave as much 
reinforcement as is usual in clinical interview’ 
[sic]. Eye-contact was recorded by an observer 
who ‘sat in’ on the interview and observed the 
subject’s behaviour from a distance of 6 to 8 feet. 
The depressives were compared with surgical 
controls, who were questioned about their 
(surgical) symptoms and were matched indivi- 
dually with the depressives for sex, age, and 
socio-economic status. The depressives spent less 
time than their controls, proportionately, in eye- 
contact, and engaged in less frequent periods of 
eye-contact. 

Interpretation of the results is difficult, for 
several reasons. Firstly, the subjects were de- 
scribed in very little detail, and we do not know, 
for example, how long they had been in hospital 
or whether the depressives and controls had 
been in hospital for a similar length of time. 
Secondly, the content of the interview differed 
for the two groups and may have produced the 
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differences in visual behaviour. Furthermore, 
since Looking measures were not analysed 
separately for periods of speech, listening and 
silence, the possibility that differences between 
the two groups in speech patterning may have 
led to the differences in eye-contact cannot be 
eliminated. And, finally, the behaviour of the 
interviewer (which was not recorded) may have 
differed across groups and produced the differ- 
ences in gaze, a point which the authors them- 
selves acknowledge. 

In their second study, which was concerned 
with recovered depressives, Hinchliffe, Lanca- 
shire and Roberts (1971) attempted to solve 
the difficult problem of eliminating the inter- 
viewer’s behaviour as a source of bias in the 
results for the subject’s visual behaviour. The 
. gaze of sixteen depressives was compared with 
that of a group of recovered depressives. After 
a preliminary five-minute discussion (the con- 
tent of which is not described), the subjects were 
given a standardized seven-minute interview 
about both their illness and a number of un- 
related topics. The interviewer Looked con- 
tinuously, and the patient’s behaviour was 
recorded for the last five minutes of the inter- 
view. The depressed patients spent less time 
than the recovered depressives in eye-contact 
overall and in eye-contact during speech, and 
they engaged in fewer periods of eye-contact. 
There was no difference between the groups in 
the total duration of speech. 

As in the first study, interpretation of the 
results is difficult. Little description of the 
subjects is given, and the reader is left to assume 
that the recovered patients were interviewed 
at follow-up (probably in an out-patient 
department) at some unspecified time after 
discharge. The probable difference between 
experimental and control subjects in interview 
setting, as well as the difference, for example, 
between being in hospital and living at home, 
might be sufficient to account for tbe obtained 
differences in visual behaviour. Moreover, since 
the content of the initial five-minute discussion 
is not described, the possibility that that pro- 
duced the differences in eye-contact cannot be 
eliminated. Furthermore, despite the authors’ 
intention, it is still impossible to eliminate the 
interviewer's behaviour as a source of bias in the 
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results. The only check made was to count 
the number of nods, smiles, and ‘uhmms’ which 
the interviewer gave in a brief study conducted 
after the main part of the experiment. His 
behaviour here was found to be consistent 


. across the two small groups of subjects who took 


part in the check, but this finding need, of 
course, imply nothing about his behaviour in 
the main part of the experiment. 


(3) Psychotic children f 

Rather more work, both clinical and experi- 
mental, has been conducted on visual behaviour 
in psychotic children than in either schizo- 
phrenic or depressive adults, and much of it 
suggests that such children are characterized by 
marked gaze aversion. Problems of nosology 
have been considerable (Creak, 1961, 1964; 
Rutter, 1968), but Norman (1955) observed 
twenty-five children who were all under 12 
years old, and who all showed ‘reasonably clear 
pictures of childhood schizophrenia or early 
infantile autism’. Many showed a marked lack 
of visual interaction across a number of situa- 
tions, and some developed strategies of actively 
avoiding the gaze of others. Rutter and Lockyer 
(1967) reported evidence of gaze abnormalities 
in the case-notes of most of a series of psychotic 
children admitted to the Maudsley Hospital 
Children’s Department from 1950-1958, with 
almost no such evidence in the case-notes of the 
control subjects, who were mostly subnormak 
children. Wolff and Chess (1964) went so far as “ 
to suggest that visual behaviour may ‘be im- 
portant in the diagnostic situation. They argued 
that the absence of Looking in a child was 
largely responsible for the impression that one 
was not ‘making contact with him, an im- 
pression which was felt to be crucial in the 
diagnosis of childhood autism. 

There have been no experimental studies of 
visual behaviour in psychotic children during 
social interaction as such, but two relevant 
reports have been published. Hutt and Ounsted 
(1966) studied eight psychotic boys aged 3 to 6 
years, and a control group of non-psychotic 
children who were unspecified psychiatric in- : 
patients. Each child was placed, individually, 
in a room which contained a number of masks 
placed at eye-level on stands located around the 
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edges of the room. The child was left in the 
room for ten minutes, and his movements about 
the floor were plotted by observers who sat 
behind a one-way screen. The psychotic 
children spent less time than the controls 
investigating the faces, but more time on the 
fitings in the room (radiators, sink, etc.). 
Further, the distributions of time spent on 
particular faces distinguished the groups: the 
psychotic children spent less time than the 
controls with the happy and sad human faces, but 
a similar time to the controls with the other faces. 

Hutt and Ounsted suggested that their find- 
ings were related to gaze avoidance in social 
interaction, and went on in the 1966 paper 
(and in a revised version published in 1970) 
to contend that gaze aversion in the psychotic 
child has a particular ‘biological’ significance, 
and serves to ‘protect’ him in social interaction. 
O'Connor and Hermelin (1967), however, 
argued that the psychotic child's unwillingness 
to engage in visual interaction may simply 
reflect a tendency to avoid all forms of visual 
stimulation. By means of an ingenious ‘inspec- 
tion box', they were able to measure the time a 
child spent fixating one or other of two simulta- 
neously presented displays, as well as the time 
spent in undirected gaze, looking at neither 
display. A group of psychotic children was 
matched for mental age with a group of sub- 
normals and a group of normals. The psychotic 
children spent longer than either control group 
in undirected gazing, and less time looking at 
the various displays. There was no special 
avoidance of a photograph of a human face: 
indeed, in common with both control groups, 
the psychotic children spent longer looking 
at that than at any of the other displays, which 
included various shapes and coloured designs. 
This evidence suggested that speculation about 
the significance of gaze aversion might perhaps 
be premature. 


THE AurHOR'S WORK 


There is some consensus in the literature we 
have reviewed that certain psychiatric patients 
display unusual patterns of visual interaction. 
Much of the evidence is based upon the im- 
. pressions and observations of clinicians, and few 
experimental studies, using methods of direct 
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observation, have been conducted. Unfortu- 
nately, as we have seen, such experimental 
evidence as there is has not proved conclusive. 
To some extent, we suggest, this is because of 
four main methodological weaknesses. 

(1) Insufficient attention has generally been 
paid to the selection and description of subjects. 
Small samples of subjects have generally been 
studied, Hutt and Ounsted (1966), for example, 
included only eight children in their experi- 
mental group, and Argyle (1967) gave no 
information about the number of ‘chronic’ 
schizophrenics’ he and Kendon studied, nor 
indeed about their age, sex, length of stay in 
hospital, etc. 

(2) Control procedures have seldom been 
adequate. If an individual’s pattern of visual 
interaction is to be confidently attributed to his 
clinical state, then extraneous sources of variance 
must be eliminated by control procedures. One 
problem in this area of research is that we do 
not yet know what may be the important sources 
of variance, and for this reason experimental 
and control subjects should be matched on an 
individual basis as closely as possible. Inspection 
of the experimental studies reveals that only 
Hinchliffe, Lancashire and Roberts (1970, 
1971) attempted individual matching, and their 
criteria were sex, age, and socio-economic 
status. In addition, since the control group 
consisted of surgical in-patients, possible effects 
of admission to hospital were controlled. 

(3) Standardized experimental procedures 
have not always been used. If results are to be 
comparable across subjects within an experi- 
ment, standardized procedures must, of course, 
be applied so that, for example, interview 
content and interviewer behaviour are held 
constant throughout the experiment. Moreover, 
if selected samples of behaviour are to be 
analysed, they should be taken from comparable 
points for all subjects. Furthermore, if subjects 
vary in the time they spend speaking, this 
variation must be controlled statistically, since 
Looking has been found to vary across speech 
and listening. Hinchliffe, Lancashire. and 
Roberts (1970, 1971) controlled neither inter- 
view content nor interviewer behaviour, 
although, as we have noted, they were aware of 
the problem of interviewer effects. Moreover, 
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neither they nor Lefcourt et al. (1967) attempted 
to take account of possible differences across 
subjects in speech patterning; and Lefcourt et al., 
in addition, took samples of behaviour which 
were not comparable across subjects, as we have 
noted earlier. 

(4) No writers appear to have established the 
validity or reliability of their systems of observa- 
tion. Hutt and Ounsted (1966), Lefcourt et al. 
(1967) and Harris (1968) al relied upon 
observers who recorded visual behaviour from 
behind a one-way screen, and Hinchliffe, 
Lancashire and Roberts (1970, 1971) used an 
observer who ‘sat in’ on the interview, at some 
distance from the subject. Recent research has 
drawn attention to possible artefacts which may 
result from such systems of observation 
(Cranach, 1969; Stephenson and Rutter, 1970; 
Stephenson, Rutter and Dore, 1973), andstrongly 
emphasizes the importance of establishing the 
validity and reliability of any system of obser- 
vation. None of the publications includes any 
consideration of validity or reliability. 

If the pitfalls evident in previous research are 
to be avoided, carefully controlled studies, 
using methods of direct observation, must be 
conducted. The author is currently investigating 
visual interaction in schizophrenic and de- 
pressive patients, and we turn now to this work. 
In a first study (Rutter and Stephenson, 1972a), 
twenty schizophrenic and twenty depressive 
patients were given a standardized filmed 
interview within 48 hours of their admission to 
a psychiatric hospital. Each group included 
ten men and ten women, and subjects were 
selected randomly from all consecutive in- 
patient admissions aged 16 to 65 who were 
given a provisional diagnosis by the admitting 
doctor of either schizophrenia or depression. 
The forty experimental subjects were matched 
individually for sex, age, and socio-economic 
status with psychiatrically normal chest patients, 
who were recent admissions to a general 
hospital. All subjects, both experimental and 
control, were given the same standardized 
interview, and their visual interaction with the 
interviewer was recorded on video-tape. The 
interviewer’s own visual behaviour was stan- 
dardized so that, for all subjects, he looked down 
to read out each question, and then Looked at 
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the subject, and continued to Look at him until 
the reply had ended. Facial expression, tone of 
voice, nodding, etc., were held constant, so far 
as possible, so that interviewer effects would be 
minimized. From the video-tape playbacks, the 
subject’s Looking and the speech of both subject 
and interviewer were scored by means of a | 
paper-tape event-recorder. Care was taken to 
establish the validity and reliability of the 
scoring system. : 
Patients, both schizophrenic and depressive, 
were found to spend considerably less time 
proportionately than their controls in Looking 
at the interviewer (Fig. 1). Schizophrenics spent 
a mean of 43:1 per cent (S.D. 19:7) of the time 
in Looking, against 66-8 per cent (S.D. 14:4) 
for their controls, a difference significant beyond 
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the «1 per cent level. Depressives spent a mean 
of 51:7 per cent (S.D. 23-8) of the time in 
Looking, against 70:7 per cent (S.D. 15-9) for 
their controls, a difference significant beyond the 
*5 per cent level. There was no difference 
between patients and controls in the frequency 
of Looks, but schizophrenics Looked in rather 


"shorter glances than their controls. As Fig. 1 


larity between schizophrenics and depressives. : 


suggests, schizophrenics and depressives did not 
differ in the proportion of time spent in Looking, 
and indeed there were no differences between 
the two groups in any of the other measures 
taken, except one: schizophrenics Looked in 
shorter glances than did depressives. Patients 
and controls spent a similar time speaking, and 
the overall marked decrement in Looking among 
the patients was found to occur throughout the 
interview, and consistently so, whether subjects 
were speaking, listening to the interviewer, or 
being silent. There was no difference between 
patients and controls in the way in which 
Looking was related to speech patterning, and 
indeed the overall appearance of visual inter- 
action in the schizophrenics and depressives was 
one of close similarity with their controls, 
except in,the single respect of reduced Looking. 

There are several interesting points of com- 
parison between this and previous studies. One 
impression gained from the literature is that 
schizophrenics scarcely Look, but though the 
present patients, both schizophrenic and de- 
pressive, Looked considerably less than their 
controls there was little evidence of almost total 
gaze aversion. Moreover, there was considerable 
variation among subjects, both across and within 
patient groups, and there was some degree of 
overlap between patients and controls. These 
findings emphasize again the importance which 
attaches to the selection of subjects and the 
description of both subjects and procedure. 
Previous writers may well, for example, have 
studied rather different groups of patients from 
those studied by the author, and used very 
different procedures—but, whether this is so 
has not always been discernible from their 
reports. 

'One particularly interesting aspect of the 
present study was the finding of marked simi- 


Depressives were included both to provide pre- 
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liminary data on their visual behaviour, and 
to form a comparison group for the schizo- 
phrenics. The inclusion of depressives for com- 
parison purposes was felt to be particularly 
important, since some previous writers, in 
considering schizophrenics alone, may well have 
been led to formulate hypotheses which the 
observation of depressives would show to be 
false. The finding, for example, that schizo- 
phrenics and depressives resembled each other 
and their controls in the way in which Looking 
was related to speech patterning suggests that 
the hypothesis advanced by some writers (e.g. 
Argyle, 1969; Vine, 1970) that the poor syn- 
chronization supposedly characterizing certain 
schizophrenics may be related to ‘faulty’ 
patterning of Looking is unlikely to be supported. 
It should, however, be noted that the measures 
taken here may be less central to this hypothesis 
than measures of the precise timing of Looks, 
which were not taken. 

The importance of control procedures has 
been discussed above. Rutter and Stephenson 
(1972a) controlled for sex, age, and socio- 
econornic status, as well as for actual admission 
to hospital, so thatany differences found between 
patients and controls could be reasonably confi- 
dently attributed to schizophrenic and depressive 
disorder. However, since patients other than 
schizophrenics and depressives were not in- 
cluded in the experimental group, it remains 
possible that the decrement in Looking charac- 
terizes psychiatric patients in general rather 
than schizophrenics and depressives in parti- 
cular: it may, for example, be that the de- 
crement is the consequence of some stigma 
attaching to admission to a psychiatric hospital. 
To test this possibility, a second study was 
conducted (Rutter and Stephenson, 1972b), 
similar to the first except that the experimental 
group consisted of psychiatric patients diag- 
nosed neither schizophrenic nor depressive, the 
majority being alcoholics and patients suffering 
from anxiety conditions. No differences were 
found between the patients and controls in any 
of the measures taken. Moreover, the differences 
between patients and controls in this second 
study differed significantly from the differences 
in the first study. Thus, taken together, the two 
studies indicated that, while schizophrenic and 
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depressive patients were characterized by a 
marked decrement in Looking, psychiatric 
patients not diagnosed schizophrenic or de- 
pressive showed quite normal patterns of visual 
interaction. 


CURRENT AND FUTURE DEVELOPMENTS 


We should like to conclude this paper by 
discussing three lines of investigation which, we 
believe, may prove particularly fruitful. 

(1) Throughout this review, we have empha- 
sized the importance of carefully controlled, 
experimental studies using methods of direct 
observation. As yet, most writers have сопсеп- 
trated on the interview situation, in which 
interviewer effects are hard to eliminate, and 
the subject’s behaviour is, to a marked degree, 
constrained. Attention should now be directed, 
we suggest, to ‘free response’ situations in which, 
for example, pairs of subjects hold a conversa- 
tion, and are constrained only by the conversa- 
tion topic. This type of situation allows several 
aspects of behaviour, none of which has yet 
been investigated in any detail, to be more 
readily studied than in the interview setting. 
In particular, individual consistency across 
partners, and the precise timing of Looks in 
relation to speech’ can be investigated, and 
interesting sequential analyses of behaviour 
can readily be conducted, as Champness (1972) 
has indicated. The author is currently conduct- 
ing an experiment in which patients are 
observed in two-person situations, interacting 
both with other patients and with psychiatrically 
normal partners. As well as gross differences 
among patient groups, consistency, the timing 
of Looks, and sequential patterns of behaviour 
will be analysed. ' 

(2) From basic, descriptive research of the 
sorts discussed, it will be interesting to go on to 
investigate the possible correlates and functions 
of unusual patterns of gaze. Clinical descriptions 
of schizophrenic and depressive patients fre- 
quently include the term, ‘social withdrawal’, 
whether to refer to isolation from social relation- 
ships, lack of activity in the ward, or some other 
aspect of social behaviour. Rutter and Stephen- 
son (1972a) suggested that the decrement in 
Looking which they found among their patients 
may be ont aspect of social withdrawal, and 
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may serve to signal to others that the subject is 
unable or unwilling to intereact, and so to 
discourage them from initiating interaction with 
him. If this were so, we would expect the decre- 
ment to be associated with other aspects of 
behaviour in both the subject and those around 
him. For example, the level of Looking might be 
associated with particular patterns of facial” 
expression, formal aspects of speech, use of 
space, etc., as well as particular patterns of ward 
activity. Moreover, someone who Looked 
relatively little might perceive others in a 
particular way, and be perceived by them very 
differently from someone who Looked rather 
more. 

If the decrement in Looking were found to be 
associated with withdrawal, it would be interest- 
ing to go on to investigate whether it functions 
to protect the individual from specifically social 
stimulation, as Hutt and Ounsted (1966, 1970) 
suggested in the case of psychotic children, or 
from visual stimulation in general. Williams 
(1973) recently argued that a decrement in 
Looking among chronic schizophrenics was 
associated specifically with ‘person avoidance’, 
but the work of O’Connor and Hermelin (1967) 
points to the caution which is necessary in this 
area, 

(3) Little attention has yet been given to the 
possible clinical applications of research in visual 
interaction, paradoxically perhaps, since many 
of the reports we reviewed were published by ‹ 
clinicians. One possible application concerns 
diagnosis. Wolff and Chess (1964) argued that 
visual behaviour was crucial in the diagnosis of 
childhood autism, and it may be that the degree 
and pattern of Looking will prove useful in 
other areas of diagnosis. Findings from experi- 
mental studies may seem to argue against this, 
since individual differences within diagnostic 
categories are marked and there may often be 
some degree of overlap between patient and 
normal control groups (Rutter and Stephenson, 
1972a). Nevertheless, it may be that more 
subtle measures than those so far studied (for 
example, the precise timing of Looks) will be 
found to be related to particular diagnostic 
categories, and that individual differences with- 
in categories will prove to be related to. 
differences in aetiology and symptomatology, 
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rather than to broad, ill-defined, diagnostic 
categories. 

A second application concerns therapy. 
Argyle (1969) has described preliminary work 
in ‘social skill training’, in which a variety of 
techniques may be used to modify a subject’s 
«social performance, including elements of his 
behaviour such as Looking. Moreover, Mc- 
Connell (1967) and Currie and Brannigan 
(1979) have reported attempts to modify visual 
behaviour in psychotic children by means of 
operant conditioning. These reports are pro- 
mising, but considerable problems have yet to 
be overcome, not the least concerning the 
selection of subjects. It is imperative, for 
example, to draw a distinction between com- 
petence and performance: some patients may 
Look little irrespective of their clinical state, 
while others may Look little as a consequence 
of their disorder. It is unlikely that training 
designed to increase Looking would be indi- 
cated in both groups, and indeed it might well 
be contraindicated for patients whose Looking 
reflected their clinical state. Whether problems 
like this wil be overcome only carefully 
controlled investigation will show. 


SUMMARY 


Considerable interest has been shown recently 
in the non-verbal elements of social behaviour, 
but carefully conducted studies of social inter- 

*action in psychiatric patients have not been 
numerous. This paper reviews the evidence 
concerned with one element of non-verbal beha- 
viour in psychiatric patients, namely visual inter- 
action. The ‘normal pattern’ and functions of 
Looking are first described. The evidence con- 
cerning visual interaction in schizophrenic 
patients, depressive patients, and psychotic 
children is then reviewed, and the author’s own 
work discussed. The paper concludes with a 
consideration of current and future develop- 
ments. 
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Verbal Learning and Memory in Elderly Depressives 


By ANTONIA WHITEHEAD 


Tasks involving verbal learning and memory 
are widely used in the differential diagnosis of 
depressive and dementing conditions. That 
dements suffer widespread impairments of these 
functions is self-evident, yet depressives also 
evince some degree of deficit. For elderly 
patients suffering from affective illnesses Bolton, 
Savage and Roth (1967) found 29 per cent to 
gain organic scores on the Modified New Word 
Learning Test; of elderly depressives, 16 per 
cent gained scores in the organic range on the 
Synonym Learning Test (Kendrick, Parboo- 
singh and Post, 1965), and this figure increased 
to over three-quarters when a group was 
selected to contain a large proportion of 
patients clinically judged as suffering from 
‘pseudo-dementia’ (Kendrick, 1967). 

It has been suggested (Post, 1966) that a 
similar mediating process may be involved in 
the reduction of efficiency of verbal learning in 
both depression and dementia; an alternative 
possibility is that the immediate causes of the 
deficits are entirely different, since a great 
many factors are obviously involved in deter- 
mining the actual score gained on a verbal 
learning task. Evidence for the latter point of 
view might be gained by demonstrating differ- 
ences in the pattern of impairments for the two 
groups. Dementing or memory-disordered pa- 
tients have been shown to be largely intact for 
span of immediate recall (Caird and Hannah, 
1964) but to suffer deficits in rote learning, even 
with retrieval by recognition rather than recall 
(Kendrick et al., 1965; Inglis, 1957) ; in addition, 
a marked impairment has been indicated for 
the longer term retention of material (Inglis, 
1959b; Newcombe and Steinberg, 1964). Clinic- 
ally, it has been remarked that dementing 
patients make a proportion of erroneous re- 
sponses that have a bizarre quality (Post, 1965). 

For depressives, the somewhat sparse evidence 

. indicates nogmal immediate span, impaired 
rote learning, but normal retention of material 
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(Friedman, 1964; Cronholm ара Ottosson, 

1961). This pattern of impairment is similar to 
that found with normal ageing; in studying the 
nature of the ageing deficit stress has been laid 
on the importance of task variables in deter- 
mining the extent of the learning defects (for a 
review, see Botwinick, 1970). In particular, it 
has been shown that older subjects have less 
defect if the material is unpaced, of high 
association value, familiar and meaningful. 

There has been little work to indicate whether 
the analogy can be extended to depressed 
patients. The Synonym Learning Test (and its 
forerunner, the Modified New Word Learning 
Test) involve the paced acquisition of low- 
association unfamiliar material; these tests have 
been shown to misclassify a proportion of 
elderly patients with affective illnesses. Irving, 
Robinson and McAdam (1970) compared 
elderly functional patients (the majority of 
whom were depressives) with those suffering 
from dementing conditions. Despite using 
results only from those who completed the tests, 
they found that the level of discrimination of the 
SLT tended to be lower than either the Inglis 
Paired Associates Learning Test (paced, familiar, 
low association material) or the Names Learning 
Test (paced, familiar, high-association material). 
By contrast, however, Kendrick et al. (1965) 

found that the SLT tended to discriminate at a 
higher level than the Inglis PALT, and Friedman 
(1964) showed depressive deficit for both ‘hard’ 
and ‘easy’ associates. For memory-disordered 
patients, Inglis (1959b) found a lesserimpairment 
for high-association material, but his results could 
have been caused by a ceiling effect, the high 
association material being too easy. 

The object of the present study was to assess 
the performance of elderly patients suffering 
from depressive illnesses on a wide variety of 
tasks involving verbal learning and memory 
function, to determine if evidence could be 
educed that would suggest that the deficit of 
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these patients was different in kind from that of 
dementing subjects. By analogy with the nature 
of the ageing impairment, it was supposed that 
for the depressives non-specific task attributes 
might be of major importance, leading to a 
variability in performance on different types of 
task, some being relatively unaffected by the 
depressive illness and others showing large 
defects. For the dementing subjects it was 
predicted that the deficit would be more wide- 
spread, affecting most tasks; notably, retention 
of material would be grossly impaired. The type 
of error made was expected to differ for the two 
groups: depressives, being cautious or un- 
willing responders, might be prone to non- 
response errors—omissions and false negatives; 
dementing patients might give unusual re- 
sponses—random errors and false positives. 


METHOD 


The pattern of performance of the depressed 
patients was compared both with that of the patients 
with dementing processes and with their own per- 
formance on remission of the depressive illness, the 
latter in order to make a comparison with a group 
assumed to be free of deficit. 


The tasks 

The tests and the method of administration have 
been fully described in a previous paper (Whitehead, 
1971). They were mostly chosen for having already 
been used with elderly psychiatric subjects; this 
ensured that the level of difficulty was roughly 
appropriate, and had the advantage of increasing 
acceptability to the patients, who tend to get dis- 
pirited by repetitious highly similar tasks, especially 
if they are not very successful in doing them. The 
disadvantage was that there were numerous dissimi- 
larities between tests, not all relevant to the present 
experiment. 

т. Digits forward: standard administration (Wech- 
sler, 1955). 

о. SLT; standard administration (Kendrick ei al., 
1965); an especial effort was made to get the patient 
to complete at least 5 trials. 

3. SLT 5: the score for the first 5 trials only. 

4. Inglis Hard: this was a ten-trial version of the 
Inglis PALT, with simplified instructions. 

5. Inglis Mediaie: this was a similarly shortened 
version of the “Mediate pairs’ of Inglis (1959b) ; these 
are similar to the hard pairs, but there is a moderate 
degree of association between stimulus and response 
words. . 
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6. Serial Learning : this was an adaptation of a serial 
learning task described by Eisdorfer, Axelrod and 
Wilkie (1963) and involved eight highly familiar 
words presented in both visual and auditory moda- 
lities, the task being unpaced. 

7. Logical Memory—immediate: this was immediate 
reproduction of content of one of the narrative 
passages of the Wechsler Memory Scale (1945). 

8. Logical Memory—delayed : reproduction was tested 
again, without warning, 30 minutes later. 

9. Retrieval by recognition: immediately following the 
Serial Learning, subjects were asked to recognize the 
words involved from a total of double the number, 
the wrong alternatives being similar in form to the 
correct ones. 

10. Type of error: these were noted on the Serial 
Learning as omission errors (i.e. indication by the 
subject that he did not know the answer), transposi- 
tion errors (i.e. responses that would be correct in 
another position), and random errors (ie. words 
irrelevant to the task). No check was made on the 
reliability of the categorization of the errors, but in 
practice the great majority of responses were clear-cut. 
For the retrieval by recognition task, errors were 
separated into false negatives (ie. where a subject 
failed to recognize a word that had been shown) and 
false positives (i.e. where he indicated recognition of 
one that had not been shown). • 


Subjects 


The majority of the present subjects were part of 
the sample studied by Cawley, Post and Whitehead 
(1973) and are fully described in these authors’ paper; 
a few additional dementing subjects were seen at a 
neighbouring psychiatric hospital. All patients were 
aged 60 or over, were newly admitted to hospital, and 
were tested before the commencement of specific 
treatment. The depressives were of unequivocal 
diagnosis; the dementing sample tended to be very 
well preserved and included patients in whom the 
clinical signs of dementia were minimal; in addition, 
any subject unable to reach a criterion level on the 
extremely easy Inglis ‘old pairs’ was excluded. The 
reason for admission to hospital was often not related 
to diminished mental functioning but rather to the 
emergence of psychotic symptoms; some of the group 
suffered from depressive features. 

Depressives were retested after stable remission of 
symptoms, and not less than a fortnight after termina- 
tion of ECT, if given. 

Twenty-six depressives and 20 dementing patients 
were included; 23 of the depressives were retested on 


remission, the remainder having taken an сапу, 


discharge. 
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ASSESSMENTS OF RESULTS 

Table I gives the means and standard devia- 
tions for the relevant variables for the ill de- 
pressives and the dementing patients, together 
with estimates of the significance of the differ- 
ences. T-tests for unrelated means were used for 
all comparisons, except where the variances for the 
two groups were significantly different; for 
these, the alternative Mann-Whitney U-test for 
comparison of medians was used with the corre- 
sponding z-value corrected for ties. Estimates of 
significance were made by one-tailed tests, 
where the direction of the difference could be 
predicted. 

As can be seen, the composition by sex of the 
two groups is similar. The difference in age fails 
to reach significance, as does that of the Mill Hill 
Synonyms IQ, but it will be noted that the 
subjects in the dementing sample tend to be 
both older and duller than the depressives; it is 
of note that the difference between the samples 
is apparently less if assessment of the vocabulary 
knowledge is made using WAIS vocabulary age 
corrected scores. 
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Table II gives the mean changes of the 
depressives retested with remission of symptoms, 
the significance being estimated by correlated 
t-test. 

Digit span 

Ill depressives were similar to both organics 
and well depressives for digits forward; this 
implies that neither the organics nor the ill 
depressives were impaired on this task and is in 
accord with the findings of earlier workers. 


Rote learning 

As predicted, the ill depressives scored at a 
higher level than the dements upon all the rote 
learning tasks. The well depressives showed 
significant gains on three of them. 

In order to establish whether there was evi- 
dence of differential impairment on the five 
tasks, the median value for the entire sample 
was found for the scores on each test; and a 
chi-square test was performed to see if a 
similar proportion of each group scored below 
this median for the five tests. This indicated 
insignificant differences ( ха = 4:04; d.f. 8) and 


e TABLE І 
Means and standard deviations of scores for the ill depressives and dements 


Ill depressives ents 

(4 men, 22 women) (3 men, 17 women) 

Mean S.D. Mean S.D. р<* 
Age ‹ 69:9 5:6 7374 6:9 n.s.] 
Mili Hill Synonyms 98-0 11:2 91:7 9:6 n.s.t 
WAIS vocabulary 10.7 2:5 9:9 2:9 п.к. 
Digits forwards 5:9 1:2 5'5 1:0 0.8. 
SLT .. А 30-0 g1'I 5:7 4'9 "OI 
SLT5 10°6 10:8 3:4 2:7 ‘Or 
Inglis Hard 17:9 72 5:5 5:6 *001 
Inglis Mediate 27'5 3:6 15:7 11:3 оо 
Serial Learning. . 14°0 9:4 {1 5:6 ‘OOI 
Logical Memory zs à (-оог (groups)) 

Immediate Ls i 5'0 2:3 3:0 2:1 (*001 (delays intervals)) 
Delayed А i 42 2.1 1:7 2:2 (аз. (groups x intervals) 

Recognition .. E ..  I5:2 I'I 12-8 3:2 Or 
False negatives .. Я » o-8 1'0 2:0 2:4 n.s.] 
False positive .. a 9 0704 0:2 1*8 2:3 ‘OI 
Transpositions .. : ‚. I204 7:9 7:3 7:0 ost 
Random errors I'4 2:5 Га" 8:3 ‘OI 
Omissions 12:2 8:5 21:7 11.2 о 


* p values estimated via calculation of t ог z except for Logical Memory where an analysis of variance for 


. repeated meagures was used. 


1 No prediction about direction of difference, so comparison is two-tailed. 


3з 
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Tase ЇЇ 
Increases with remission in depressives 
Mean 
increase p<* 

WAIS vocabulary 0-4 п.8. 

Digits forwards . . о.о — 

SLT .. 1473 05 

SLTs5.. 5:7 05 

Inglis Hard .. —o-8 — 

Inglis Mediate .. 0°04 0.3. 

Serial Learning. . 45 ‘OO! 

Logical Memory (n.s. (groups)) 
Immediate. . 1-3 (001 (delay intervals) 
Delayed 1*1 (ns. (groups Arden 

Recognition 0:8 n.8. 

False negatives .. —0°3 n.8. 

False positives] .. — — 

Transpositions .. I'4 n.s.T 

Random errors..  —0:4 ns. 

Omissions —5'4 "OI 


ж » values estimated from і except for Logical 
Memory where analysis of variance for repeated 
measures was used. 

f No prediction about direction of difference, so 
comparison is two-tailed. 

1 No retested patient gained any false positives on 
either occasion of testing. 


so there was no evidence of differential impair- 
ment for the depressives; this is against predic- 
tion. 


Logical Memory 

For Logical Memory, the ill depressives were 
superior to the organics and did not differ from 
the well depressives. 


Delayed recall 

Neither the depressives nor the dements 
showed evidence of a greater impairment for 
delayed recall of the logical material. For the 
latter group, this finding was against prediction. 


Retrieval by recognition 

The dementing patients were worse than the 
ill depressives, who did not differ from the well 
depressives. 


Type of error 

The ill depressives made significantly more 
omission errors than the well depressives; they 
also tended to produce more false negatives, 
though this tendency failed significance. It is 
worthy of nete that the dementing patients were 
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also prone to omission errors; these constituted 
бо per cent of their total errors compared with 
47 per cent for the ill depressives and 34 per cent 
for the well. In line with prediction, the dements 
made more random errors and produced more 
false positives than the ill depressives; they made 


significantly less transposition errors than the ill | 


depressives. 


Disaussion 


Two problems arise with the present choice 
of comparison samples. The first concerns the 
dementing patients used; a deliberate effort 
was made for these to have relatively intact 
functioning, and this meant that the reasons for 
admission were in about half the cases for the 
emergence of depressive symptoms. It is there- 
fore possible that such patients would tend to 
show a mixture of the deficits to be found in 
depressive and dementing conditions, and this 
might tend to obscure differences between the 
groups. Ideally, study should be made of 
patients with dementias uncomplicated by 
psychiatric symptoms, but there are few such 
patients admitted. 

A further difficulty lies with the retesting of 
the same group of depressive patients on 
remission, a group assumed to be unimpaired. 
It would have been preferable to use different 
individuals, but again there is a shortage of 
suitable patients. Two findings made it likely 
that practice effects (which could be con- 
founded with improvement effects) were not 
large. WAIS vocabulary did not show signi- 
ficant gains; patients treated with ECT, who 
might be thought likely to have less practice 
effect, actually showed greater gains on the 
learning tasks than those treated with amitrip- 
tyline. Alternatively, the well depressives might 
not have been representative of an ‘unimpaired’ 
group because of incomplete remission or 
adverse treatment effects. The latter is unlikely, 
again because the ECT treated patients made 
greater mean gains; in addition, those patients 
who remained well were tested once more on 
the SLT three months later and no further 
significant increase had occurred. | 

The ill depressives, then, were compared with 


both impaired and unimpaired subjects, and it is , 


clear that their performance did tend to lie 
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between the two on most of the verbal learning 
measures. On digits forwards, as predicted, 
there was no evidence of impairment in either 
depressives or dements. On the other eight tasks, 
the ill depressives were less impaired than the 
dements, but for three of these they showed 


. significant deficits by comparison with their own 


scores on remission. It seems that the results 
provide support for the existence of a verbal 
learning defect in elderly depressives. 

The data provided no support for the 
existence, in the degree of impairment of the ill 
depressives on the rote learning tasks, of 
differences attributable to non-specific task 
attributes. This comparison was somewhat con- 
founded by the large differences between tests, 
their unknown and possibly variable reliabilities 
and by floor and ceiling effects. No evidence was 
found for depressive deficit for immediate span; 
for the rote learning of small quantities of 
material (the two Inglis tasks); recognition 
memory; nor reproduction of meaningful 
material, either immediately or after a delay. 
This last finding supports that of Cronholm 
and Ottosson (1961), but must be regarded 
with caution since the dementing patients 
similarly showed no large losses with delayed 
recall, contrary to the results of Newcombe and 
Steinberg (1964). 

The ill depressives did show deficits on the 
Synonym Learning Test, in the full form and 
with only five trials, and on the Serial learning. 
One similarity between these two tests was that 
they both occurred near the end of testing 
sessions; it is possible that depressed patients 
might be prone to fatigue. 

The ill depressives tended to be less impaired 
than the dementing patients, and consideration 
of the type of error made indicates that the 
central learning process might be different in 
the two groups. As assessed by change with 
remission of symptoms, the depressives were 
prone to omission errors; it is of note that the 
remitted depressives actually tended to make 
more transposition errors than the ill, who in 
turn made more than the dements, this latter 
comparison being significant. The dements were 
prone to false positives, random errors and 


. omissions. Fhe possibility arises that this 


pattern of errors is not a function of organicity 
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per se but rather of poor learning ability. If a 
sample of depressives were as poor learners as 
the organics, would they too show an increase 
in random errors? 

Too few depressives made very low scores on 
the Serial Learning for a direct comparison, but, 
by serendipity, the depressives and dements 
gained comparable mean scores on the Inglis 
Hard and the Inglis Mediate respectively (17:92 
and 15:70); types of error on these tasks had 
been noted, and their mean occurrence is 
given in Fig. r. This plot shows convincingly 
that even if mean correct responding is held 
constant, distribution of type of error differs 
considerably for the two groups; the difference 
is confirmed statistically by profile analysis 
(Greenhouse and Geisser, 1959), the groups x 
tests interaction being highly significant (by 
conservative test, Е, = 14:52; P < -oor1). It 
is apparent that the main difference was that 
the dementing patients had a greater pre- 
ponderance of random errors whilst the de- 
pressives made more transpositions. 

The results, therefore, provide some support 
for the idea of a different genesis for the verbal 
learning impairment found in depressives and 
dements. For the latter a greater degree of 


7 с DEPRESSIVES 


e DEMENTS 


Mean occurrence 








Type of error 
Fic. 1.—Comparison of errors made by depressives on 
Inglis Hard and dements on Inglis Mediate (TR and TS 
are transposition errors of response and stimulus words, 
respectively; R are random errors; and O omission errors). 
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disorganization of function is suggested, since 
not only were they unable to give the correct 
responses, but they would on occasion produce 
answers that were irrelevant to the task in hand. 
Depressives, by comparison, either failed to 
respond or made transposition errors that were 
misplaced within the task but relevant to it. In 
addition, the deficit of the dementing patients 
seemed to affect all material except that in- 
volving immediate memory only, whilst the 
depressives showed deficits only on some rote 
learning tasks. This finding requires further 
exploration with material offering greater 
possibilities of range of scores. 


SUMMARY 


The nature of the verbal learning impairment 
of elderly depressed patients was studied by 
comparing their performance with that of 
remitted depressives (the same patients on 
recovery) and of dementing patients. 

The depressed patients showed some degree 
of learning defect, though this was less severe 
and affected fewer of the tasks than that of the 
dements. 

The types of error made showed differences, 
the depressives tending to make less random 
errors and produce fewer false positives than the 
dements but to make more transposition errors. 
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Inconsistency, Loose Construing and Schizophrenic 
Thought Disorder 


By ELSIE T. HAYNES and J. P. N. PHILLIPS 


INTRODUCTION 

Bannister (1960, 1962) found that thought- 
disordered schizophrenics had significantly lower 
scores on a repertory grid test of the intensity of 
the relationships between their constructs than 
did non-thought disordered schizophrenics, 
normals, neurotics and (in the 1962 study only) 
depressives. This finding has been confirmed, 
sometimes in slightly different ways, by a 
number of subsequent studies (vide infra). On 
the basis of his results, Bannister put forward 
the theory that schizophrenic thought disorder 
is characterized by ‘loosened construing’, which 
can account for all its clinical signs, and which 
stems from repeated invalidations of construing. 
This theoyy has been followed up in a number of 
subsequent investigations (Bannister, 1963, 1965; 
Bannister and Salmon, 1966). 

However, an alternative hypothesis which will 
account for the finding without the need to 
introduce the concept of loosened construing 
is that thought-disordered schizophrenics are 
simply more inconsistent than other subjects 
in their performance on the repertory grid. 
Such inconsistency might result from a private, 
idiosyncratic and possibly delusional conception 
of what the experimenter has asked them to do, 
or from difficulties of discrimination (cf. Frith 
and Lillie, 1972), or just from a chaotic disorga- 
nization of their thinking; but, whatever its 
origin, it would introduce an effectively random 
element into the patients’ responding, and thus 
lower the absolute magnitude of the correlations 
between their constructs, 

There is some indirect support for this 
alternative hypothesis in Bannister’s own studies 
arid the confirmatory studies mentioned above. 
Firstly, Bannister (1960*, 1962*), Bannister 

.and Franselle (1966*), Foulds et al. (1967), 
Poole (1968), McPherson and Buckley (1970), 


Bannister et al. (1971), Spelman et al. (1971), 
Williams (1971), Frith and Lillie (1972) and 
McFayden and Foulds (1972), all found that, 
on the whole, consistency scores tended to 
discriminate thought-disordered schizophrenics 
from other groups about as well as intensity 
scores. Secondly, in all those studies which 
reported consistency scores (ie. all except 
McPherson and Buckley, and Williams) these 
scores tended to be positively correlated with 
intensity scores, usually significantly so.t Thus 
it might simply be that thought-disordered 
schizophrenics differ from other groups only in 
consistency, or lack of it, and that this variable 
is related to both consistency scores and 
intensity scores on grid tests. 

However, the evidence of these studies (with 
the exception of another and more important 
part of that of Frith and Lillie) is not conclusive, 
for the consistency scores used in them are 
contaminated by the intensity of the relation- 
ships between constructs, being indeed com- 
puted from the very same measures of intensity 
as are used to compute the intensity scores, so 
that it is also possible that low intensity in 
thought-disordered schizophrenics was the cause 
of the low consistency scores, instead of the 
other way round. Specifically, the consistency 
scores were computed by running correlations 


* We have found a number of inconsistencies (which it 
would be tedious to enumerate) in the tables and figures of 
these studies. In most cases it has not been possible to 
determine what the correct results should be, but wherever 
it has been possible the differences from the correct 
results have not been great, and the conclusions do not 
seem to be materially affected. 


+ Bannister and Mair (1968) quote also an unpublished 
B.A. dissertation by D. V. Bridges. Unfortunately, the 
most extensive searches failed to obtain us a copy, and it 
now seems likely that all once extant copies of this disserta- 
tion have been lost. 
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between measures of intensity obtained from 
one grid and the corresponding measures of 
intensity obtained from a second grid using the 
same constructs.* Now, in the studies by 
Bannister (1960, 1962), where the second grid 
used different elements from the first, the 
measures of intensity were essentially phi 
correlation coefficients, and their standard 
errors of estimate would be inversely propor- 
tional to their magnitudes. Thus if the intensities 
in the two grids were low they would be less 
stably estimated than if they were high, so that 
the measures of intensity would agree less well 
together from the first grid to the second. This 
factor alone could have caused a positive 
correlation between intensity and consistency 
in these two studies. The subsequent studies 
use the Bannister-Fransella test (Bannister and 
Fransella, 1966, 1967), in which the second 
grid is just an immediate readministration of the 
first one, and where the measures of intensity 
are Spearman rhos. According to Bannister and 
Fransella, intensity scores and consistency scores 
on this test are ‘mathematically independent’; 
nevertheless, it is clear that if the intensities are 
low in absolute value the measures of them will 
cluster more closely about zero than if they are 
high: thus, any changes in these measures 
resulting from changes in the rankings of the 
elements will cause a greater perturbation of 
their rank order from the first administration to 
the second, and hence there will be a lower 
correlation between the measures of intensity 
for the two administrations if the intensities 
are low in absolute value than if they are high. 
This factor also could have resulted in a positive 
correlation between intensity and consistency 
in all the studies. 

Since, therefore, consistency can affect in- 
tensity scores (as mentioned in the second 
paragraph), and intensity can affect consistency 
scores (as just shown), it would be desirable to 
administer pure tests of both intensity and 
consistency to thought-disordered schizophrenics 
and other clinical groups, in order to determine 
whether it is consistency, or intensity, or both of 
them, which is, or are, relevant to schizophrenic 
thought disorder. Unfortunately, it does not 


* For a fuller discussion of this approach see Slater 
(1972). 


INCONSISTENCY, LOOSE CONSTRUING AND SCHIZOPHRENIC THOUGHT DISORDER 


appear in principle feasible to devise a test of 
intensity that is unaffected by inconsistency; for 
inconsistency, as envisaged in the alternative 
hypothesis, is analogous to a random noise 
component in the thought-disordered schizo- 
phrenics’ responses, and there seems to be no 
way of eliminating it directly. However, it is 
possible to devise a test of consistency which is 
unaffected by intensity: one such was used by 
Frith and Lillie, and anothe: is described below. 
By the use of such a pure test of consistency, the 
inconsistency component of intensity scores can 
be partialled out statistically, making possible a 
test of the alternative hypothesis, which is the 
purpose of the present study. 


METHOD 
Subjects. These were: 

Ten diagnosed schizophrenics at De la Pole 
Hospital (eight male and two female), judged to be 
thought-disordered by the responsible Consultant 
Psychiatrist and, where he was a different person, 
also by the Physician Superintendent;t 

Ten schizophrenics (nine male and one female 
similarly judged not to be thought-disordered ; 

and 

Ten normal controls (five male and five female), 
artisan, clerical and nursing staff of the hospital. 

The three groups were matched on age, but not 
on intelligence or sex: previous work by Bannister 
(1960, 1962) and Bannister and Fransella (1967) 
found no evidence that these three variables were 
related to intensity and consistency scores on repertory 
grid tests; Frith and Lillie found intelligence, but not 
age or sex, to be highly significantly related to a pure 
measure of consistency; when this measure was 
partialled out statistically, the only highly significant 
relationship was between age and Bannister’s 
measure of consistency. It did not appear desirable to 
attempt to match the groups on measured intelligence 
since this could result in the groups being less 
differentiated on thought disorder (which is likely to 
be related to measured intelligence). An attempt was 
made to match the groups on pre-morbid intelligence, 
as estimated by pre-morbid occupational status, but 
paucity of records rendered this impossible. 

Test material. This consisted of photographs of 
eight men and eight women unknown to the subjects. 


1 We are grateful to Dr. J. A. К. Bickford, Physician 
Superintendent, and to Dr. 1. С. Church for these 
assessments, 

i We are grateful to Professor Bannisfer for making * 
these photographs available. 
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Procedure. The subject was presented with four of the 
photographs, and asked to arrange them in order, 
from the most Likeable to the least. When he had 
done this, another four were presented with the same 
request. This was continued until twenty different 
subsets of four had been presented and ranked, the 
subsets constituting a balanced incomplete block 
design, as illustrated by the data in Table I, which 
shows the rankings produced by the first non-thought- 
disordered schizophrenic. 

This procedure was then repeated with the further 
constructs Mean, Good, Unusual, Narrow-minded, 
Sincere, Selfish, Unreliable and Kind (taken from 
Bannister, 1962), a different randomization of the 
basic balanced incomplete block design (given by 
Cochran and Cox, 1957), being used for each 
construct. 
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Scoring. 'This comprised three stages: 

Stage 1: Since the twenty subsets of four photo- 
graphs each constituted a balanced incomplete 
block design, every possible pair of photographs 
occurred just once in some subset. It was therefore 
possible, following Durbin (1951), Schucker (1959), 
Gulliksen and Tucker (1961) and Slater (1965), to 
derive from the rankings an implied table of pair 
comparisons, as may be illustrated by the example 
in Table I. 

The first subset of four contains photographs 3, 15, 
8 and 5, which the patient has ranked in that order. 
This implies that he judges 3 to be more Likeable 
than 15, 8 and 5, so ones are entered in columns 15, 
8 and 5 of row g (and noughts in rows 15, 8 and 5 of 
column 3): it also implies that he judges 15 to be 
more Likeable than 8 and 5, 80 ones are entered in 





TABLE I 
Rankings Pair Comparison Table 
3 15 8 5 6 7 8 g xo II 12 13 14 15 16 Total Rank 
6 4 7 о о о о о о о о о о І I 15 
13 14 1O 16 21 о о о о о о о о т о о т 0 I 4 її*5 
9 їз 2 1I gir I тї от I0 II III т I 13 3 
15 9 19 7 4|1I I 0 о O0 IIO IIO I I о I 9 6:5 
5 Q9 п 5|1 I O I от о о т т о о т о I 8 8:5 
3 2 1 16 6|1 r 1 1 : FOX: EO Is D 3 її X 3 15 1 
6 12 8 14 71/3 1000 о о от >т > о о IO I 6 10 
15 12 4 16 8|: 1r о о r o 1 O I I о о I о I 8 8:5 
5 2 14 урт I I 10 I I I I I II OO I 13 3 
6 13 п ют I о о о о о о о т о о о о I 4 11'5 
9 8 тю т | о о о о о о о о о о O I о I 3 13*5 
I5 II I4 I I2|I I1 0 I 20 I I о т I I I 0 I 11 5 
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4 13 8 2 I5 Lr XE 0 зї oh 0 чод I.I I X 3 a I 13 3 
6 15 10 2 1}0 о о о о о о о о о о о о о о o 16 
12 13 5 I 
9 3 14 
8 75 n 16 Circular 

Triads 

2 14 IO 

315 9 

d=5 4985 
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columns 8 and 5 of row 15 (and noughts corre- 
spondingly) : it finally implies that he judges 8 to be 
more Likeable than 5, so a one is entered in column 5 
of row 8 (and a nought correspondingly). Treating 
each subset of four in the same way, the pair com- 
parison table is filled in completely. 

Stage 2: From such a table there can be derived 
both a ranking of the photographs and also measures 
of consistency (or rather, inconsistency). There are 
in fact two measures of inconsistency which may be 
used. The first is Kendall and Babington Smith’s 
(1939; Kendall, 1948) statistic d, the number of 
circular triads such as, in this example, 2, 14, 10, 
where the patient has judged 2 more Likeable than 
14, 14 more Likeable than то and 10 more Likeable 
than 2: d is readily computed by the formula 


_ n (n—1) (2n—1) 
= 12 


4 sra 


іеі 


п s 
where 2; aj is the sum of the squares of the row 
ея 
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totals. In this example, d = 620—615 = 5, and the 
five circular triads are shown at the foot of the table. 

'The second measure of inconsistency which may be 
used is Slater’s (1960, 1961) statistic i, the minimum 
number of (corresponding pairs of) cells it is necessary 
to change in the pair comparison table in order to 
make it completely consistent (i.e. without any 
circular triads whatsoever), or, equivalently, the 
minimum number of errors one must suppose the 
subject to have made. In the present sample the table 
can be made completely consistent, and all circular 
triads eliminated, by changing the entries in row 4 
column 5, in row 10 column 14, and in any one of 
the three cells row 3 column 9, row 9, column 15 or 
row 15 column 3 (and also their corresponding mirror- 
image cells row 5 column 4, etc.), so that i = 3. 
This may be seen more clearly in Table IT, where the 
rows and columns have been permuted into one of 
the three nearest adjoining orders which differ least 
from the obtained data: inconsistencies stand out as 
noughts in the upper right-hand half of the table 


Taste II 


JPermutated Pair Comparison Table 
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and ones in the lower left-hand half. It will be noted 
from the sub-tables that photographs 3, 15 and g 
may be put in that order or in the order 15, 9, 3, or in 
the order 9, 13, 15 (depending upon which of the 
three cells mentioned above is changed) without 
altering the number of inconsistencies, so that there 
are here three nearest adjoining orders. The determi- 
nation of Slater’s i is not straightforward, and was 
carried out by computer (Phillips, 1969, 1971). 

The ranking of the photographs taken from each 
pair ‘comparison table was that given by the row 
totals (as in Table I) rather than the nearest adjoining 
order, because, as has just been seen, there were 
sometimes more than one of the latter.* 

(It can now be seen that the procedure of ranking 
subsets of four photographs at a time was a compro- 
mise between obtaining all one hundred and twenty 
possible pair comparison judgements of the photo- 
graphs, which would have provided maximal infor- 
mation on internal consistency but have been im- 
practicably lengthy, and ranking the whole set, 
which although perfectly practicable provides no 
information on internal consistency.) 

Stage 3: Two measures of inconsistency were 
obtained for each subject, by summing d over all nine 
constructs (Ed) and by summing i over all nine 
constructs (2%). 

To obtgin measures of intensity for each subject, 
Spearman rhos were first computed for all thirty-six 
pairs of constructs. There were then two alternatives. 
Bannister (1960, 1962) used a score which, when the 
subject has to dichotomize the elements on each 
construct is equal to the absolute value of the phi 
correlation coefficient multiplied by half the number 
of elements: therefore, analogously, the sum of the 
absolute values of all thirty-six rhos (2|p|) may be 
taken as a measure of intensity. On the other hand 
Bannister and Fransella (1966, 1967), and the studies 


* For a further method of estimating a ranking from 
an inconsistent pair comparison table, see Kendall 1955. 
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subsequent to them, used the sum of the squares of 
Spearman rhos (Z°), which also may be taken as а 
measure of intensity. 


RESULTS 

There were significant differences between the 
groups on intensity scores, as may be seen from 
Table ITI. 

Specifically, on both 2|p| and Zp? the 
thought-disordered schizophrenics scored signi- 
ficantly less than the non-thought-disordered 
schizophrenics (р < :05) and the normal 
controls (p < ‘o1), the latter two groups not 
differing significantly from one another (Tukey’s 
method: Ryan, 1959; O'Neill and Wetherill, 
1971). 

These results confirm the previous findings 
cited in the introduction, but are not crucial 
for the alternative hypothesis. As regards the 
latter, there are three possibilities, namely 
(i) that schizophrenic thought disorder is 
related only to low intensity, (ii) that it is 
related both to low intensity and to low con- 
sistency, and (iii) that it is related only to low 
consistency. Presumably Bannister's theory im- 
plies that one or other of the first two possibilities 
is the case, whereas the alternative hypothesis 
is that it is the third which is true. 

According to possibility (i), the thought- 
disordered schizophrenics should not differ 
from the other two groups on the pure measure 
of inconsistency. In fact, the differences between 
the groups on this variable were more significant 
than those in intensity, as may be seen from 
Table III: thought-disordered schizophrenics 
scored (on both Zd and Xi) significantly more 
inconsistently than either of the other two 


ТАВІЕ ПІ 
Differences between groups оп intensity and consistency scores 





Group means 














T.D.S. N.T.D.S. N.C. F р 
= |p| 13°06 19°98 22°05 7:145 «0I 
Intensity 
Eo 6-47 14°20 15:71 5:991 «t 
. ха 7091 242:0 176-3 39°730 «001 
Consistency 
Ei 159*9 67:8 5I'I 37-120 < 001 
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groups (р < -oor in both cases), which did not 
differ significantly from one another. Indeed, 
there was (just barely) no overlap between the 
thought-disordered schizophrenics and all the 
other subjects on either Ld or Zi. Thus possi- 
bility (i) above must be rejected: schizophrenic 
thought disorder clearly is related to inconsis- 
tency, and from the relative magnitude of the 
effect (a pure measure of inconsistency differen- 
tiating better than a measure of intensity 
confounded by inconsistency) it might be 
judged to be the more relevant of the two 
variables. 

The view that intensity scores differentiate 
the groups only to the extent that they are 
contaminated by inconsistency receives some 
support from the fact that these scores were 
significantly correlated with the pure measure 
of inconsistency (p < ·001). Whichever measure 
of intensity, zl or Xp', and whichever 
measure of consistency, Xd or 21, was used, the 
overall correlation was in the region of —o-7, 
whilst the within-groups correlation, which in 
no case varied significantly from one group to 
another, was in the region of —o°5. 

However, the crucial test between possibilities 
(1) and (ii) must be made by analysis of co- 
variance of the intensity scores, with the pure 
measure of inconsistency as covariate. If thought 
disorder is related to both inconsistency and 
intensity, then the intensity scores, even with 
inconsistency partialled out, should still differen- 
tate between the groups; whilst if it is related 
only to inconsistency they should not. In fact, 
the latter turned out to be the case: for all four 
combinations of intensity and consistency score, 
the F-ratios were less than unity (indeed less 
than 0:2), and not significant even at the 75 per 
cent level: thus there is no evidence in the 
data that schizophrenic thought disorder is 
related to intensity, once the contamination of 
intensity scores by inconsistency is removed. 


Discussion 
Related findings 
There are two studies of possible relevance, 
and one of certain relevance, which must be 
mentioned here. Miller and Chapman (1968) 
found that when schizophrenics were matched 
with normals on consistency, as measured by 
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the test-retest reliability of rankings of items, the 
intensities of the relationships between concepts 
were as high as, or higher than, those of normals. 
However, unfortunately for the purpose of the 
present study, they do not report any assessment 
of their schizophrenics for thought disorder, 
and indeed the procedure of experimentally—as 
opposed to statistically—matching schizophre- 
nics with normals on consistency is likely to 
have selected schizophrenics who were enot 
thought-disordered. Thus nothing about the 
intensity scores of thought-disordered schizo- 
phrenics can be concluded from this study. 
Koh and Shears (1970), on the other hand, 
reported that schizophrenics showed poor 
internal consistency in psychological scaling tasks 
(judgements of line lengths and preferences for 
musical excepts by category rating and magni- 
tude estimation) as compared with normals. 
Again, the authors do not report any assessment 
of their schizophrenics for thought disorder; but 
here, unlike with the Miller and Chapman 
study, it seems likely that a good many of the 
subjects must actually have been thought- 
disordered. 

Most crucially relevant, however, is the study 
of Frith and Lillie (1972), who retrospectively 
examined the relationship between psychiatric- 
ally assessed thought disorder (and a number of 
variables which do not concern us here) and 
scores on the B-F test, including a specially 
calculated pure measure of consistency, namely 
element consistency, which is the squared correla- 
tion between the first and second rankings of the 
photographs, summed over all six constructs in 
the test. Although their pure measure was of 
immediate test-retest consistency, whereas the 
one used here was of internal consistency, their 
results were in the relevant respects identical 
with those of the present study. Intensity scores 
significantly differentiated thought-disordered 
patients from others (x? = 5:15, р < :05): 
pure (element) consistency scores differentiated 
thought-disordered patients from others still 
more significantly (х? = 14°43, р < :001), 
and were significantly correlated with both 
intensity scores (г = 0:68, p < 'oor) and 
Bannister's consistency scores (г = 0'60, p < 
*001); intensity scores, correctéd for their. 
relationship with pure (element) consistency, 


BY ELSIE T. HAYNES AND J. P. N. PHILLIPS 


showed no relationship with psychiatric assess- 
ment of thought disorder. 


Inconsistency, loose construing and schizophrenic 
thought disorder 
From these results, and those of the present 


. study it would appear to follow, firstly, that there 


is no evidence in the studies cited in the intro- 
duction that schizophrenic thought disorder 
is characterized by weak relationships between 
constructs; and secondly, that any appearance 
to the contrary probably resulted from con- 
tamination of intensity scores by inconsistency, 
which is characteristic of schizophrenic thought 
disorder. 

Before considering how this conclusion relates 
to the ‘loosened construing’ theory of schizo- 
phrenic thought disorder, it is necessary to be 
clear as to how the phrase is to be taken, since, 
as will be shown, it has been given two quite 
distinct meanings. 

Kelly (1955) lays down the definition, which 
must presumably be taken as authoritative, ‘A 
loose construct is one which leads to varying 
predictions but retains its identity. (Vol. I, 
р. 533). He gives numerous illustrations of this 
definition, e.g. ‘If breakfast is loosely construed, 
then the meal one ate at 11 A.M. might at once 
be construed both as breakfast and as something 
other than breakfast, or as breakfast at one time and 
as something contrasting with breakfast a moment later. 
This is loose construction.’ (Vol. II, p. 1058). 
Thus Kelly's concept of loose construction seems 
to mean both internal inconsistency, as opera- 
tionally defined in the present study, and test- 
retest unreliability, as operationally defined by 
element consistency in the study of Frith and 
Lillie. 

Bannister's concept of loose construing seems 
quite different. The best statement of it occurs 
in his 1960 study (p. 1246): ‘For example, if the 
construing ofa person as "loving" is invalidated 
then the tendency may be to construe the person 
in the contrast pole as “hating”, but the 
acquaintance may then exhibit behaviour more 
appropriate to the “loving” pole and we may 
duly shuffle him back to be construed under 
that pole. However, if invalidation occurs in 


.this manner repeatedly, the tendency may be 


to regard the construct as itself inadequate to 
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subsume the elements (behaviour of the 
acquaintance) under consideration and may 
itself be, in some way, modified (si). This 
modification could take the form of loosening 
the construct, that is to say, weakening its 
relationship with other constructs, so that it 
leads to varying predictions (the definition of 
a loose construct). Thus loosely to construe a 
person as “loving” would not be automatically 
to anticipate from his "sincere" and “likeable” 
and so on behaviour, since the relationships 
between the constructs normally constellated 
with “loving” have been weakened.’ Bannister 
thus appears to regard the ‘continual shifting of 
elements from one pole to the contrasting pole’, 
which according to Kelly (loc. cit.) characterizes 
a loose construct, as not in itself constituting 
loose construing, but as being the precursor and 
cause of loosening, which is a subsequent modi- 
fication of the construct, namely weakening its 
relationships with other constructs. Further- 
more, Bannister treats loosened construing as 
synonymous with weak structure (e.g. ‘thought- 
disordered schizophrenics had very weak con- 
ceptual structure (loosened construing)’ Ban- 
nister, 1965, p. 377), whereas Kelly explicitly 
states ‘From our point of view, loose construction 
is not to be considered as the same as lack of 
structure.’ (Vol. II, p. 1030). 

Therefore, whilst the present results, and 
those of Frith and Lillie, suggest that there is 
no evidence that schizophrenic thought disorder 
is characterized by ‘loosened construing’ in 
Bannister’s sense of weak relationships between 
constructs, they are perfectly consistent with, 
and indeed strongly support the proposition 
that it is characterized by ‘loose constructs’ in 
Kelly’s sense of inconsistently used constructs. 
However, it should be pointed out that it does 
not require the elaborate conceptual apparatus 
of personal construct theory to tell us that 
thought-disordered schizophrenics are incon- 
sistent. Pluralitas non est ponenda sine necessitate. 


SUMMARY 
1. It is suggested that the repeatedly ‘con- 
firmed finding of low intensity (of relationships 
between constructs) scores in thought-disordered 
schizophrenics, which Bannister has taken as the 
basis for his ‘loosened construction’ theory of 
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schizophrenic thought disorder, is in fact an 
artefact of the contamination of intensity scores 
by inconsistency. There is some support for this 
alternative hypothesis in the literature, since it 
has been found in eleven studies that consistency 
scores tend to be positively, and usually signifi- 
cantly, correlated with intensity scores, and to 
discriminate thought-disordered schizophrenics 
from other groups about as well. However, this 
evidence is not conclusive, since there is also the 
possibility that consistency scores are contamina- 
ted by intensity, as well as the other way round. 

2. To overcome this difficulty, a form of 
repertory grid test was administered to ten 
thought-disordered schizophrenics, ten non- 
thought-disordered schizophrenics and ten 
normal controls, in which the subjects ranked 
various overlapping subsets of elements, rather 
than, as is conventional, the whole set, thus 
making possible a measure of pure internal 
consistency. Although intensity scores signifi- 
cantly discriminated the thought-disordered 
schizophrenics from the others, pure internal 
consistency scores (which were significantly 
correlated with them) did so better and when 
pure internal consistency was partialled out of 
the intensity scores, the latter no longer dis- 
criminated the groups significantly. Effectively 
identical results have been obtained by Frith 
and Lillie. 

3. It is shown that the phrase 'loosened 
construction’ has been used in two different 
senses, consistency (Kelly) and intensity (Ban- 
nister). Thus the results give no confirmation to 
Bannister's theory, but strongly support the idea 
that schizophrenic thought disorder is charac- 
terized by loosened construing, in Kelly's sense. 
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Psychological Studies of Ten Patients with the XYY Syndrome 


By ANNE-LISE CHRISTENSEN and JOHANNES NIELSEN 


The present study is the psychological part of 
a comprehensive study of male patients with the 
XYY syndrome from the Cytogenetic Labora- 
tory, Risskov (Nielsen, 1968, 1969, 1971; 
Nielsen e? al, 1969a, b; and Nielsen and 
Henriksen, 1972). 

The ten patents studied were found in 
prevalence and incidence studies in a psychi- 
atric hospital, a forensic psychiatric clinic, and 
an institution for criminal psychopaths. The age 
range was 17 to 36. All were single, except one 
who was divorced. Seven were unskilled 
labourers, one was a mechanic, one a fisherman 
and one a farmhand. 

All ten were examined with cognitive tests, 
WAIS and a learning efficiency test, and pro- 
jective tests, Rorschach and Association test, to 
investigate the presence of specific traits in 
cognition and adaptation. 

The standardization of WAIS should permit 
us to observe any characteristic deviations 
from the accepted norms. This was considered 
especially important, since it was not possible 

. for us to find any acceptable control group with 
which to compare the XYY males. 


Our findings in these ten XYY males showed 
no deviations from the accepted norms (Table I). 
Mean Full Scale IQ, маз 98:0, Full Scale IO. 
ranged from 91-121, and the verbal-performance 
ratio was within normal range. The results 
correspond well with the mean Full Scale IQ of 
96:9, an IQ, range of 89-122 and a normal 
relation between verbal and performance scores 
in nine XYY males found in the general 
population in studies yet unpublished from the 
Cytogenetic Laboratory, Risskov. 

Findings from our studies thus indicate that 
the intelligence level in XYY males is within 
the normal range, and that the extra Y chromo- 
some material, unlike the extra X chromosome 
material in males with Klinefelter’s syndrome, 
has no definite effect on intelligence level. 

We found, however, that special traits charac- 
terized the cognitive function, most clearly 
manifested in a high subtest scatter. The non- 
committal attitude which, although varying in 
strength, was a common feature of the behaviour 
of all ten patients was presumably the reason 
why the test items that demanded persistence 
of effort, investment of personal interest and 


TABLE І 
Patients with the XYY syndrome 
Distribution by WAIS scores 
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social reflection were solved poorest. It was in 
accordance with this assumption that the mean 
score obtained in the subtest comprehension 
deviated significantly from the verbal mean 
(P < o-01); digit symbol deviated negatively 
(P « 0-05). The high W and A per cent in the 
Rorschach test showed similar characteristics, 
as did the short reaction times and the general 
tendency to close associations in the Association 
test. Arithmetic, however, showed a positive 
deviation (Р < 0:05), a fact which indicated 
that abstraction and attention of a more auto- 
matized character can be mobilized in these 
patients. 

'The pattern of deviations characteristic of the 
XYY males did not resemble any of the test 
characteristics of various clinical groups 
(Wechsler, 1958); the differences between this 
group and Wechsler’s group Adolescent Socio- 
paths (Delinquents) меге in particular 
conspicuous. 

Common traits characterized also the adaptive 
efforts. The lack of persistence and the lack of 
social reflection seemed to be caused by a low 
anxiety tolerance that was manifest in all 
patients, apparently originating in the presence 
of sexual conflicts as well as in conflicts around 
contact. The cluster of scores in Rorschach 
revealing needs of contact gave evidence of 
those needs, but also of difficulties in fulfilling 
them. 

With respect to emotionality, it seemed that 
a connection could be seen between reliance 
upon repression and more openly impulsive 
reactions, whereas the patients whose defences 
were evasion or withdrawal showed restraint 
and a tendency to more explosive reactions. 
This finding may be applicable if we seek for 
an explanation of the variations in impulsive 
and aggressive behaviour of males with this 
syndrome. 

Psychological examination of groups of XYY 
males was also made by Hope et al. (1967) and 
Griffiths et al. (1970), but these studies are not 
easy to compare with the present study, as 
quite different test methods were used, except 
for WAIS, in the study by Griffiths et al. (1970); 
the IQ range in this study was 87-100. 

Our findings correspond with the results of 
psychological examination of 13 XYY males by 
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Noel et al. (1969), the only authors who have 
made such an examination in a way comparable 
to the present study. The IQs reported in this 
study ranged from 76 to 113, and the charac- 
teristics of the intelligence tests were: a great 
variation in concentration during the testing 
procedure; a superficial way of solving problems; 
and an unsystematic perception. Emotional” 
adaptability was disturbed, especially concern- 
ing gender role and sexual problems. The tests 
indicated immaturity, lack of control, a ten- 
dency to aggressive reactions and a low anxiety 
tolerance. 

The ten males studied in the present investiga- 
tion were found in institutions, and we have no 
controls, but the results found correspond very 
well with the results from a similar yet un- 
published study of nine XYY males found in 
population studies. 

Detailed information about the data obtained 


in the various tests may be acquired on request 


to Anne-Lise Christensen. 


REFERENCES 

Ситиытнвз, A. W., Rrianarps, B. W., ZanruBA, Jo 
Asramowioz, T., and Stewart, А. (1970). ‘Psycho- 
logical and sociological investigation of XYY 
prisoners.’ Nature, 227, 290-92. 

Horer, K., Pump, А. E., and Loucnran, J. M. (1967). 
‘Psychological characteristics associated with XYY 
sex-chromosome complement in a state mental 
hospital.’ Brit. 7. Psychiat., 113, 495-98. 

NignsEN, J. (1968). “The ХҮҮ syndrome in a mental 
hospital. Genetically determined criminality.’ Brit. 7.° 
Crim., 8, 186—203. 

—— (1969). 'Klinefelter's syndrome and the XYY 
syndrome.’ Acta psychiat. Scand., Suppl. 209, Munks- 
gaard, Copenhagen. 

—— тӧвор, G., Теово, T., and Romano, D. (19692). 
‘Prevalence of the XYY syndrome in an institution for 
psychologically abnormal criminals.’ Acta psychiat. 
Scand., 45, 383-401. 

—— Tsupo1, T., Tuver, B., Tog» JENSEN, J., and Saons, J, 
(1969b). ‘Prevalence and incidence of the XYY 
syndrome and Klinefelter’s syndrome in an institution 
for criminal psychopaths.’ Acta psychiat. Scand., 45, 

402-24. 

(1971). ‘Prevalence and a 2j years incidence of 
chromosome abnormalities among all males in a 
forensic psychiatric clinic.’ Brit. J. Psychiat, 119, 
503-12. 
and Немаікзем, Е. (1972). ‘Incidence of chromosome 
aberrations among males in a Darfish youth prison? 
Acta psychiat. Scand., 48, 87-102. 








BY ANNE-LISE CHRISTENSEN AND JOHANNES NIELSEN 221 


Nor, B., Quack, B., DuRAND, Y., and Кетнове, M.-O. Weouster, D. (1958). The Measurement and Appraisal of 
(1969). ‘Les hommes 47,XYY.’ Ann. Génét., 12, 


Adult Intelligence. Fourth edition. Baltimore: The 
223-36. Williams and Wilkins Company. 


Anne-Lise Christensen, Cand. Psych., Clinical Psychological Department, 
Johannes Nielsen, M.D., The Cytogenetic Laboratory, 
Arhus State Hospital, Risskov, Denmark 


(Received 28 August 1972) 


Brit. J. Psychiat. (1973), 123, 223-4 


ABSTRACT 


The Effect of Videotape Feedback on the Self-Assessments 
of Psychiatric Patients 


By R. D. GRIFFITHS and J. HINKSON 


The use of feedback techniques as therapeutic 
tools has increased quite considerably during the last 
decade (Berger, 1970). Techniques such as videotape 
and tape recorder playback have been used with a 
wide rage of patients, and to secure effects such as 
‘overcoming resistance’, ‘evoking insight’, ‘increasing 
motivation for psychotherapy’ and ‘shocking alco- 
holics back to reality’. The general strategy has 
involved making a recording of the patient’s beha- 
viour, or a sample of therapeutic interaction; the 
recording is then played back to the participants and 
often used as a basis for discussion and further treat- 
ment. In spite of the enthusiasm about the value of 
these techniques, empirical and scientific evidence for 
their efficacy is almost entirely absent (Bailey and 
Sowder, 1970). 

The airg of the present study was to investigate the 
effects of videotape feedback on the social anxieties 
and self assessments of psychiatric patients. 

Patients were randomly allocated to three groups. 
The experimental group were subjected to a stan- 
dardized interview which was videotaped; the 
recording was played back to the patients immedi- 
ately. Patients in the first control group were inter- 
viewed in the same way, but viewed a videotape 
recording of another person. After the standardized 
interview (which was concerned with work and school 
history, interests etc.) patients in the second control 
group spent the remainder of the time completing 
questionnaires, The total group consisted of 17 men 
and 13 women attending the rehabilitation unit at 
the Maudsley Hospital. 

Three sets of asseasments were conducted. The first, 
completed two days before the interview, established 
that the three groups of 10 patients were homogeneous 
in age, sex, diagnosis, and extraversion and neuro- 
ticism levels (EPI). The groups were also homo- 
geneous on questionnaire measures of ‘social anxiety 
and distress’ and ‘fear of negative evaluation’ (Watson 
and Friend, 1969). Similarly, there were no significant 
differences between groups in their self-assessments of 
‘social ease’. This measure was derived from a prin- 

‘cipal componehts analysis of a set of Osgood scales; 
the five scales with loadings above 0-5 on the dimen- 
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sion identified as ‘social ease! were ‘looks restless— 
looks at case’, *tense—relaxed', ‘talks hesitantly—talks 
confidently’, ‘gruff in manner—charming in manner’ 
and ‘facial expression natural—facial expression 
strained’. A single score (range 5 to 35) was taken 
from these five scales, and the three groups were 
found to be homogeneous in ratings of actual self 
(‘as I am now’), ideal self (‘as I would like to be") and 
social self (‘as others see me"). 

In order to monitor change after the videotape or 
interview experience, the Osgood and Watson and 
Friend questionnaires were repeated immediately 
after the interview-feedback session and 14 days later. 

Analysis of the immediate and follow-up results 
revealed that there were no significant differences 
between or within groups on the questionnaire 
measures of ‘social anxiety and distress’ and ‘fear of 
negative evaluation’. The playback experience had 
no effect on these measures. The absence of change 
could be explained by the fact that these are ‘trait’ 
measures; test items are concerned with general 
modes of response rather than state or condition at 
one point in time. 

There were, however, significant changes on the 
Osgood self-ratings—which are ‘state’ measures to the 
extent that they require ratings of the patient’s 
condition at one point in time. Immediately after the 
playback experience the experimental group had 
significantly higher scores for social ease on the ‘actual 
self? and ‘social self’ ratings. The ratings were 
significantly higher than on the first occasion, and 
also higher than those observed in the control groups. 
The experimental group rated themselves as being 
more at ease and believed that others would rate 
them in a similar manner. ‘Ideal self? ratings did not 
change. These improvements were not, however, 
present at the 14-day follow-up; on this occasion the 
three groups were again homogeneous in terms of their 
self-assessments. Group scores are shown in the follow- 
ing table. 

‘The main conclusion of this study was that video- 
tape feedback did produce improvements in patient 
self-assessments, but that these changes were limited 
to certain aspects of self-conceptualization and 
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TABLE 
Experi- 
mental 
FIRST OCGASION 
‘as I am now’ 23°3+6°8 
‘as I would like to be! 5-2+1-8 
‘as others see me’ 24:12-5:6 
SECOND OCCASION 
*as Tam now? 14°9+5°2 
‘as I would like tobe’ 5 +o 
‘as others see me’ 16:3461 
THIRD OCCASION 
fas I am now’ 21 £73 
“ав I would like tobe’ 5:9+1°3 
‘as others see me’ 21:3469 


Control 
1 


28°8:Е4°9 
6-644°7 
29 18:7 


21°443°3 
6.83477 
21:33:77 


21:843:3 
7744 
21 15:4 


Control 
2 


24'76'3 
56414 
22-647 


22°6+6-9 
5 xo 
23 +65 


22°9+8-3 
5'7ia:2 
a1:7:6:9 


disappeared within two weeks. Further research is 
necessary to establish the effects of more prolonged 
feedback, to study individual differences in response, 
and to understand the mechanisms which govern the 
response. 

A more complete report of this investigation will be 
provided by the senior author on request. 
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Bhang Psychosis 


By V. R. THACORE 


The abuse of cannabis and its consequences 
to mental health have been a subject of much 
debate in recent years. While the literature is 
replete with reports of mental disturbances 
following acute intoxications (1, 4, 7, 15), the 
mental health implications of long-term abuse 
of cannabis remain speculative (9, 13). Since 
the drug possesses psychotomimetic and halluci- 
nogenic (8) properties, prolonged experimenta- 
tion with cannabis on human subjects is 
undesirable. The clinical manifestations of 
disturbed mental functioning due to chronic 
abuse of cannabis can therefore be best observed 
in societies where the drug is taken as a pastime, 
generally to enjoy pleasant euphoria. Such a 
situation is found in India where the use of 
cannabis has become woven into the general 
philosophy of life over the years. The drug is 
particularly used at religious ceremonies, and 
sweets and non-alcoholic beverages containing 
varying quantities of cannabis are traditionally 
offered and consumed during the colour- 
throwing festival of Holi. 

In India, cannabis is available in three forms. 
Bhang, the mildest preparation, contains up to 
I5 per cent of the resin and is ingested. The 
active principles, the cannabinoids, are con- 
tained in the resin. Information regarding the 
actual ratio of THC to other resins is not 
available. Fresh bhang is highly intoxicating, 
but after 2-3 years of storage is only mildly 
stimulating and pleasure-giving, and it is this 
preparation which is generally used in an un- 
adultered form. Preparation of bhang in a 
copper vessel, however, enhances its potency. 
Ganja and charas contain 15-25 per cent and 
25~40 per cent of the resin respectively, and are 
smoked with varying quantities of tobacco in 
earthen ‘chillum’ or hookah. 

Cannabis preparations are freely available in 
„Indian cities and villages. In Lucknow city alone 
several thousand bhang ‘pills’, each weighing 
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about one ounce, are sold daily at various 
centres, and the clientele is representative of all 
classes of the population (16). 

This communication describes four instances 
where a temporal relationship was observed 
between the long-term abuse of bhang and the 
subsequent development of psychosis. Some 
aspects of bhang dependency and its clinical 
implications are also discussed. 


Case 1 


A 30-year-old married male, engineer, attended 
the clinic with the desire to break his habit of con- 
suming large quantities of bhang daily. He first took 
bhang at the age of 22 years during the festival of 
Holi. At that time he felt sick and ‘went out of my 
mind’. The effect wore off after 4—5 hours of sleep. 
But he continued to take the drug occasionally. Four 
years later he started taking it regularly three times 
a week, in the evenings, one ‘pill’ at a time. He found 
that taking the drug helped him to relax and freed 
him from worries. It brought on a ‘pleasant dullness’. 
He steadily increased the consumption of the drug 
until when first seen he was taking зо ‘pills’ (put 
together equal to the size of a tennis ball in volume) 
daily. But this quantity of intake also ceased to 
produce the desired effect, and any further increase 
led to the development of a feeling of anxiety, 
apprehension, suspiciousness, ideas of reference and 
auditory hallucinations, but never disorientation or 
disturbance of memory. He retained insight and 
reduced his consumption of the drug. This resulted in 
quick remission of symptoms. This had occurred on 
several occasions during the preceding 12-18 months. 
The experiences frightened him and led him to seek 
help. 

The patient had always had strained relations with 
his father. His elder brother is also dependent on 
bhang, and a cousin is an alcoholic. At school the 
patient played truant, but his scholastic achievements 
had always been above the average. While at college 
he led a ‘fast’ Ше and drank heavily. After graduation 
he took up an engineering job in which he finds 
‘obstacles at every step’. It was after about a year of 
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marriage that he had to switch to bhang, as his 
drinking created family disharmony. He could 
conceal his dependency on bhang for some time, but 
lately this was also creating unpleasantness in the 
home. He gradually started suspecting his wife of 
having affairs with others and struck her on several 
occasions. They have two children. 

Mental examination revealed that he was tense 
and apprehensive. He communicated freely, however, 
and discussed his problem showing fairly good insight. 
He was correctly orientated and did not manifest any 
memory disturbance nor any signs of disturbed. think- 
ing or perception. He related the development of 
mental disturbances to ‘bhang habit’ and his in- 
ability to maintain a constant dose. Except for slight 
conjunctival congestion, physical examination was 
unremarkable. 

Follow-up was irregular. He could give up taking 
bhang for about one week on two occasions but 
contact was lost after six months. 


Case 2 


A 42-year-old married male, businessman, brought 
his nephew who was suffering from schizophrenia for 
treatment. During enquiry into the family history it 
was revealed that the businessman himself had 
suffered from episodes of abnormal behaviour, but 
that these were related to excessive consumption of 
bhang. Subsequently at a later date he sought con- 
sultation for feelings of depression with lack of 
interest in work, lethargy and laziness and ‘not feeling 
fresh’ for the past few years. 

His parents had died before he had'attained the 
age of six; he therefore could not continue his studies 
and joined his elder brother in business. He married 
at 22 and has a daughter. 

He started taking alcohol two years before his 
marriage. Soon he was taking it in excess and since it 
proved to be expensive and was unacceptable to his 
family members he gave it up and started taking 
bhang. Initially he took it 2—3 times a week, 1—2 ‘pills’ 
at a time, but soon he was taking 8~10 ‘pills’ daily. 
On several occasions he felt the need to increase the 
quantity of intake, but this invariably led to his 
developing fear of people, a paranoid outlook and 
auditory hallucinations. His consciousness remained 
clear and memory intact. Reduction of the dose led to 
remission of these disturbing symptoms. During one 
such ,episode he quarrelled with and separated his 
business from his brother whom he falsely accused of 
cheating him. A few months prior to being seen he 
quarrelled with a good friend of many years because 
he suspected this friend of performing witchcraft on 
him. He developed fear of him, lost sleep and became 
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violent. He showed emotional lability, developed 
delusions of ‘group persecution’ and experienced 
auditory hallucinations. This episode again was 
precipitated by excessive bhang abuse. As his sickness 
prevented him from obtaining further supplies of the 
drug the condition settled down spontaneously in 
7-10 days. His presenting complaints were now that 
he was unable to maintain sustained ‘euphoric 
dullness’ with an optimum dose of bhang and unable 
to ward off fatigue, without developing psychotic 
disturbances. 

Mental status examination revealed only a "mild 
depression. Findings of physical examination were 
within normal limits. The patient did not attend for 
follow-up after the first consultation. 


Case 3 


А 22-year-old single male, businessman, was 
brought for treatment with a six weeks’ history of 
disturbed behaviour in the form of anxiety, irritabi- 
lity, losing temper easily, fearfulness, and tendency 
to run away from people and home. 

Family history revealed nothing of clinical im- 
portance. He was introduced to bhang at the age of 
17 and occasionally took charas as well. T'wo years 
ago he took excessive bhang at Holi and became 
violent with persecutory delusions and auditory 
hallucinations. He was confined to a тоот and 
restrained from obtaining the drug, following which 
the abnormal behaviour subsided spontaneously after 
7-10 days. Nonetheless, he continued taking bhang 
regularly but in small doses. Last year again at Holi 
he consumed the drug in excess and developed a 
similar psychosis which subsided within 10 days 
without treatment. Since then his intake of cannabis 
has steadily increased to ‘unlimited proportions’, and 
on several occasions he has developed emotional 
lability, visual and auditory hallucinations, perse- 
cutory delusions and a tendency to violence. These 
symptoms, which were related to periods of excessive 
bhang abuse, always subsided within a few days 
when the patient was restrained physically and 
prevented from obtaining his supply. The present 
episode was again precipitated by heavy ingestion of 
bhang at a festival. As he did not recover in the usual 
manner psychiatric help was sought. 

Mental status examination revealed that his 
consciousness was clear and memory intact. He 
harboured suspicions and delusions of persecution. 
He felt people were after his life and heard voices 
telling him to run away. Rapport was fairly good, 
but he was reluctant to discuss his drug problem. 
Physical examination revealed no abrtormality. 

He was given chlorpromazine 150 mg. daily and 
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showed rapid recovery. Long-term follow-up was not 
possible as the patient hailed from Nepal. 


Case 4 

An 18-year-old single male, high school student, 
was brought for treatment with a two-month history 
of abnormal behaviour. The first signs of disturbance 
were that he became argumentative and irritable 
with a tendency to violence. Four weeks before 
being seen he was involved in an accident with a 
police van. He was put in jail, where he ‘talked 
nonstnse’ and became violent. He was brought for 
treatment while on bail. 

Family history revealed nothing of importance. 
The patient had started taking bhang and occasion- 
ally ganja at the age of 12. Prior to his illness he was 
indulging in excessive use of bhang. 

Mental examination revealed that he was extremely 
fearful and paranoid, but fully orientated with 
memory intact. He had delusions of persecution and 
experienced auditory hallucinations. He showed 
increased psychomotor activity, bizarre behaviour 
and was hostile to his relatives. But rapport could be 
established and he cooperated during examination. 
Physical examination revealed no abnormality. 

He was treated with chlorpromazine 400 mg. daily 
and ECT x5. He showed almost complete recovery 
after ECT x3. He recalled his accident and vividly 
described how he was returning home after purchasing 
a supply of bhang and ganja, felt police were after 
him (the thought was reinforced at the sight of the 
police van really following him) and attacked the 
van on command of hallucinatory voices and tried to 
run away when he was apprehended. He related the 
whole episode to excessive abuse of bhang which 
‘went to my head’. The patient remained well for 
three weeks, when vigilance was relaxed and he 
slipped out of his house unnoticed. He was brought 
back in a psychotic state precipitated by drinking 
bhang at a festival celebration. ECT x2 brought the 
situation under control. He continued with the 
above dose of chlorpromazine and remained well for 
four weeks, when another psychotic episode was 
precipitated by excessive bhang indulgence. On this 
occasion only physical restraint was resorted to, and 
he recovered in 7 days. Another episode occurred a 
month later following bhang abuse and was handled 
in a similar manner. The psychotic episodes were 
characterized by violence and persecutory delusions 
in a state of clear consciousness. Then suddenly and 
surprisingly the patient decided to stop all medica- 
tion and abstain from taking cannabis. It is now 24 
mouths since and he has remained symptom free and 
is gainfully employed. He has sworn not to touch 


‘bhang again. 
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Discussion 

Abuse of cannabis has long been regarded as 
an important cause of psychosis and mental 
deterioration in India (3, 5). Recent reports 
substantiate these observations, as long-term 
abuse of marihuana has been shown to be an 
aetiological factor in the development of 
psychosis (14) and possible cerebral atrophy in 
young smokers (2). While there are numerous 
reports of mental disturbances resulting from 
marihuana smoking, effects on mental function- 
ing due to long-term abuse of bhang have not 
been adequately reported. This may be due to 
the fact that the use of bhang is peculiar to this 
country. There is also a tendency to equate 
bhang with marihuana. It may be pointed out 
that while marihuana is inhaled, bhang is 
ingested, and the amount of resin contained in 
them may also vary. Since the mode of con- 
sumption is an important variable in the type of 
clinical picture produced (6, 17) the long-term 
effects may also vary. 

The four cases described here serve to demon- 
strate the varying grades and intensity of beha- 
vioural disturbances which may ensue from 
chronic bhang abuse. The clinical data strongly 
suggest a causal relationship between excessive 
bhang abuse and the development of psychosis. 
The behavioural disturbance is characterized 
by a hostile perception of the environment, fear- 
fulness, delusions of persecution, auditory and 
visual hallucinations and a tendency to run 
away from the frightful situation or attack in 
self-defence under the influence of hallucinatory 
voices. There is no clouding of consciousness, as 
seen in acute intoxications following marihuana 
smoking (15), nor disturbance in memory. 
Amnesia, however, was found by Spencer (14) 
to be a prominent feature of psychosis induced 
by long-term marihuana smoking. The clinical 
picture is thus likely to be confused with that of 
paranoid schizophrenia. Insight as to the cause 
of the disturbance is maintained in the early 
stages but is lost as the disturbance progresses. 
A similar observation was made in an experi- 
mental situation by Ames (1) who on admini- 
stration of cannabis orally to volunteers found 
that disturbance of consciousness was not 
obvious and reality contact and insight were 
maintained, while at the same time most of the 
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subjects manifested schizophrenia-like features. 
Case 1 and Case 2 were to some extent able to 
maintain an ‘optimum euphoric dose’ until this 
became difficult and psychotic symptoms emer- 
ged, necessitating reduction in the quantity of 
bhang consumed. Case 3 demonstrated an 
increasing susceptibility to developing psychosis 
of increasing duration due to bhang abuse. 
Case 4 showed intense craving for the drug to the 
point of risking relapses. The tendency to 
increase the dose to obtain the desired effect 
indicates development of tolerance until a 
certain ‘saturation’ is reached, further increase 
leading to psychotic manifestations. Such a 
tolerance to effects produced by marihuana has 
also been observed by Meyer, Pillard, Shapiro 
and Mirin (11). The inability to cease taking 
the drug and intense craving for it has come to 
be regarded as physiological in nature (12). 
Complete recovery ensued on withdrawal of 
bhang, although in one case (Case 4) anti- 
psychotic treatment had to be instituted and 
another (Case 3) needed small doses of pheno- 
thiazines. Both these patients had also recovered 
when their supply of bhang was stopped on 
different occasions. All the cases showed remark- 
able mental clarity when well and without 
reservations, and often humorously, attributed 
their illness to bhang abuse. 

While some consumers of bhang may also 
indulge in alcohol and opium, this was not the 
case in the patients described above. Indeed 
two of the patients substituted bhang for alcohol 
as the effects of the former were initially less 
disruptive socially. However, ganja and charas 
may frequently be used by those taking bhang 
regularly (Cases 3 and 4). 

It is therefore concluded that prolonged abuse 
of bhang by susceptible persons may produce 
tolerance and dependency and induce a schizo- 
phrenia-like psychosis which may be designated 
as ‘bhang psychosis’ to be categorized with other 
such psychoses produced by drugs. 


SUMMARY 
Four cases are described where long-term 
abuse of bhang, the mildest of cannabis prepara- 
tions available in India, has been seen to be 
responsible for causing a schizophrenia-like 
psychosis. Disturbance in thinking and percep- 
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tion occurs in a state of clear consciousness with 
little disturbance in memory. The development 
of tolerance and dependency on bhang and its 
clinical implications are discussed. 
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ABSTRACT 


Schizophreniform Psychosis among Epileptics 
in a Mental Hospital 


By K. F. STANDAGE 


Several years have passed since the last study of the 
psychiatric abnormalities shown by epileptic patients 
in an English mental hospital (2), during which time 
detailed information has become available about the 
development of schizophreniform states in some 
chronic epileptics (3). This study was undertaken to 
examine the mental state of patients with epilepsy 
resident in Bexley Hospital, using a semi-structured 
psychiatric interview technique (6). The criteria used 
for the definition of epilepsy were those of Gunn and 
Fenton (1)—a history of at least three epileptic 
attacks in a two-year-period, and continuation of 
anti-convulsant therapy if the period did not immedi- 
ately precede the time of examination. 

Of a total of 1,835 patients, 53 were suitable for 
inclusion in the study, 22 of whom were men and 31 
women. Automatism was reported in association with 
their attacks in 9 cases (17 per cent). 

There were 28 subjects able to respond to the 
interview, of whom 22 currently manifested psychi- 
atric symptoms. Paranoid symptoms (disturbed rela- 
tionships with others, irritability, ideas of reference) 
were common, followed by depression, low self- 
opinion, and psychomotor retardation. 

Psychotic symptoms (delusions and hallucinations) 
were found in 8 patients; 2 were schizophrenics who 
had developed epilepsy since their admission to 
hospital, while the remaining 6 appeared to be 


examples of schizophreniform psychosis secondary to 
epilepsy. Five of the six were men. The woman 
had psychomotor epilepsy, with a history of birth 
trauma, early onset of seizures, and subnormality. 

The men with and without schizophreniform 
psychosis were similar in age, duration of epilepsy, 
seizure control and medication. However, there was a 
striking uniformity in the ages of onset of the male 
psychotics (14, 14, 16, 17, 17), whereas in the others 
the onset of seizures was either early (7, 12, first year 
in three cases), or late (31, 35, 45). The only two 
patients with a history of psychomotor seizures were 
in the non-psychotic group. Likewise, there was no 
excess of known temporal lobe foci in the psychotic 
subjects. - 

In none of the psychotic men was there any known 
cerebral pathology, compared with 3 of the 8 non- 
psychotics. 

The symptoms of the 5 men with schizophreniform 
psychoses are shown in Table I. The onset of psychosis 
occurred at a mean age of 34°7 years, and at a mean 
interval of 19* 1 years after the onset of epilepsy. In all 
cases the mental state appeared to have remained 
constant for many years. 


DiscussioN 


Liddell (2) found a history of automatism in 18 
(58 per cent) of 47 epileptics in a mental hospital, and 


ТАВІЕ I 
Positively rated symptoms of the 5 psychotic men on the Present State Examination 


Non-psychotic symptoms 
Ideas of reference 
Disturbed relationships with others 
Low self-opinion 
Irritability and aggression 
Motor retardation 
Depressive mood 
Somatic symptoms of depression 
Poor concentration and memory 
Anxiety . гл 
Autonomic symptoms of anxiety 
Slow or muddled thinking 
Hyperactivity and elation 
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Psychotic symptoms 
Delusions of persecution 
Delusions of reference... 
Delusions of grandeur .. 
Auditory hallucinations 
Disordered thought 
Non-auditory hallucinations 
Religious delusions ar 
Delusions of self-depreciation .. 
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these patients showed marked aggression and para- 
noid personality traits as well as a liability to acute 
psychotic episodes. All had temporal lobe epilepsy. 

This type of disturbance was much less prominent 
in the present study, but there was a greater frequency 
of schizophreniform psychosis. Although the latter 
syndrome has become established (3), there is still 
little knowledge of its incidence, and the finding of 6 
examples among 53 epileptics in Bexley Hospital is of 
interest. ; 

The syndrome develops with time in patients 
showing evidence of diffuse cerebral damage and 
personality changes of an ‘organic’ kind. These 
authors found a high correlation between the age at 
onset of epilepsy and of psychosis, with a mean 
interval of 14:1 years between the two events. 
However, the significance of this finding has been 
disputed on the grounds of the non-inclusion of cases 
of schizophrenia preceding epilepsy. Such cases may 
be less rare than has been supposed, and 6 were found 
in the 28 patients interviewed in this study. The 
Bexley patients showed a similar development and 
form of psychosis, but did not appear to be charac- 
terized by an excess of temporal lobe epilepsy. 

The high proportion of affected men is at variance 
with the observations that female epileptics are more 
likely to develop the psychosis (5), and that the 
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correlation between ages at onset of epilepsy and 
psychosis holds for women but not for men (4). 
However, the narrow range of ages of onset of epilepsy 
in the psychotic men supports Taylor’s suggestion (5) 
that epileptics who later become psychotic experience 
the onset of epilepsy about the time of puberty. 
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Synopses of Papers Awaiting Publication 


Operant Conditioning in the Treatment of 
Anorexia Nervosa: A review and retrospective 
study of 11 cases. By S. Внлм and J. THoMPson. 


The literature on the use of operant conditioning 
techniques in the management of anorexia nervosa 
is reviewed, and new data presented. The treatment 
technique described is a systematic attempt to restore 
normal eating habits by progressively rewarding the 
patient as meals are consumed in progressively 
shorter times, down to 30 minutes for each meal. 
On 14 of the 16 occasions this regime was employed, 
adequate weight restoration was achieved at rates 
comparing well with, or exceeding, those reported by 
other means. A limited follow-up study, however, 
demonstrates that the improvement in eating be- 
haviour and weight is not always maintained. The 
suggestion is made that operant conditioning tech- 
niques can be a valuable means of rapidly restoring 
weight, but do not always have a lasting effect on 
aversion to food and feeding. An attempt to isolate 
immediate and long-term prognostic features failed 
to reveal Any significant correlations. The suggestion 
is made that a more detailed prospective study is 
required. 

5. Bhanji, M.B., B.S., M.R.C.Psych., 
Institute of Psychiatry, 
London SE5 8AF. 


The Relationship between Marital Status and 
the Risk of Psychiatric Referral. By 
Norma C. ROBERTSON. 


This paper is about the relationship between 
marital status and mental illness. The research was 
carried out in the North-East of Scotland and the 
material consisted of all patients from that region 
entering psychiatric care for the first time in their 
lives between 1963 and 1967, totalling 9,776 cases. 

A comparison of referral rates by marital status, 
sex and age showed that the main marital groups 
with high risks of psychiatric referral were the 
divorced of both sexes, widowed males, widowed 
females aged 20-54, married females aged 16-34 
and single males older than 25. These findings differ 
from those of previous studies based only on hospital 
admission data. A comparison of diagnostic groups 
. revealed important differences in the marital status 
distribution in different diagnostic categories. 


Examining the type of care to which referral was 
made, it was found that a single person was more 
likely to be admitted directly to mental hospital, 
whereas a married person was more likely to be 
treated in the community. This supports the hypo- 
thesis of differential risks of hospitalization of the 
single and married, and suggests that reliable judge- 
ments about the incidence of mental illness in different 
marital groups cannot be made on the basis of hospital 
admission studies alone. 

Results are discussed in relation to previous 
studies and the hypotheses regarding marital status 
and mental illness are reappraised in the light of the 
present findings. 

Norma C. Robertson, M.A., Ph.D., 

Research Fellow, 

Department of Mental Health, Research Unit, 
Cornhill Road, Aberdeen ABQ 28X. 


Manic Psychosis in Connection with Q-fever. 
By К. B. SCHWARTZ. 


This is a case report as a contribution and reply 
to a paper by Steinberg et al. ‘Influenza infection 
causing manic psychosis’ (this Joumal, 120, 531—5), 
in which they challenged a nosological model that 
strictly separates organic and functional factors. By 
means of virological investigations they hope to focus 
further on underlying biological mechanisms. 

Our patient, a 40-year-old male, developed in the 
course of a Q-fever infection symptoms of an acute 
delirium followed by a manic psychosis. The viro- 
logical-serological investigations revealed high levels 
of complement fixing antibody titre during the entire 
period of psychosis and even afterwards. There were 
indications of pre-existing damage by alcoholism 
and cranial injuries. 

We are of the opinion that the two cases related 
only support the thesis that a noxious agent, such as 
an infection, possibly combined with a transient 
encephalitis, may cause a psychosis in a non-specific 
way, provided there is a corresponding predisposition. 
The distinction of such a psychosis, however, from 
endogenous mania is, in our opinion, self-evident in 
view of the symptoms and circumstances described. 

Virological-serological investigations may be useful 
to define the primary somatic cause, but they do not 
contribute anything beyond the already known facts 
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to clarify the pathogenesis of an associated psychosis. 
Multifactorial analyses of somatic-metabolic and 
mental symptoms and conditions might prove more 
fruitful for further research into these problems. 


R. B. Schwartz, M.D., 
Psychiatrische Universitütsklimk Bern, 
Bolligenstrasse 117, 

CH-3062, 

Berne, Switzerland. 


Treatment of the Cerebral Manifestations of 
Arteriosclerosis with  Cyclandelate. Ву 
JomN Үоомо, PETER HALL and Corm BLAKE- 
MORE. 


Cyclandelate has been shown to increase cerebral 
blood flow and cortical perfusion rates. It also 
appears to improve the mental and neurological 
state of some patients suffering from cerebral arterio- 
sclerosis, although the adequate clinical assessment of 
treatment in these patients poses complex problems. 

In the present study, 24 patients suffering from 
cerebral arteriosclerosis symptoms for at least six 
months and diagnosed on defined criteria were 
treated for twelve months using cyclandelate 400 mg. 
4 times daily under strictly double-blind conditions. 
Treatment was crossed over at six months, and 
patients were assessed monthly as to their general 
medical state, ECG and EEG and also rated on 
behavioural, psychometric and psychiatric scales. 
There were no serious side effects. Patients! Intelli- 
gence Onotients declined during placebo treatment 
(average decline from 98 to 88) but not during 
Cyclandelate administration (98 to 96) (P < 0-05). 
Improvement was particularly marked during active 
treatment in tests of Comprehension, Vocabulary and 
Constructional Apraxia, although gross neurological 


signs and behavioural ratings remained unchanged. . 


There was also a trend for improvement in memory. 
The implications of the findings are discussed. 

Peter Hall, M.B., Ch.B., Ph.D., M.R.C.Psych., 

Powick Hospital, 

Powick, 

Near Worcester. 


The Discharged Patients’ Drug Treatment. 
By Brian К. BALLINGER. 


The drug treatment recommended in the discharge 
letters of 359 psychiatric patients was compared with 
the récords of the supply of drugs given on leaving the 
hospital, and differences were found in 20:6 per cent 
of the sample. A comparison of the patients’ treat- 
ment sheets and the records of drugs given on leaving 
the hospital showed that drugs had been discontinued 
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on the day of discharge in 26-4 per cent of the total. 
It is suggested that the communication of information 
about drug treatment to general practitioners requires 
further attention, and that drugs should not be 
discontinued on the day of discharge. 

The drug treatment of the same group of patients 
was reviewed 18 months later, at which time 49:1 per 
cent were still receiving psychotropic drugs. Only 
35°5 per cent of these prescriptions were for drugs of 
the same group as those given at the time of discharge 
from hospital. Ы 
Brian R. Ballinger, M.A., B.M., M.R.C.P.(Ed.), 

M.R.C.Psych., 
Royal Dundes Lif Hospital, 
Lif, by Dundee, DD2 5NF, 
Angus, Scotland. 


R. D. Laing in Post-Critical Perspective. By 
ALLEN К. Dyer. 

R. D. Laing has challenged psychiatry by suggest- 
ing that it actually perpetuates certain kinds of 
mental illness. Schizophrenia in his view is an adapta- 
tion to pseudosocial realities, while ‘normally’ is a 
product of destructive action on individual experi- 
ence. From an accurate reading of the cultural 
situation, Laing comes to the ultimate dead end of 
isolation, despair, and withdrawal. Other philoso- 
phers (Polanyi and Merleau-Ponty) have read the 
same, situation more optimistically. An historical 
perspective shows schizophrenogenic potentialities in 
the very root of modern critical thought, the Cartesian 
cogo: By a process of systematic doubting, man 
acquires a knowledge outside of himself, to which 
everyone can assent. Nonetheless, if he is sane, he 
retains his own perception of reality antecedent to 
his consensually validated knowledge. Merleau- 
Ponty calls this the primacy of perception and 
Polanyi refers to personal knowledge, both of which 
serve to keep us sane—even if we profess Cartesian 
views—by properly grounding our knowledge of the 
world in ourselves. 

Allen R. Dyer, M.D., 

Departments of Psychiatry and Religion, 
Duke University, 

Durham, 

North Carolina 27701, U.S.A. 


The Effects of Right and Left Unilateral ECT 
on Naming and Visual Discrimination 
Analysed in Relation to Handedness. By 
Marian Анметт, Р. Т. W. Hupson and 
ANN TURNER. в 


Questions requiring patients to give names of 
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objects and to judge pairs of photographs of faces 
as the same or different were given during recovery 
from unilateral ECT. A consecutive series of patients 
starting new courses of treatment were given right- 
sided and left-sided ECT on the first two occasions, 
half starting with the dextral and half with the 
sinistral treatment. Time was recorded from the 
onset of shock to response to the question ‘what is 
your name’ and to the end of the psychological 
examination which followed immediately on that 
response. An examination for lateral preference and 
manual speed of each hand was made before treat- 
ment. 

After left-sided treatments patients made more 
naming errors and took longer to respond to the 
psychological examination than after right-sided 
treatments. No differences between treatments were 
demonstrated for the visual discrimination task. The 
left minus right examination time differences were 
significantly correlated with the left minus right hand 
speed differences, The distribution of patients accord- 
ing to these two variables is similar to that inferred 
from studies of incidences of dysphasia as to the 
relationship between cerebral speech laterality and 
handedness. This suggests that the techniques reported 
here have potential value for the study of the distribu- 
tion of speech laterality in handedness groups. 
Marian Атей, B.A., Ph.D., Dip. Psychol., 

Psychology Department, 
University of Hull, 
Hull, HUG 7RX. 


The Prevalence of Suicide and Parasuicide 
(‘Attempted Suicide) in Edinburgh. By 
PETER KeEnnepy, Norman КавггмАМ, and 
Irene M. К. OvENSTONE. 


This paper describes the prevalence patterns of 
both suicide and parasuicide (‘attempted suicide’) in 
Edinburgh during 1970. Doctors in a random sample 
of Edinburgh general practices provided information 
on all known parasuicides whether or not they were 
admitted to hospital. A psychiatrist investigated all 
suspicious deaths, including accidents, reported to 
the Crown Office, in order to detect cases of com- 
pleted suicide. The comparative analysis presented 
here is believed to be the first using general practice 
data on parasuicide and psychiatrically evaluated 
data on suicide in the same population at the same 
time. 

The main results were as follows: 

1. Hospitalized parasuicides in Edinburgh were 

* representative ‘of all parasuicides detected in general 
practice with respect to sex, age and area of residence. 
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Similarly, officially recorded suicides were in general 
representative on these variables. 

2. The results confirmed that parasuicide and 
suicide are epidemiologically distinct and therefore 
likely to have different causes. Peak rates of para- 
suicide were found in young adult females in contrast 
to peak rates of suicide among middle-aged and 
older males. 

3. Parasuicide and suicide rates varied with area of 
residence. Both were most frequent in the impo- 
verished, socially disorganized, slum areas of the city. 

4. The results also confirmed that though para- 
suicide and suicide are different, they are clearly 
related. One per cent of detected parasuicides 
committed suicide within the year of study. Forty-one 
per cent of detected cases of completed suicide had a 
history of parasuicide. 

Peter Kennedy, M.D., M.R.C.Psych., 
University Dept. of Psychiatry, 

Royal Edinburgh Hospital, 
Edinburgh, EH 10 5HF. 


A Token Economy Project with Chronic Schizo- 
phrenic Patients. Ву Косек Baxzn, Joun N. 
HALL and Kerru Нотснічѕом. 


This study reports the establishment of a ‘token 
economy’ system of ward management in a British 
psychiatric hospital. This system works on the 
assumption that chronic patients can re-learn new 
appropriate patterns of behaviour by reinforcement. 
The study describes in detail the working day of 
patients; how they earned tokens, what they spent 
them on, and in addition how the system of reinforce- 
ment changed their behaviour. 

The assessment methods covered a wide span of 
different behaviour problems, and attention was 
especially paid to the psychiatric effects of exposure 
to a token economy system, an area which has so far 
received scant attention. By the use of various control 
procedures some attempt was made to isolate the role 
played by the token reinforcement and the role 
played by other factors, such as attention. 

Patients improved in several dimensions, notably 
on dressing and initiative and on withdrawal and 
thought disorder. Most of the improvement occurred 
in the control phases which were introduced before 
the token reinforcement phase started. It was thus 
concluded that by using a token approach patients 
did improve, but that this improvement was a 
function of several therapeutic factors, and not just 
due to token reinforcement. The psychiatric results in 
particular suggest unforseen repercussions. 

From the results a number of guidelints are drawn 
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which might be useful for those setting up such ward 
programmes. 

Roger Baker, B.A., Ph.D., 

University of Leeds Department of Psychiatry, 

15 Hyde Terrace, 

Leeds LS2 9L T. 


Personality Variables and Alpha Enhance- 
ment: А Correlative Study. By Т. A. TRAVE, 
C. Y. Konpo and J. R. Knorr. 


The relationship between neuroticism-extraversion, 
as measured by the Eysenck Personality Inventory, 
and occipital alpha enhancement training was 
examined. Subjects who scored high on the neuro- 
ticism dimension produced significantly more eyes- 
open alpha during feedback sessions than did low 
scoring subjects. Eyes-closed alpha abundance be- 
tween feedback trials was not found to be related to 
either neuroticism or extraversion dimensions. A 
discussion is presented comparing the present study 
with previous investigations which examined sponta- 
neous occipital alpha abundance and personality. 
Terry A. Travis, M.D., 

Department of Psychiatry, 

Southern Illinois University School of. Medicine, 
Box 3926, Spring field, 

Illinois 62708. 


Follow-up of 53 Bipolar Manic-Depressive 
Patients. By GasnmmLLE A. CARLSON, JOEL 
Korm, ҮогАмре B. DavEeNPORT and Marvin 
ADLAND. 

"The course of bipolar manic-depressive illness was 
studied in 53 patients formerly hospitalized for mania 
at the National Institute of Mental Health. Forty- 
seven patients with a mean of over five episodes of 
illness were interviewed an average of 3°2 years after 
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their NIMH hospitalization and 14:7 years after the 
onset of illness. Level of functioning, recurrence of 
episodes and quality of life were assessed at follow-up. 

Fifty-seven per cent have been well since discharge; 
10 per cent have had further episodes requiring 
treatment but have functioned well in the inter- 
vening periods. One-third remain functionally 
impaired with moderate to severe affective symptoms 
interfering with work, social and family life. 

The findings suggest that bipolar manic-depressive 
illness has a variable prognosis, an observation noted 
in the psychiatric literature but not generally 
emphasized. 

Gabrielle A. Carlson, M.D., 
7900 Natural Bridge Road, 
St. Louts, 

Missouri 69121, U.S.A. 


Sex Chromosome Abnormalities, Homosexu- 
ality and Psychological Treatment. By 
ARNOLD Orwin, SHEELAH R. N. James and 
R. Kerru Turner. 


Homosexuality in a case of Klinefelter’s syndrome 
was successfully treated by electric aversion therapy, 
indicating that the presence of sex chromosome 
abnormalities was no bar to psychological treatment. 
In fact the literature shows that abnormal sex 
chromosomes are relatively unimportant determinants 
of psychosexual disorders. This information is 
derived from descriptive series of non-occurrence and 
it is of interest that these findings are supported by 
the clinical response in this present case where there 
was adequate evidence of psychological cause. 

А. Orwin, L.R.C.P. апа S. (Ed. & G.), M.R.C.Psych., 

Regional Behaviour Research Unit, 

Hollymoor Clinic, Hollymoor Hospital, 

Birmingham 31. 
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Book Reviews 


PSYCHOSOMATICS 
Psychotherapeutic Action of the Physician: 
Proceedings of the 4th International Con- 
egress of Psychosomatic Medicine. Edited by 
І. Сневток and M. Sarr. Basel, Switzerland: 
S. Karger A.G. 1972. Pp. 346. Price £10.05. 

This volume provides in three languages a com- 
prehensive set of papers surveying every aspect of 
psychosomatic medicine, with particular emphasis 
on doctor-patient relationships. The reports derive 
from most European countries together with American 
contributions. 

Many of the records cover the work, including 
research, of numerous ‘Balint groups’, a tribute to our 
own late Dr. Michael Balint. Further, investigation 
seeks to penctrate not only the secrets of psychosomatic 
ailments but also of many more subtle and abstruse 
diagnostic and pathological anomalies. Other matters 
under scrutiny concern sociological factors, industrial 
medicine, abortion, sexual abnormalities, delin- 
quency, ajlergies and cognate topics. Moreover, those 
with leanings towards the laboratory will be especially 
interested in a suspension theory which seeks to 
elucidate the problems of anxiety and depression 
through a study of surfactant agents, micellar struc- 
tures and coacertive states in association with 
psychoactive drugs. 

All in all, these Proceedings constitute an excep- 
tionally worthwhile collection of studies, all-embracing 
interesting and informative. The volume is excellently 
produced and the price, considering the nature of the 
contents, is not excessive. 

Н. C. Весо. 


Physiology, Emotion and Psychosomatic Ш- 
ness. Ciba Foundation Symposium 8 (new 
series). Edited by R. Ровтев and J. Knicur. 
Elsevier/Excerpta Medica/North Holland. 1972. 
Pp. 421. Price Dfl. 53.00. 

This volume records the presentation of 17 papers 
and associated discussion by a group of clinical and 
non-clinical scientists from Poland, Sweden, Italy, 
U.S.A. and Britain under the chairmanship of 
Sir Denis Hill in April 1972. The disciplines repre- 
sented are psychology, ethology, physiology, neuro- 
physiology, neuroendocrinology, medicine, paedi- 
atrics, psychoanalysis and psychiatry. 

In spite of the obligatory contribution on semantics, 
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the difficulties of interdisciplinary communication 
are reflected in the discussion. The topics covered 
vary from psychoanalytic theory (Sandler) through 
peptic ulceration in rats (Weiss) to the taming of 
wolves (Ginsburg). The presentations range from 
the brief and anecdotal (Nemiah) to detailed accounts 
of the most elegant animal experiments (e.g. Fonberg, 
Henry, Hofer, Weiss). Although there is much 
fascinating and clinically relevant material in the 
non-clinical papers, Lader’s masterly critique of the 
concept of psychosomatic medicine and the papers 
on heart disease (Tibblin), subarachnoid haemor- 
rhage (Storey), obesity (Grinker) and bronchial 
asthma (Aitken) are likely to be of more immediate 
appeal to clinicians. The term ‘psychosomatic’ is 
heavily criticized for reflecting an outmoded dualism, 
but no satisfactory substitute is suggested. Psycho- 
somatic illness is clearly a more sophisticated concept 
now than in the days of the personality stereotype 
theories. 

This book is beautifully produced, even to the 
extent of a Picasso illustration on the cover, and its 
contents fully maintain the high standard of Ciba 
Foundation Symposia. It can be recommended to all 
who are interested in current views on the borderland 
between somatic medicine and psychiatry and its 
physiological substrate. 

K. Davison. 


CULTURAL ASPECTS 
Transcultural Research in Mental Health. 
Edited by Мпллам P. Lepra. The University 
Press of Hawaii. 1972. Pp. 440. Price $14.00. 

This book contains 27 papers read at an inter- 
disciplinary Conference on ‘Social Change and 
Cultural Factors in Mental Health' held at the 
East-West Center, University of Hawaii, in March 
1969. 'The Conference was the second of a series of 
four planned, and the present volume is the second 
published under the editorship of William Lebra, 
Profesor of Anthropology at the University of 
Hawaii. 

These conferences were attended by sociologists, 
anthropologists, psychiatrists and psychologists, both 
from East-Asian countries and from the United States 
of America. Hence the articles, written by specialists 
from such different fields and from such different 
countries, are very diverse and cover a colourful 
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variety of topics. Here are some of them: psycho- 
logical problems and attitudes of Korean students; 
suicidal attempts among Japanese children; an epide- 
miological study of mental disorders in a Philippine 
community; a study of paranoid manifestations 
among Chinese students studying aboad; the problem 
of mental illness among the Western Repatriates in a 
‘Plural Society’. 

In spite of this diversity of topics and of personal 
approach to different problems by different writers, 
the book is well-balanced and very readable. Many 
chapters from far away countries convey vividly the 
specific cultural atmosphere of these countries and 
are presented in a fresh and individual style. The 
editor may be congratulated for his editorial skill in 
organizing these diverse and individualistic articles 
into one interesting and fascinating book. 

This work is of a particular interest to anthro- 
pologists and sociologists, and to those psychiatrists 
who have a basic knowledge of cultural anthropology 
and sociology. 

Naroyz Luxranowicz. 


Ethnopsychanalyse complémentarise. Ву 
Grorors Devereux. Translated by Tina Joras 
and Henrt Совлвр. Paris: Flammarion. 1972. 
Pp. 282. Price 35F. 

Most of Professor Devereux's previous publications 
have been in English. The present volume is a collec- 
Son of essays published between 1938 and 1970. 
Three of them were written in French. 

'The book provides a systematic exposition of the 
theoretical standpoint and method from which all 
his other publications derive. Professor Devereux 
begins with Henri Poincaré’s dictum that if a pheno- 
menon admits of an explanation it would admit also 
of a certain number of other explanations, all of them 
as capable as the first of elucidating the nature of 
the phenomenon in question. Dr. Devereux goes 
further, insisting that it is obligatory to explain 
behaviour in more than one manner; human beha- 
viour, according to him, if it is explained in only one 
way is not explained at all, so to speak, even though 
its first explanation makes it perfectly comprehensible, 
controllable, and predictable in the appropriate 
frame of reference. The dual or multiple explanations 
of some human behaviour can never be stated, nor 
even thought, simultaneously by the same investi- 
gator; they are or may be complementary but never 
interdisciplinary. He therefore repudiates the tradi- 
tional interdisciplinary standpoint of those who work 
together in a team representing social anthropology 
and psychology, or, in this case, psychoanalysis. This 
theme is rigorously developed, with much more 
attention paid to the anthropological than to the 
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psychoanalytical aspects. As a pupil of Marcel Mauss 
and an admirer of Levy-Strauss, Professor Devereux 
includes a subtle but wide-ranging review of kinship 
and ‘the gift’, much influenced, of course, by his field 
studies of the Mohave Indians. 

The book does not lend itself to summary presenta- 
tion but contains much stimulating and provocative 
material. In a final broadside against sciolism the 
author deplores the circular reasoning by which 
cultural significance is attached to psychoanalytic 
theories which are then in turn invoked for ћоп- 
psychoanalytic purposes: ‘If this process continues 
psychoanalysis instead of remaining a science will 
become one of the myths of the Western world. The 
renewal of favour which the theories of Jung are now 
enjoying should give every objective and scientific 
psychoanalyst something to think about and lead 
him to examine his own convictions critically .... 
Psychoanalysis runs the risk of becoming, in a final 
analysis, much too respectable, transforming itself 
in its turn into an idol of the market’. At the beginning 
of the same chapter Professor Devereux takes the 
well known remark of Freud that 'psychoanalytic 
metapsychology is our mythology’, and declares that 
Freud meant only to say that he was thinking in terms 
of conceptual schemata. *Nevertheless, when psycho- 
analysis began to spread through the Anglo-Saxon 
world critics exerted themselves to take Freud’s 
metapsychological concepts and his conceptual tokens 
literally, almost to the point of looking for the Id 
in the endocrine glands or the hypothalamus, the 
Ego in the frontal lobes, and so on. A concept like 
that of the Ego is in reality only an abstract conceptual 
token, in the same sense as Dirac defined the electron 
simply as a differential equation’. 

AuBREY Lews. 


Racism and Psychiatry. By ALEXANDER THOMAS 
and SawxugL Ѕилнм. New York: Butterworth, 
for Brunner/Mazel. Pp. 176. Price £3.25. 

The authors set out to clarify the harmful influence 
of racism on the practice of psychiatry in the United 
States. Their zeal consistently spills over into pole- 
mical discussion which sometimes obfuscates the issue 
and often irritates the reader. 

They rightly criticize the Moyniham Report, as 
others have done, for accepting white middle class 
values as the norm against which the black man’s 
behaviour is judged, and also for their description of 
the negro family as ‘a tangle of pathology’. They also 
draw attention to the subtle change of emphasis in Ше 
substitution of words such as ‘disadvantaged groups’ 
or ‘socially handicapped’ for the poor and the un- 
employed. This change of emphasis goes hand in 
hand with a tendency to focus attention on the 
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attitudes of the poor and unemployed rather than 
to aim at the elimination of poverty and the provision 
of full employment. 

Unfortunately on balance it is likely that only 
those who are least in need of the message of this 
book are likely to read it all. 

M. J. KELLEHER. 


Die Letzten Tibetischen Orakelpriester. By 
GÜNTER SCHÚTTLER. Wiesbaden: Franz Steiner 
Verlag. 1971. Pp. 163. Price DM26.00. 

Following an unsuccessful rising, in 1959, against 
the Chinese regime, some 80,000 Tibetans fled to 
India, and among them were the Dalai-Lama and 
a number of other high religious dignitaries. They 
settled in several areas of the sub-continent, and for 
the first and possibly the last time the Tibetan civiliza- 
tion became readily accessible to scientific investiga- 
tion. 

The author of The Last Tibetan Oracle-Priests is 
both a student of psychology, of religion and a 
trained psychiatrist with a doctoral thesis on the 
psychopathology of mystic-ecstatic experiences to 
his credit. In the company of a lecturer on Central- 
Asian cultures and of a Tibetan savant as interpreter, 
he visited a number of refugee areas during the course 
of four months. 

The book contains a detailed chronicle of these 
travels, iff the course of which the reader is intro- 
duced to the Tibetan religion, to the Dalai-Lama in 
person, and to a number of oracular priests of varying 
status. The original Tibetan religion was animistic 
and shamanistic. At the beginning of the seventh 
century Buddhism became dominant, but its hier- 
archy continued to tolerate the old folk-religion and 
its priests, who often but not invariably were Buddhist 
monks. Again and again the investigator was told 
that the future oracle priest had shown mildly 
disturbed behaviour in adolescence, leading to the 
suspicion that one- of the numerous tutelary deities 
was occasionally entering the young man. After due 
process of investigation by the officials of the theo- 
cracy, he might be recognized as oracular -priest 
(‘kurten’) of one of these deities, of varying power 
and importance. During oracular ceremonies the god 
was thought to enter the priest and answer questions 
put to him. 

The investigator was able to obtain psychiatric 
histories from a number of these kurtens. None was 
psychiatrically ill, some were shy and retiring monks, 
but others worked for their living and were married. 
One, after a strenuous ceremony, conducted the team 
on a veritable ‘pub-crawl’. It had in fact been possible 
to attend thi» particular ceremony with permission 
to record the proceedings on tape and by means of 
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flash photography (the book is richly illustrated). 
It was not, of course, possible to conduct physio- 
logical tests, but the author concluded that the priest 
entered a trance-like state, for which amnesia was 
claimed, but during which the medium was able to 
answer questions and to carry out complex actions 
such as dancing. This state was induced by mono- 
tonous chanting, and the inhalation of smoke of 
burnt resin (later analysed and found not to contain 
cannabis). In addition, there was produced some 
interference with cerebral circulation through tight 
straps encircling the neck from a heavy helmet or 
cap. The investigator's observations led him to 
suspect that hyperventilation was probably the most 
important factor in producing the state of altered 
consciousness. 

Within the limits set by circumstances, the observa- 
tions made and the analysis of the findings present a 
Scientific achievement. 

Feu Posr. 


LONGITUDINAL RESEARCH 
Life History Research in Psychopathology. 
Volume П. Edited by Merrni Коре, Lee №. 
Rosms and Max PorrAck. Oxford University 
Press, for University of Minnesota Press. Pp. 291. 
Price £5.00. 

The value of longitudinal studies in medical and 
social research is undoubted. The methodological 
problems and expense, especially when such studies 
are set over years, to say nothing of the tenacity and 
endurance required of the research workers, are equally 
undoubted. Today prospective studies are considered 
the most rewarding (and of course they are the most 
expensive) while retrospective studies tend to be 
despised. Yet the former have often failed because of 
the small numbers of subjects exhibiting pathology; 
whereas some retrospective studies have produced 
outstanding results which it is difficult to see pro- 
spective studies in their present form achieving, for 
example, the study by Gregg (1941) on the prenatal 
effects of rubella. 

In an effort to encourage and improve the standards 
of this type of research the Society for Life History 
Research was founded, its members derived from 
various disciplines. A number of conferences spon- 
sored by this Society have now been held. From the 
proceedings of these conferences the cream of the 
papers and their ensuing discussions have been 
separated and churned into this volume. They make 
remarkably interesting reading, representing as they 
do ‘reports from substantial research projects rather 
than single, isolated studies’. They are generally by 
well known.research workers of the type who tend 
to run ‘substantial’ programmes. Subjects range 
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widely—childhood psychiatric problems and adole- 
scent problems of delinquency, studies of adult 
mental illness, genetic studies of alcoholism and the 
role of psychiatric case registers, a follow-up study of 
the communication of suicidal intent in psychiatric 
illness and life-time patterns of narcotic addiction, 
and so on. Research standards are reasonably high, 
although they can be faulted on a number of points, 
particularly on the tendency to use undefined diag- 
nostic terms, which makes interpretation of the 
' results difficult. Much of the material has been 
published elsewhere in journals, but it is useful to 
have it summed up in more permanent form; fairly 
comfortable reading and a useful reference book. 
J. R. M. COPELAND. 


PSYCHOLOGY 
In Defence of Empirical Psychology. By D. E. 
BroaDBENT. Methuen. 1973. Pp. 221. Price 
£2.90. 

This collection of lectures sets out the case for 
behaviourism of a liberal, experimental, applied 
kind. Broadbent illustrates his argument by reference 
to his own studies on decision-making strategies, 
memory, perception, language and so forth. The 
book has a happily personal flavour and sets itself 
firmly in the mode ‘brothers, let me review my work 
and justify it to you’. 

Once there was a time when academic experi- 
mentalists saw no need to speak in defence of empirical 
psychology; they could not visualize a serious 
alternative. Now apparently they can and have 
begun to fret. Broadbent reasonably praises experi- 
mental method in psychology as a strategy for 
liberating us from prejudice, a fair referee to settle 
our disputes and avert forms of religious war. He 
exemplifies a reasonable mind unravelling carefully 
formulated problems by successive experiments. Yet, 
in a long discourse, major questions are unasked. 
Are mini-theorems truly a substitute for scientific 
theory? Broadbent offers a series of studies investi- 
gating perceptual repression of emotive words which 
in total show that, whatever goes on, it is a process 
and not a set of isolated reactions. This would be 
brave as part of a total theoretical framework from 
which experiments might begin; as the end result, in 
one tiny context, of a great deal of experimenting, it 
has a sad air to it. Broadbent’s assumption that a 
science of psychology can be truly ‘objective’ can be 
queried as an example of what Polanyi called ‘moral 
inversion’, the assertion of a value system precisely on 
the grounds of its ‘objectivity’ and freedom from 
values. Yet the book lives and interests, no small 
achievement for a Cambridge experimentalist. 

. D. BANNISTER. 
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Encyclopedia of Psychology. Vol. а (G-Phar) 
and Vol. 3 (Phaz to Z). Edited by Н. J. EvsENCE, 
W. AnNoLp and R. Mens. London: Search 
Press. 1972. Pp. 3go+x and Pp. 4014-х. 
Price £8 each. 

The first part of this work was reviewed in the 
Journal for July 1972 (xax, p. 108). The criticisms 
then made apply equally to the rest of the Encyclo- 
pedia. Many items are below standard, and editorial 
control is often not in evidence. Take ‘Psychiatry’, to 
which precisely two lines have been allocated. Jt is 
stated to be concerned with mental disorder and 
mental illness, but neither of these categories are 
listed among the items defined. 'The reader is kept in 
ignorance of the fact that in the International 
Classification of Diseases all psychiatric conditions 
are included in one broad category, ie. that of 
mental disorders. There is a brief and feeble para- 
graph on ‘mental sickness’, which refers to the 
psychoses. 

Many of the authors are German, but the transla- 
tion of some of their contributions into English is 
faulty. For instance, there is a paragraph on 'pro- 
gressive paralysis’, a term which does not exist in 
the English psychiatric terminology. It is a literal 
translation of ‘progressive paralyse’ which is the 
German term for ‘general paralysis of the insane’. 
The article on suicide is uninformative and paro- 
chial. It contains the incorrect general statement that 
in 40 per cent of suicides the method is hanging. Many 
more examples of inadequate work could be listed. 

This reviewer is not competent to judge the strictly 
psychological contributions. Unless most of them are 
of a high standard, this very expensive work cannot 
be regarded as a good buy. 

E. STENGEL. 


Handbook of Abnormal Psychology. Edited by 
Н. J. Еүзьмок. 2nd edition. Sir Isaac Pitman and 
Sons Ltd. 1973. Pp. 906. Price £20.00. 

Clinical psychology has for some time now been 
in transition, becoming more and more an experi- 
mental science and having less and less to do with 
what Hunt has called *. . . the empirical ambiguities 
of psychiatry'. The transition has not always been 
marked by singular achievement, nor is it a painless 
one. But it is happening, and at an ever-increasing 
pace. The first edition of Prof. Eysenck's Handbook of 
Abnormal Psychology (1960) was one of the important 
milestones in this journey; the new edition serves the 
same purpose—that of bringing *. . . the experimental 
tradition of psychology to bear upon the **abnormal" 
behaviour of the organism'. 

Commendably, this new edition is semething more . 
than an expensive re-hash, and is in fact an expanded 
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and updated work which recognizes progress made 
in the field. 

There are problems, of course, in compiling a 
work of this kind, not the least of which is publication 
just before new facts and evidence of importance 
become available. On occasions, too, the reader may 
wonder whether the best balance has been achieved; 
for example, sexual abnormalities occupy over 80 
pages of text while only half that amount of space is 
given to ‘Old Age’, and to other topic areas of great 
importance. However, it would be churlish to find 
fault in a book so well presented and so authoritative 
which is of the greatest significance for the future 
development of clinical psychology and will un- 
doubtedly succeed in its purpose. It is unfortunate 
that high production costs make the price much too 
high for the many people to whom the book should 
be readily available. HRB 

. BEECH. 


MENTAL RETARDATION 
Occasional Papers 2, 3 and 4: The Quality of 
Survival; The Need for Long-Term Care; 
Growing Up in Hospital By KENNETH S. 
Нот, Seema HawrrT, ELSPETH STEPHEN and 
JEAN RonBERTSON. Butterworth. 1973. Pp. 172. 
Price £2.50. 

This book consists of three papers, published 
under tha auspices of the Institute of Mental Retarda- 
tion, and illustrate, in different ways, the many 
profound changes that have taken place in the care 
of the mentally handicapped and the type of thinking 
that today will mould the pattern of care for to- 
morrow. * 

Dr. Holt’s paper, The Quality of Survival, is a 
deep and sensitive exposition of the needs of the 
mentally handicapped, in which the stage is set for 
future developments. Sheila Hewett’s paper, a 
detailed but somewhat anecdotal study of the factors 
influencing the admission of children to hospitals for 
the subnormal, adds to our knowledge of parents’ re- 
actions to the stress produced by the handicapped 
child in the family. 

The final study, by Elspeth Stephen and Jean 
Robertson, outlines an important research project 
whereby children in long-term care in hospital were 
able to experience individual attention and a régime 
orientated to their developmental needs. It is perhaps 
a pity that such terms as ‘idiot’, ‘imbecile’ and 
‘trainable’ have not been replaced by more modern 
terminology, but this should not detract from the 
value of this important study. 

This book and others to follow in the same series 
deserve to be read by all those who are concerned 


* for the mentally handicapped. D. J. Br 
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Mental Health Services for the Mentally 
Retarded. Edited by E. Karz. Charles C. 
Thomas. 1972. Pp. 278. Price $12.75. 

'This book is made up of contributions by psychi- 
atrists, psychologists, sociologists, a representative of 
the National Association for Retarded Children, and 
others. The twenty contributors represent the 
Atlantic and Pacific seaboards as well as other areas 
of the United States, but the book's centre of gravity 
is Berkeley and California. It is written simply for ће, 
non-technical reader and conveys a good impression 
of present trends in North America in the care of the 
mentally handicapped. Most of the goals are familiar 
and are those now officially adopted in this country. 
The emphasis there as here, is on normalization, 
home and community care, small units, rehabilitation, 
all away from the large institution. The present 
reality and the social background are, however, 
different, as Dr. Blacklidge brings home to us when 
she points out that 50 per cent of all marriages in 
California end in divorce. Against this ‘norm’ it 
would be unwise to expect that all marriages of the 
mentally retarded would be stable. In his introduc- 
tion, Dr. Katz reminds us of the difference between 
the population of limited intelligence (32 million or 
6 million Americans, depending on which of the 
Heber criteria you choose) and the actual admini- 
strative prevalence of mental retardation or the 
number in need of any kind of special service. 

Brian Н. Kirman. 


PSYCHOTHERAPY 
Focal Psychotherapy. By МіснАЕ, BALINT, 
PauL Н. Омвтвіч and Enm Barm. Tavistock 
Publications. 1972. Pp. 166. Price £2.50. 

Brief psychotherapies, which are based on psycho- 
analytic principles, appear from time to time under 
differing names, but whatever the label they usually 
suffer the same fate: namely of being rejected by 
hardline psychotherapists as falling short of the pure 
gold of psychoanalysis, and by other psychiatrists 
because of the impossibility of demonstrating their 
efficacy in an objective manner. Focal psycho- 
therapy was the brainchild of the late Michael Balint, 
who deserves to be remembered for his worldwide 
success in spreading psychotherapy to the masses 
through general practitioners and allied professional 
workers. The book was incomplete and in only 
rough draft form before his death, so that his co- 
authors are to be thanked for giving us the chance 
to sec at close quarters his concept and technique of 
focal psychotherapy. 

Much of the volume is taken up by a verbatim 
transcript of the notes dictated by Dr. Balint from 
memory immediately after the initial assessment 
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and later therapeutic interviews with a single patient 
who was suffering from a variant of the Othello 
syndrome; the case presented is an almost text book 
one of the anal-sadistic character, with all the 
composite formations of direct anal-sadistic trends 
and reaction formations against them. His selection 
of such a case as suitable for limited therapy will 
surprise some, but the outcome of treatment and 
follow-up amply demonstrate the correctness of this 
„Judgement and the value of such therapy for this 
* particular patient. Of course, the scientific psychiatrist 
will criticize the lack of controls, the method of 
follow-up and the dictation from memory of what 
actually transpired at interview; nevertheless, the 
narrative carries a conviction that is hard to dismiss 
simply because this was a single case. 

'The book tells us almost as much about Dr. Balint 
as it does about the patient. It must be rare to find a 
psychotherapist who is flexible enough to fit in a 
patient when he turns up more than an hour late for 
his appointment, and few therapists would so readily 
agree to both conjoint and individual interviews with 
the spouse at the behest of the patient. What also 
emerges is Dr. Balint's warmth, his empathy, and his 
obvious concern for the patient and for the truth of 
what is revealed in the transference. His interpreta- 
tions have at times an inspirational quality, but the 
fact that they were so frequently accepted by the 
patient suggests that his focal point was more often 
than not the correct one; and yet one is left with the 
impression of humility on the therapist's part about 
the results achieved. Mr. Baker was indeed a fortunate 
patient to be taken on, if only briefly, by such a 
gifted therapist. 

Jonn HARRINGTON. 


Psychotherapy of Schizophrenia. Edited by 
D. Rusinsrzin and Y. О. ALANEN. Amsterdam: 
Excerpta Medica. 1972. Pp. 347. Price Dfl. 93.00. 

Schizophrenia remains such a vast and terrible 
enigma that there should be a welcome for anyone 
working on any aspect of its aetiology, precipitation 

or therapy. With genetic factors now claiming a 

modest 30—40 per cent of the causal variance, there 

is room for those with interests on any point later 
than conception. Thus the biochemistry, chemo- 
therapy, epidemiology, sociology, psychopathology, 
family dynamics and community management aspects 
all rightly aim to contribute to research, treatment or 
prophylaxis. Psychotherapists who work with schizo- 
phrenics are a heroic band, and it might appear 
churlish to be negative about a Symposium describing 
the work of around forty internationally-based 
psychotherapists of all 'schools' of thought. But, to 
be honest, whatever the meeting was like, these 
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proceedings are, in large part, verbose and terribly 
boring; and the ratio of facts to words is minute. 
Many of the papers give the impression of being 
speakers' scripts and so they lack the section headings, 
tables and figures that help to make a text readable, 
unless the substance is riveting. However, certain 
features are of interest: the general shift in emphasis 
from individual psychotherapy to conjoint family 
therapy and community involvement is of great 
contemporary significance. Many of the papers are 
concerned with psychological and family factorg in 
aetiology rather than with therapy; to my mind a 
really interesting area of schizophrenia research. 
Thus, papers by Lidz and Wynne are included. 
Other papers of interest are an attempt at the objecti- 
fication of family dynamics (Family Relationships 
Test), by R. D. Scott and A. Montanez; a discussion 
of research design, by L. R. Mosher; a moving 
account of personal involvement in this taxing area 
of psychotherapy by one of the editors (Rubinstein); 
and a preliminary report of children of two psychotic 
parents by Bastiansen and Kringlen, factual, short 
and interesting. Most psychiatrists are convinced of 
the value of chemotherapy and of the community 
approach to schizophrenia, but it will need a more 
disciplined symposium than this to convince the 
sceptic of the value of psychotherapy. 
Smney Crown, 
е 


CHILDHOOD 
A Milieu Therapy Programme for Beha- 
viorally Disturbed Children. By Mar- 
Jore McQueen Момкмлм. Springfield, Illinois: 
Charles C. Thomas. 1972. Pp. 293. Price $14.50. 
I did not find this book at all easy to read. It is a 
report of a short-term, highly structured and pro- 
grammed residential and school environment for 
disturbed children, which is aimed at improvement 
of behaviour in the children by techniques using 
carefully calculated rewards and punishments as 
immediate responses by the staff on the spot. These 
were planned at staff conferences and the programme 
revised as the child responded, altering the demands 
to fit his growing ability to meet them. 
irty children were involved, and at the time of 
the report follow-up data were only available for 18. 
The average duration of stay was about 8 months, 
with a range of 3 to 12 months. This study does give 
valuable suggestions of ways to inform a large and 
ever-changing staff how to assess and evaluate 
children’s behaviour, and perhaps also ways of 
responding to it with awareness. Despite vast staff 
changes the children’s progress makes it clear that the 
structure held. Unfortunately the book is written in , 
almost intolerable jargon and this gives a probably 
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erroneous impression of an impersonal handling of 
children and their problems by means of pieces of 
paper on which their marks and debts are written 
down by the appropriate passer-by. The method of 
reporting makes the visualizing of how it was all done 
extremely hard work. 

Whether this book should serve as a model for 
other units needs careful consideration. It can 
certainly help to teach staff to distinguish, classify 
and report the disturbed behaviour of children in their 
сагё with some objectivity, which is a helpful step 
towards rational management and environmental 
consistency. On a technical level it is interesting that 
a ‘time-out’ punishment seemed to be more effective 
in modifying the children’s behaviour than fining 
with marks. Perhaps it is better for children to have 
time to think over their upsets, rather than an imme- 
diate response which then closes the issue. 

This book will be of interest for those who are 
exploring the value of behaviour modification tech- 
niques, and for those who are responsible for teaching 
and supporting staff who have the care of disturbed 
children. For a judgement of the ultimate value of the 
treatment methods reported a longer and more 
thorough follow-up is necessary. 

Eva A. FROMMER. 


° DRUGS 
Drug Abuse: Current Concepts and Research. 
Edited by Worr&RAM Ккор. Springfield, Illinois: 
Charles C. Thomas. Price $19.50. 

"This book, of some 450 pages, contains 51 chapters. 
Inevitably,” therefore, each one is relatively short, 
and indeed the covering note says that the book was 
designed to present summary articles depicting the 
entire drug scene. The scene described, however, is 
the American one, and there is a singular shortage of 
references to drug addiction in this country or on the 
Continent of Europe. For this reason, English readers 
fall between the stools of too much generalization 
and too few hard facts. However, each chapter 
has references and, compared with some American 
textbooks, it is relatively easy to read. But it is 
doubtful whether students of the problem of drug 
abuse in this country would consider that the effort 
of reading it had been worthwhile. 

A. A. BAKER. 


Cannabis and Its Derivatives: Pharmacology 

and Experimental Psychology. Edited by 

W. D. M. Paton and June Crown. Oxford 
University Press. 1972. Pp. 198. Price £4.00. 

This book gomprises the edited proceedings of a 

` symposium held in 1972, and aims principally to 

reflect the expansion in laboratory work on cannabis. 
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As such, the book will be of greater interest to those 
actively involved in this field who will find much of 
use both in the articles and in the extensive biblio- 
graphies. The clinician will find considerable back- 
ground information, but less of immediate applica- 
tion until he considers the chapter by Carlini and 
his co-workers, which does much to relate the 
previously reported animal work to the human 
problem, and those of Kiplinger and Rafaelson on 
cannabis and cognitive function and cannabis and 
driving. 
J. L. Reep. 


MISCELLANEOUS 
Cost of Crisis: Proceedings of a Convention on the 
Prevention of Suicide. Edited by К. W. Е. 
Drxstra and K. J. N. Van Dg Loo. The 
Netherlands: Van Gorcum. Pp. 153. Price 
DA. 25.90. 

The subject of this symposium is suicide and 
attempted suicide, and there are nine contributors. 
Several familiar names appear. Bagley and Philip 
re-present data which should be well-known to most 
workers in this field. Barraclough is intent on con- 
vincing us that suicide is all a question of treatable 
depression. Having criticized Bagley for drawing 
causal conclusions from correlational data he goes on 
to stress that the temporal association between the 
reduction in suicide rate and the increase in pre- 
scribing of anti-depressant drugs is convincing evi- 
dence of the efficacy of the latter. He would have us 
prescribe all the more readily, which for those 
working in the selfpoisoning field will make chilly 
reading. 

Stengel provides a short and pithy piece entitled 
‘Definition and Classification of Suicidal Acts’. The 
Dutch contribution is disappointing. One paper 
describing the setting up of a Belgian suicide pre- 
vention centre is moderately interesting. This book 
could be given a miss by all but the most devoted. 

J. H. J. Bancrorr. 


Sleep Research: A Critical Review. By FRANK К. 
Freemon. Springfield, Illinois: Charles C. 
Thomas. 1973. Pp. 205. Price $14.50. 

With the help of the Sunday glossies and other 
sources of instant science, patients (and sometimes 
their doctors) are becoming more and more know- 
ledgeable about sleep. By the time they step on to the 
wards most medical students have now heard of the 
difference between Rapid Eye Movement (REM or 
paradoxical) sleep and orthodox sleep, and that 
dreams occur in the former. Some know that the 
former is also accompanied by erections and (on 
occasion) nightmares. Few know that the latter is 
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the commonest time for bed-wetting, sleepwalking 
and night terrors (favor nocturnus). Information about 
the relationship of REM sleep to hypnotic and antide- 
pressant drugs and of the drug withdrawal rebound 
in REM sleep to delirium tremens is being discussed. 

If your knowledge of sleep goes no further, then 
you would undoubtedly learn something from reading 
this book. For instance the exacerbation of migraine, 
duodenal ulcers and cardiac arrhythmia during REM 
sleep (p. 131), and aspects of psychopharmacology 
(chapter 7). For me one of the most interesting parts 
was the fascinating account of sleep in animals 
(chapter 3). 

I am not sure whether the title is justified. There 
must be about 700 references, and on a sample the 
median date of publication was 1966. ‘A review of 
recent sleep research’ might have been better. Further, 
it is not so critical as it might have been; on the 
contrary, opposing views are quoted in succeeding 
references without comment. This is a pity, since much 
of the book is very readable. 

In the Preface, the author mentions 23 other major 
publications on sleep in the last decade, and denies 
that the present book is intended as the ‘straw which 
collapses the sleep wing of the library’. In my view 
there is no compelling reason to risk such a calamity. 
But if your ‘sleep wing’ is at present confined to a 
Penguin and a free drug-firm handout, then this 
might prove complementary. 

К. С. PREST. 


Differential Diagnosis іп Clinical Psychiatry. 
The Lectures of Paul H. Hoch. Edited by 
Maroaret О. $ткАнт, and Noran D. C. жул. 
Science House. 1972. Pp. 818. Price $20.00. 


This book represents the collected lectures of Paul 
Hoch, delivered to psychiatrists in training at the 
Columbia Psycho-analytic Clinic. The lectures have 
been edited, and the authors recognize the difficulty 
of conveying the original meaning and structure and 
also of preserving Dr. Hoch’s ‘paprika’ conversa- 
tional style. Unfortunately they have not been 
successful in their task because they have not been 
sufficiently ruthless, and the conversational approach 
makes the book long-winded and difficult to read, 
and produces some verbal niceties such as ‘it is 
probably possible that . . .’. 
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It is a great pity that this should be so, because 
someone with the extensive experience of Paul Hoch 
can, and has, made many important observations at 
the clinical and phenomenological level. The book 
puts forward his vast experience of European and 
Amcrican psychiatry and emphasizes the importance 
of clinical observation. Within its 800 pages are 
important discussions on the phenomenology of 
delusions, the varying pictures of manic-depressive 
illness, the differential diagnosis of schizophrenia, 
and suggestions underlying the differential incid@nce 
of a diagnosis of schizophrenia in the United States 
compared with Western Europe. 

It is, I think, a book for the specialist psychiatrist 
rather than for someone in training. It is only when 
one has a background of experience that one can 
profitably dip into this book and read up a particular 
subject with which it deals. Even then one will find 
many gaps, there being little or no reference to the 
neuroses or the personality disorders except insofar 
as they impinge on psychotic conditions. 

It is a book that can be recommended only for 
reference rather than, as suggested by its title, as a 
working manual for the trainee psychiatrist. 


C. SEAGER. 


The Use of Lithium in Psychiatry. By BARRY 
MarETrZKY and PauL Н. Brackrtv. London: 
Butterworths. 1971. Pp. 79. Price £5.00. 


This volume of the Chemical Rubber Co. series 
tries to provide a compendium of the ‘state-of-the-art’ 
on the subject. x 

It includes what is known and what is contro- 
versial about the use of lithium in psychiatry, and 
the evidence is critically examined by authors chosen 
because of their special interest in the topic. 

The presentation is clear and eminently didactic, 
yet not superficial. For the reader wishing to pursue 
aspects of the subject, there is a very good coverage 
of the relevant literature, with over 350 references. 
The specialist in the subject will not find much in this 
book that is new, but those engaged in general 
psychiatric or medical practice, as well as the student 
in either discipline, will no doubt profit painlessly by 
reading it. 

Е. J. J. LETEMENDIA. 


Bitt. J. Psychiat. (1973), 123, 245-6 


Books Received 


MEDICAL EDUCATION 
Medical Education: A Critical Approach. By 
MICHAEL А. бімрѕом. Butterworth. Price £2.90. 


е PSYCHOTHERAPY 

Confrontation in Psychotherapy. Edited by GERALD 
ADLER апа PauL С. Myerson. Science House. Price 
$15.00. 

Communicational Structure: Analysis of a Psycho- 
therapy Transaction. By Атверт E. ScHEFLEN. 
Indiana University Press. Price £6 60. 

True and False Experience. By Perer Lomas. Allen 
Lane. Price £2.25. 


PSYCHOANALYSIS 
The Manipulator: A Psychoanalytic View. By BEN 
BurstEn. Yale University Press. Price £3.95. 


PSYCHOLOGY 
The Working Brain: An Introduction to Neuro- 
psychology. By A. R. Luria. Allen Lane. Price £2.50. 
(Published simultaneously by Penguin Education at 
£1.25 ) 
Analytical Psychology: A Modern Science. Edited by 
MicHagL FompHAM, Rosemary Gorpon, JUDITH 
HussAck, KENNETH LAMBERT and Mary WiLLIAMS. 
William Heinemann Medical Books. Price £3.15. 
Contemporary Abnormal Psychology. Edited by 
Brennan MAHER. Penguin. Price gop. 
Experiment, Design and Statistics in Psychology. 
By Сон Rosson. Penguin. gop. 


SCHIZOPHRENIA 

Schizophrenia and Genetics: A Twin Study Vantage 
Point. By Irvine I. GorrzsuAN and James SHIELDS. 
Academic Press. Price £9.75. 

Poverty and Schizophrenia: An Examination of the 
Relationship between Environmental Factors 
and the Schizophrenia Discharge Rate: The 
Development of a Predictive Formula. By 
GILLIAN Lomas, GwvNNETH Ross, CHRISTINA WATSON 
and Jonn WuoeRr. Psychiatric Rehabilitation Association. 
Price £1.60. 


TESTS 
Clinical Interpretation of the Wechsler Adult 
Intelligence Scale. By Inca LER ZIMMERMAN and 
James М. Woo-Sau. Grune and Stratton. No price 
stated. 


BEHAVIOUR 
Separation Aaxiety and Anger: Volume Two of 
й Attachment and Loss. By Jonn Bowrsv. Hogarth 
Press. Price £4.50. 
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Anger: Psychology, Physiology, Pathology. By 
Freperic R. STEARNS. Charles C. Thomas. Price $6.50, 

Non-Verbal Communication. Edited by RosERT А. 
Hoor. Cambridge University Press. Price £5.00. 

Man's Aggression: A New Approach. By GazconY 
Roouurm. Constable. Price £2.50. 

The Pleasure Areas. By Н. J. CAwPnzLL. Eyre Methuen. 
Price £2.50. 

Encounter Groups. Ву Cari R. Rogers. Penguin. 
Price 35p. 


COMMUNITIES 

Challenge to Community Psychiatry: A Dialogue 
between Two Faculties. Edited by Arome К. 
Forzv. Behavioral Publications, Price $10.95. 

'The Critical Issues of Community Mental Health. 
By Harry GorresrELp. Behavioral Publications. 
Price $12.95. 

Organisation in Animal Communities. By Hmary О. 
Box. Butterworth. Price £5.00. 

Improving Existing Hospital Buildings for Long- 
stay Residents. By Jean SvuoNps. Cenive on Environ- 
ment for the Handicapped. Price бор. 


SOCIAL PROBLEMS 

In Search of Origins: The Experiences of Adopted 
People. By Joun Тғзеілотіз. Routledge and Kegan 
Paul. Price £2.60. 

The Etiology of Alcoholism: Constitutional, Psycho- 
logical and Sociological Approaches. By JuLian B. 
Rorsuck and Raymonp С. Kesster. Charles C. 
Thomas. Price $11.95. 

Indecent Exposure. By Jonn M. MACDONALD. Charles C. 
Thomas. Price $7.95. 


SUICIDE 

Mental Disorders/Suicide. By Morron Kramer, 
Ear S. PornLAck, Ricuarp W. Repick and Ben Z. 
Loaxe. Oxford Universtiy Press, for Harvard University 
Press. Price £3.50. 

Suicide Prevention in the Seventies. Edited by Н. L. P. 
Resnik and Berkey C. HaTHORNE. National Institute 
of Mental Health Center for Studies of Suicide Prevention. 
No price stated. 


DRUGS 

Thalidomide and the Power of the Drug Companies. 
By Hennie Syosrrom and Ковевт Nixason. Penguin. 
Price 40p. 

Drug Administration in Psychiatric Hospitals: The 
West Cornwall System. Ву К. J. Салкмк. Cornwall 
Hospital Management Committee. Prige gop+10p 
postage. 
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CHILDREN 
The Psychoanalytic Study of the Child, XXVII. 
Edited by Anna Freup. The Hogarth Press. Price £6.00. 
The Child in his Family: Volume 2. The Impact of 
Disease and Death. Edited by E. ]Амкз ANTHONY 
and CYRILLE Кооревмік. John Wiley. Price £8.00. 
Early Human Development. Edited by S. J. Hurr and 
Corinne Нотт. Oxford University Press. Price £2.50. 
Individual Differences in Children. Edited by Jack C. 
WzsTMAN. John Wiley. Price £8.00. 


OUT-PATIENTS 
The Psychiatric Outpatient: Clinical and Organiza- 
tional Aspects. By Lynn Grus and STELLA EGERT. 
Faber and Faber. Price £2.40. 


ETHNICS 
Ethnicity and Mental Health: Research and Recom- 
mendations. By Josep Giorpano. National Project 
on Ethnic America of the American Jewish Committes, 
Price $1.00. 


COLLECTED WORKS AND LETTERS 

С. G. Jung. The Collected Works, Volume Two: 
Experimental Researches. Translated by LEoPorp 
STEN in collaboration with Diana Riviere. Routledge 
and Kegan Paul. Price £7.50. 

C. G. Jung. Letters, Volume One: 1906-1950. Selected 
and edited by Gerard ApLEZ in collaboration by 
ANIELA Jarré. Translated by R. F. C. Hurr. Rout- 
ledge and Kegan Paul. Price £7.50. 

Selected Writings of Bertram D. Lewin. Edited by 
Јлсов A. Anrow. Psychoanalytic Quarterly, Inc. Price 
$15.00. 


PHILOSOPHY AND THE USE OF WORDS 
The Danger of Words. By M. O'C. Drury. Routledge 
and Kegan Paul. Price £2.75. 


NEW EDITIONS 

Psychiatry. By E. W. Anverson and W. Н. TRETHOWAN. 
(Third edition.) Bailli?re Tindall. Price £2.00. 

A Practical Handbook of Psychiatry for Students 
and Nurses. By Lous Мімзкі. (Sixth edition.) 
William Heinemann Medical Books. Price £1.25. 

Wechsler's Measurement and Appraisal of Adult 
Intelligence. By JosepH D. Mararazzo. (Fifth 
edition.) Churchill-Livingstone, for Williams and Wilkins 
Company. Price £6.50. 
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Social Competence and Mental Handicap. By H. C. 
GuNzBURG. (Second edition.) Barllsére Tindall. 
Price £3.00. 

Gestalt Therapy: Excitement and Growth in 
the Human Personality. By Freprriok PERLs, 
Raru Е. HzrrERLINE and PauL СоормАМ. (First 
published by Souvenir Press, 1972.) Penguin. Price 75p. 

The Farther Reaches of Human Nature. By ABRAHAM 
Mastow. (First published by Souvenir Press, 1972.) 
Penguin. Price 70р. 

Јоу: Expanding Human Awareness. By Wurm С, 
Sonurz. (First published by Souvenir Press, 1971.) 
Penguin. Price 40р. 

Pm OK—You're OK. By Tuomas А. Harms. (First 
published by Jonathan Cape, 1970.) Pan Books. Price 
бор. 


GENERAL 
Counselling in Religion and Psychiatry. By Dzssonp 
Ромр. Oxford University Press. Price £1.25. 
Know Your Own Mind. By Н. J. Watton. В.М.4. 
Family Doctor Booklet. Price 13р. 


FOR REFERENCE 

Year Book of Psychiatry and Applied Mental Health, 
1973. Edited by FnANam J. BRACELAND, Daum X. 
FREEDMAN, ARNOLD J. FRIEDHOFF, LAWRENCE Cl, Kors, 
RxamALD S. Loure and Jonn Romano. Lloyd-Luke 
Medical Books, for Year Book Medical Publishers. Price 
£6.75. 

British Health Centres Directory, 1973. Compiled by 
Brian Вкооккз. Kg Edward's Hospital Fund for 
London. Price £2.00. 

W.H.O. Film Catalogue. World Health Orggnization. No 
price stated. 


FROM ABROAD 

Zur Gróssenkonstanz bei Schizophrenen. By S. 
Meyer-Osrerxamp and R. Conen. Springer-Verlag. 
Price DM 48. 

Verlaufsweisen  Kindlicher und Prapuberaler 
Schizophrenien. By Сн. Eaorrs. Springer-Verlag. 
Prics DM 79. 

DieErblichen Myoklonisch-epileptisch-dementiellen 
Kernsyndrome. By К Dmszoxp. Springer-Verlag. 
Price DM 98. 


Many of these books will be reviewed at a later date. 


Brit. J. Psychiat. (1973), 123, 247-55 
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HALOPERIDOL IN THE TREATMENT 
OF STUTTERERS 
DEAR SR, 

The reported success of haloperidol in the treatment 
of stutterers by Wells and Malcolm (1971) raises two 
issues. Namely, is haloperidol capable of consistently 
producing substantial improvement in the speech of 
stutterers; and, if so, is this exceptional and felicitous 
effect attributable solely to haloperidol’s anxiolytic 
potency or to some other pharmacological action? 

On the first issue, the literature is divided. Whereas 
Wells and Malcolm found that то out of 12 stutterers 
improved on haloperidol, Tapia (1967), while 
reporting definite improvement in five out of six 
tiqueurs, found definite improvement in only two out 
of 12 stutterers. In a recent study in this laboratory, 
conducted on the same general lines as the Wells- 
Malcolm investigation, the speech of 18 typical 
stutterers was measured before and on the 21st day 
of halopefidol administration. Speech samples were 
a formally rated 1000 syllable sample of spontaneous 
speech, and a covertly obtained sample of informal 
conversational speech, summated to a total of three 
minutes, taken when the stutterer was unaware that 
his speech was subject to scrutiny. 

'The scores of four subjects showed substantial 
improvement (ic. a reduction in the frequency of 
stuttering of greater than 5096), those of six other 
subjects showed lesser degrees of improvement, and 
eight actually deteriorated. There was a tendency for 
stutterers to show less improvement in casual conver- 
sational speech than in formal laboratory measure- 
ment sessions. Overall, the mean frequency of 
stuttering in the group fell from 16:7 per cent to 
12-3 per cent of syllables spoken. 

One factor that might account for the discrepancy 
between these results and those of Wells and Malcolm 
is the apparently greater initial severity of stuttering 
in their subjects. In our series it was noted that the 
more severe stutterers did tend to show dispropor- 
tionately greater improvement than the others. 

. Another difference between these two series was the 
higher average dose of haloperidol maintained in the 
Wells and Malcolm series (2:25-4:5 mg per day), 

+ despite the nefessity to reduce the dose of six out of 
12 subjects because of side effects. In our series, 15 of 


the 18 subjects were unwilling to tolerate doses of 
4'5 mg/day, and the mean dose stabilized at 2:5 
mg/day. As in the Wells-Malcolm and Tapia series, 
drowsiness was a common complaint, and many 
subjects also complained of poor concentration at their 
work. This resistance to what is usually considered to 
be a moderate dose of haloperidol was somewhat 
unexpected. 

Concerning the second issue, the mode of action of 
haloperidol in stutterers, there is general agreement 
among speech pathologists that other potent anxio- 
lytics have failed to improve the speech of stutterers 
significantly (Perkins, 1971). Furthermore, the re- 
ported success of haloperidol in controlling tics, 
including the Gilles de la Tourette syndrome (Connell 
et al., 1967) has led some authors to propose that the 
drug also possesses a non-anxiolytic potency (Connell 
el al., 1967). So this issue too would appear to be 
unresolved. 

Encouraging reports based on the Wells and 
Malcolm series have appeared in the daily press. In 
the absence of an established treatment for stuttering, 
it is reasonable to anticipate yet another round of 
enthusiastic drug prescribing for stutterers, for which 
there are precedents in the 1950s. 'This communica- 
tion wishes to point out that in two series only a 
minority of stutterers showed a substantial improve- 
ment, and would enjoin caution until the role of 
haloperidol in stuttering is more clearly established. 

P. T. Quinn. 
E. C. PzAcHEY. 
Division of Communicalion Disorders, 
School of Psychiatry, 
University of New South Wales, 
Kensington, N.S.W. 2096, 
Australia. 
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SUSTAINED RELEASE AMITRIPTYLINE 
(LENTIZOL) IN DEPRESSIVE ILLNESS 
Dear Sm, 

Dr. McGilchrist’s response to our letter (Journal, 
January, 1973, 122, 119-120), concerning Dr. 
Haider’s study of sustained release amitriptyline 
versus placebo in depressive illness (Journal, May, 
1972, 120, 521—522) misses our point. We did not 
assert that single daily dose ordinary tricyclic medica- 
tion was proven to be as effective as multiple doses, 
but rather that this seemed quite likely. Therefore, 
before a new ‘long-acting’ drug preparation is manu- 
factured it seems reasonable first to ascertain if 
available ordinary drugs can serve the long-acting 


purpose. 
Dr. McGilchriststates that ‘My companyis, of course, 
aware that both forms of amitriptyline should be 
compared in a once-daily dosage, and are [sic] at 
present conducting such clinical studies.’ We would 
suggest that the first study to be done is comparing 
ordinary amitriptyline in divided and single doses. 
If single dose ordinary amitriptyline is as effective as 
divided dose and is well tolerated, there would be no 
need to produce a sustained release product. Other 
issues, such as decreased total daily dosage, might 
also be secondary to the single vs. multiple dose issue 
rather than due to the sustained-release dosage form. 
Dr. McGilchrist’s statement that the two preparations 
have different physical characteristics does not 
establish therapeutic differences. 
ARTHUR Е. RFK, 
Donar Е. KLEI, 
Freperic M. Qurrmn, 

Hillside Hospital, 

75-59 269rd Street, 

Glen Oaks, N.Y. 11004, U.S.A. 


NEGATORS IN THE SPEECH 
OF DEPRESSED PATIENTS 
DEAR Sm, 

I feel Brahm Norwich’s letter (Brit. J. Psychiat. 
February 1973, 122, 244), requires, rather than 
deserves, a reply. His most serious misunderstanding 
of my paper is reflected in his comment that I did not 
offer subjects ‘alternatives between words and their 
opposites’; this’ reveals that he has not understood 
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even the basic aim of the procedure, which was 
certainly not to provide opposites but indeed semantic 
synonymities both with and without negators. A more 
careful reading would have obviated this spurious 
criticism. Norwich simply brushes aside all my 
methodological criticisms of the original paper by 
Hinchcliffe et al. (Brit. 7. Psychiat., 118, 471—472), 
seemingly as if the right level of significance in the end 
justifies any unsatisfactory means of achieving it. 
Perhaps he might anyway be interested in a very large 
study by Pylyshyn (1970) which showed that when 
corrected for sample size there was no significant 
difference between negation in speech of depressives 
and other diagnostic groups. This latter study 
demonstrates even more the need for great care in 
technique, as before sample size had been corrected 
depressives showed a small excess in negation 
(P< -05), although neurotics showed an even greater 
excess (P< +01). The critical zeal of Norwich leads 
him even to carp at my preference for the Wakefield 
Self Assessment Depression Inventory over the Zung 
Scale. The former is in fact a truncated form of the 
latter, well validated against the Hamilton Depression 
Scale (the reference was afforded and this was ex- 
plained), and since these scales were only being used 
to dichotomise between depressed and non-depressed 
subjects the criterion is truly grasping at trivialities. 
At the end of my paper I made a plea for rigorous 
methodology in psycholinguistics applied to psy- 
chiatry. Sadly, Brahm Norwich complains of my 
*over-constricted theoretical framework' and further 
states ‘what passes for “linguistic theory" in his 
behaviourist scheme of things is only = simplistic 
version of a possible linguistic theory'; he has sadly 
misconstrued me, I think, as a Skinnerian linguist, 
which I am not, and he seems to be saying, in essence, 
that you don't have to believe the world is round 
providing you aren't so particular about admitting 
the existence of an horizon. His point about presence 
of anxiety or threat as a case against the original 
Hinchcliffe et al. paper, I fail to comprehend (though 
perhaps they do); further, his comment ‘it is conceiv- 
able that the significant use of negators represents 
a cognitive construct system-processing information 
in a negative form' has the sound of fine wordsclothing 
little sense. Finally, Norwich says that there is much 
scope for further research using recorded verbal 
samples; he is right, and I would refer him to recent 
papers by myself using just this technique (Silverman, 
1972; 1973). 

С. SILVERMAN, ` 
University of Sheffield Department of MUR. 
Whiteley Wood Clinic, 
Woofindin Road, Sheffield, Sto 3TL. 
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MYASTHENIA GRAVIS AND 
SCHIZOPHRENIA 


Dear Str, 

Having read the interesting paper by Drs. Gittleson 
and Richardson (Journal, March 1973, 122, 343-4) 
I thought it might be worth while to report another 
such case. 


Mrs. Т.Р. was born in Dortmund, Germany, in 1937. 

Family lusiory. Her father died during the war. He 
suffered from a ‘nervous illness’ of which no details are 
known. Her mother has been well; she remarried and the 
patient has two step-sisters. 

Personal history. She had an uneventful childhood and 
left school at 15. She worked as a shop assistant and 
married, aged 19, a British national serviceman stationed 
in Germany. They came to England in 1957, separated in 
1962, and later divorced. There were no children. 

Past psychiatric history. In 1954 at the age of 16 the patient 
was admitted to a psychiatric hospital in Germany 
suffering from auditory hallucinations and paranoid 
delusions ‘and was diagnosed as having paranoid schizo- 
phrenia. She was treated with ECT, drugs and ‘fever 
therapy’ and recovered. 

Eistory of present illness. In December 1963 she began to 
notice nasal regurgitation, slurring of speech and general 
weakness, In March 1964 she was admitted to St. Mary 
Abbots Hospital, Kensington London, diagnosed as 
having myasthenia gravis and was treated with neostig- 
mine and pyridostigmine. She was also noted to be pregnant. 
Soon айег her discharge she was readmitted with a spon- 
taneous abortion and within a week she became auditorily 
hallucinated. She was transferred to the National Hospital, 
Queen Square, where she expressed the belief that people 
were trying to control her and were able to read her 
thoughts, She was investigated, and LE cells were found 
on one occasion, but this was not confirmed. She was 
treated with phenothiazines and recovered in the course 
of a month. 

In July 1964 she had a thymectomy at the Middlesex 
Hospital but continued to require neostigmine and 
pyridostigmine. From then until 1970, when she returned 
to Germany, she was admitted to the Middlesex Hospital 
rather more than once a year because of her severe 
myasthenic symptoms, which were poorly controlled. 
These were difficulty in chewing and swallowing; slurring 
of speech; impaired grip with a tendency to drop things; 
weakness of the back and legs; and back pain. Signs noted 
were bilateral ptosis, weakness of palate, face and jaw and 
general wasting and weakness of the musculature of 
trunk, arms and legs. 
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In 1967, 1968 and 1970 she was admitted to the Middle- 
sex Psychiatric Unit at Woodside Hospital with florid 
psychotic symptoms. On the first two occasions she was 
transferred from the neurological ward, where she had 
been admitted because of an exacerbation of her myasth- 
enic symptoms. In 1967 she was hallucinated, with 
accusatory voices; she felt that electricity was playing on 
her and she misidentified people. In 1968 she was restless, 
agitated and at times disorientated; she was deluded and 
auditorily hallucinated and her mood was labile and 
incongruous. In 1970 she was found to be disturbed, 
thought-disordered and expressing delusional ideas. On 
each occasion she was treated with chlorpromazine and 
trifluoperazine and she settled down after periods in 
hospital of 2 months, 4 months and 3 months. After her 
recovery in 1967 she again became pregnant and she had an 
uneventful therapeutic abortion. 

It is of interest that after her mental state had improved 
in 1970 she developed an arthropathy and a pericardial 
rub indicating active disseminated lupus erythematosus, 
and she was treated with azothiaprine. 

In Germany her psychotic symptoms have recently been 
attributed to an ephedrine psychosis. In 1967 and 1968 she 
was taking ephedrine 30 mg. t.d.s. and atropine 0:6 mg. 
t.d.s. but she was not taking any in 1964 or 1970 and her 
first psychotic illness occurred ten years before the onset 
of myasthenia. 

I do not think there can be much doubt that the 
psychiatric diagnosis was a recurrent schizophrenic 
reaction to the stress of severe myasthenia (associated here 
with DLE) in an individual shown by her illness at 16 to 
be predisposed to this form of psychosis. 

I should like to thank Dr. Michael Kremer and 
Dr. J. A. Hobson for permission to report this case. 

W. DonRRELL, 


The Middlesex Hospital 


Department of Psychological Medicine, 
Cleveland Street, London Wr. 


DICHOTOMOUS THOUGHT PROCESSES 
IN ACCIDENT-PRONE DRIVERS 


Dear Sm, 

I read the paper on accident-prone drivers by 
Plummer and Das (Journal, March 1973, 122, 289), 
with considerable interest, but doubt whether this 
study supports their conclusions. My main criticism 
rests on the composition of their groups and the 
concept of accident proneness. 

It is well known that young drivers aged between 
17 and 25 have higher than average accident rates; 
that men greatly outnumber women in this kind of 
misfortune; and that the hazards for young motor 
cyclists are very much greater than those to which car 
drivers are exposed. The control group im this study 
contained rather more women and had.a mean age 
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five years greater than the experimental group; and 
five of the experimental group, but only one of the 
control group, rode motor cycles. On epidemiological 
grounds one would expect the experimental group 
to have more accidents in the year preceding the 
study and these might be independent of any differ- 
ences found in their responses to psychological 
questionnaires. 

The concept of accident proneness is fraught with 
difficulties, but one thing is generally agreed: when 
comparing groups for frequency of accidents precise 
matching in terms of distances driven during the 
period of observation and the hazardousness of the 
environment to which they are exposed is essential, 
The authors claim that the groups ‘did not differ in 
frequency of exposure to driving hazards’. How did 
they know? Did they examine the routes driven by 
all бо drivers and estimate the quality and frequency 
of the hazards encountered? The fact that all the 
drivers used their vehicles with approximately equal 
frequency does not imply the conclusion that the 
distances driven and the complexities of the routes 
were equally similar. Admittedly, environmental 
hazard is not the whole of the story, and it will readily 
be conceded that the personality qualities of drivers 
are all-important in determining how they will cope 
with the dangers. However, as far as this study is 
concerned it would be rash to conclude that the 
experimental group were more accident-prone than 
the control group; they certainly had more accidents 
—and this term needs more precise definition—but 
this may have been because they were younger, less 
experienced and more frequently rode motor cycles. 

It would be interesting to know whether the 
responses to the semantic differential test change with 
age, and whether an older group of subjects, showing 
differences on the test of the kind observed in this 
paper, would continue to have more driving accidents. 
On commonsense grounds one might have anticipated 
greater scores in potency and activity in the younger 
experimental group, particularly those who rode 
motor cycles. It was interesting to note the marked 
similarities in response of those in both groups whose 
scores were at zero and at the extremes (Category 1). 
Were those in the control group (No Accidents) who 
showed this ‘profile’ younger, more often male, and 
more likely to ride motor cycles? 

One final point needs to be made. It would not be 
appropriate to compare the authors’ groups with those 
studied by Selzer and Payne for the presence of 
suicidal thoughts. The American study was concerned 
particularly with suicidal acts and thoughts in 
alcoholic and rton-alcoholic patients. The alcoholics 
had the highest number of accidents, suicidal thoughts 
and suicida] acts. One has to presume that Psychology 
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I students in Sydney had not yet attained the diag- 
nostic status of alcoholic. 


F. А. WHITLOCK. 
University Department of Psychological Medicine, 
Clinical Sci Building, 
Royal Brisbane Hospital, 


Herston, Queensland 4029, Australia, 


DAY HOSPITALS’ FUNCTION INA, 
MENTAL HEALTH SERVICE 
Dear Sm, 

As Dr. Morrice (Journal, March 1979, 122, 307-14) 
points out, it is difficult to assess the results of the 
operation of the various species of day hospitals which 
have sprung up over recent years. Borne in on a tide 
of uncritical enthusiasm, their multiplicity is matched 
only by the relative paucity of factual information on 
what they actually achieve. It is disappointing, there- 
fore, that Dr. Morrice, interesting and valuable 
though his results are, was not able to follow up more 
than 53 of his 139 patients over the fairly short period 
of three months, and that only clinical assessment (by 
what means is not precisely clear) was carried out, 
other modes, e.g. families’, general practitioners’ and 
patients’ own assessments, being ignored. We 
attempted to ascertain the impact of a day hospital 
(Carney, Ferguson and Sheffield, 1970) very similar 
to Dr. Morrice's at 12-18 months, follow-up on these 
and other interested parties, with some unexpected 
results. We found a more favourable outcome as 
judged by the patient and his family (tespite the 
considerable burden imposed by the patient's con- 
dition) than by the clinical method of assessment, 
with which their ratings correlated rather poorly. 
Moreover, none of these assessments bore much 
relationship to the generally unfavourable judgments 
of the general practitioners, which, unlike those of the 
families, were apparently unduly influenced by the 
burden imposed by these patients in the shape of calls 
and consultations. Yet Dr. Morrice is evidently not 
insensitive to the needs of these other users of the 
service, since he lays emphasis on the interaction 
between the patient and the community. 

We are also somewhat puzzled by the apparent 
contradiction between his conclusion that a wider 
range of patients can be catered for than at present, 
and his statement that his own initial criteria were 
over-expensive, certain numerous categories.of patient 
—those with personality and character disorders—- 
exerting a disruptive influence (and apparently.not 
doing as well as some other patients thpught to have 
а poor prognosis). As Dr. Morrice indicates, active ` 
day hospitals and staff are scarce commodities; so it 
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seems a pity that he did not take this opportunity to 
define more closely the classes of patient likely to 
benefit and those unlikely to do so. 
M. W. P. Carney, 
B. Е. SHEFFIELD. 
382 Clifton Drive North, 
St. Annes-on-Sea FY8 2PN, 
Lancashire. 
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PSYCHIATRIC DIAGNOSES 
Dear Sm, 

Dr. Kendell’s paper ‘Psychiatric Diagnoses: A 
Study of How They Are Made’ (Journal, April 1973, 
122, 437-45) made fascinating and illuminating 
reading. I would very much like to comment on just 
a few points which I think are of considerable impor- 
tance to future psychiatric research and teaching in 
this country. If indeed the visual information is 
virtually non-contributive to the majority of diagnostic 
situations, and we accept that accurate or at least 
concordant diagnosis should be one of the first aims 
of psychiatric teaching, then the very heavy invest- 
ment in video-tape hardware for teaching psychiatry 
should be seriously reviewed. My belief is that the 
'sound only results might well have been even higher 
in Dr. Kendell's study had the recording been of a 
higher quality, and it is conceded in the paper that 
this quality was often quite poor. À problem with 
video-tape apparatus is that sound quality often turns 
out to be poor. If indeed the auditory information is 
the crucial information, then this points to an even 
more urgent requirement for research into speech and 
language in psychiatric patients. Speech conveys 
not just the semantic intention of a patient but 
a great deal else; subtle changes in syntax, word 
distribution, etc. may well, in many instances, be sub- 
stantially more important than the semantic content 
in making diagnoses. Perhaps it also points to a 
reorientation in the future in which good quality 
sound cassettes of interviews with patients might be 
used with relatively inexpensive tape reproducers in 
teaching, allowing students to use these individually 
and at will (which is virtually impossible with video- 
tapes), with the opportunity for replay as often and 
wherever they like. In terms of expense there would 
almost certainly be a great saving. I am reluctant to 
raise any criticism about such an excellent paper, but 

. I feel that the choice of words ‘behavioural’ and 
‘non-behavioural’ was unfortunate. Speech is certainly 
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behavioural in many aspects quite unconnected with 
actual meaning (speech rate, vocabulary diversity; 
syntactic complexity, etc.), all of which reflect 
fundamental brain processes which are well labelled 
behavioural. Thus to see the ‘transcript only’ described 
as 100 per cent non-behavioural is, I think, misleading 
It is certainly to be hoped that the paper will act as 
an antidote against those who teach that a diagnostic 
interview should be the passive reception of 50 minutes 
of spontaneous autobiography, and that it may 
temper recent enthusiasms for video-tape in psychia- 
tric teaching. A more appropriate combination would 
seem to consist of witnessing the live interview between 
psychiatrist and patient together with the opportunity 
to consult purely audio recordings, perhaps with 
transcripts and comments. 

С. SILVERMAN. 
Umversity of Sheffield Department of Psychiatry, 
Whiteley Wood Clinic, 
Woofindin Road, 
Sheffield S10 3TL. 


PSEUDO-HALLUCINATIONS 
Dear Sm, 

In the Journal for April 1973 (122, 469-76), Dr. 
E. H. Hare reviewed papers dealing with pseudo- 
hallucinations in British psychiatric journals over the 
last ten years. He was able to find only three papers 
dealing with this topic, all by Sedman. I should like 
to draw his attention to my own paper (1) in which 
I discussed the definition of the term pseudo-hallucina- 
tion as applied to the perceptual experiences of 
normal subjects exposed to sensory deprivation con- 
ditions. The visual experiences of these subjects scemed 
to fit into the definition of pseudo-hallucinations 
proposed by William James (2), in that although they 
appeared to exist external to the subject they usually 
had a cartoon-like quality and were considered to be 
unreal. However, the degree of insight evinced by 
these subjects varied: one subject believed that the 
experimenter was projecting images on to the trans- 
lucent goggles he was wearing as part of the experi- 
ment. In addition, to these qualities, the visual 
experiences sometimes showed the feature of being 
closely related to the subject's affective state at the 
time. It was also possible to categorize some of the 
auditory and somaesthetic experiences of these 
subjects as pseudo-hallucinations. 

А significant association was found between 
schizoid personality traits in these subjects and the 
reporting of perceptual experiences during sensory 
deprivation. This link alone suggests that the term 
pseudo-hallucination is worth refaining and that 
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an attempt to reach agreement on its definition 
would also be worth while. 

Jj. P. Lerr. 
MRC Social Psychiatry Unit, 
Institute of Psychiatry, 
De Crespigny Park, 
London SE5 ВАЕ. 
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CLASSIFICATION OF THE 
FUNCTIONAL PSYCHOSES 
DEAR Sir, 

I have just obtained some results of a study of 
psychotic patients which have a bearing on Dr. 
Ollerenshaw's article in your May 1973, issue (122, 
517-30). 

Thirty-cight male patients diagnosed clinically as 
suffering from a schizophrenic illness were assessed 
at the end of their stay in hospital, at which time they 
had largely recovered from their acute illnesses. The 
eighth edition of the Present State Examination 
(PSE) was used (Wing et al., 1967). Twenty-seven 
patients had, at the time of the PSE examination, 
definite depressive symptoms, and these were quite 
marked in 14 cases. In fact 6 patients were categorized 
by tbe computer programme devised for use with the 
PSE as having a depressive illness. However, this was 
in no sense a new illness which they had ‘developed’ 
or 'slipped into' because in every case the patient had 
exhibited a greater range and/or severity of depressive 
symptoms when he was assessed by the same method 
soon after admission. Of 46 patients examined during 
the acute stage of their illness (including 8 patients 
who were not re-assessed later), all but one had some 
depressive symptoms, and in 41 patients these were 
quite marked. However, only one was classified as 
depressive by the computer programme, because, in 
common with the practice of most clinicians, if 
definite schizophrenic symptoms were also present 
that diagnosis was preferred. 

The depressive symptoms could not be attributed 
to treatment, since the initial assessments, when the 
patiehts were more depressed, were made before any 
treatment had begun. 'The effect of treatment between 
the two ents could only have been to reduce 
the depressive *zmptomatology. Incidentally, more 
detailed analysis'of the treatment given, while perhaps 
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indicating the benefit of ECT in diminishihg depres- 
sive symptoms, further exonerates the depot pheno- 
thiazines from blame for causing them, as the following 
"Table shows. 


TABLE 
Depressive Symptoms 
Treatment at end of stay in 
hospital 
Absent Minimal Marked Total 

Nil I I - 2 
Phenothiazines only - - 2 2 
Phenothiazines only 

including Depot 

Phenothiazines ~ а 2 4 
ECT and Pheno- 

thiazines 8 7 9 24 
ECT and Pheno- 

thiazines 

including Depot 

Phenothiazines 2 а I 5 
ECT only - I Е 1 


и 13 14 38 


It looks, therefore, as if, instead of the consecutive 
appearance of schizophrenic and depressive illnesses, 
these two are in a sense concurrent, but, bechuse pride 
of place is given to schizophrenic symptoms in arriving 
at a diagnosis, depressive ones are under-recognized 
(How many clinicians inquire into depressive symp- 
toms at all when confronted with florid apd clear-cut 
schizophrehnic illness?). The effect of treatment, far 
from inducing depression, is to remove the masking 
schizophrenic picture, revealing whatever residual 
depression exists after ECT and other therapy. An 
important objection raised by the author to the 
‘possibility that schizophrenic and affective psychoses 
are two independent dimensions rather than separate 
categorical disease entities’ is thus removed. 

A somewhat similar picture emerged when hypo- 
manic symptoms were considered. In the acute phase 
before treatment 8 of the 46 patients had some 
hypomanic symptoms and in 16 others these symp- 
toms were numerous. On recovery, 13 out of 38 had 
some hypomanic symptoms and in only 4 were they 
numerous. Two of the 4 and one of the 13 had not 
previously had such symptoms, but in all other cases 
they were more marked in the acute phase. However, 
14 ‘recovered’ patients were classified with a category 
indicating a definite element of mania. Only 6 were 
so classified initially, not, as we have just seen, because 
they lacked relevant symptoms bute because once , 
again precedence was given to florid schizophrenic 
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symptoms; e.g. Schneider symptoms, in arriving at 
the final classification. 

There seems to be no need for the author to 
postulate 'that much of what is currently classed as 
“acute schizophrenia" is really what might be termed 
a "manic equivalent" in a manic-depressive illness. 
His two-dimensional model is sufficient to account for 
the facts. In other words, in the acute phase of the 
illness in the subjects studied manic (and depressive) 
symptoms were present but were outweighed in the 
majority of cases by schizophrenic symptoms. The 
patients were treated accordingly, and in most cases 
the symptoms of the schizophrenic dimension remitted 
more completely, leaving those of the effective 
dimension relatively more prominent. Attention to 
the affective component of a psychotic illness, in the 
initial as well as subsequent stages of the ilIness, might, 
as the author suggests, be of prognostic value, but to 
do this there is no need to squeeze a schizophrenic 
patient into a manic-depressive mould. Both com- 
ponents can be evaluated separately. 

I would like to thank members of the UK/US 
Diagnostic Project for their guidance in the use of the 
Present State Examination and help in processing the 
data. 


P. ABRAHAM. 
Cambridge Military Hospital, 
Aldershot, 
Hants. С тг 2AN. 
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Dear Sm, 


Dr. Ollerenshaw (Journal, May 1973, 517-30), has 
produced a carefully argued case for restricting the 
use of the term schizophrenia to patients who fail to 
recover from functional psychotic illness. The test, 
however, of a diagnostic classification is its value to 
those who use it, and examined in this light the 
proposed changes are by no means an advantage. 

Basically, we hope that diagnosis reflects a common 
aetiology, a concept which is difficult in psychiatry 
where so many factors are operating. Since 
diagnosis is most commonly used to predict the most 
effective physical treatment, presumably reflecting 
a common biochemical change, the current classifica- 
tion distinguishes neuroleptic responders from tri- 
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cyclic-lithium responders, which is of more value than 
distinguishing poor responders from good responders 
to psychotropic drugs as a whole. Other means of 
isolating a clinical entity, such as genetic, only partly 
support Dr. Ollerenshaw. For example, a recent twin 
study has confirmed genetic loading for schizophrenia 
but shown none for outcome (Margit Fischer, 1973). 

Diagnosis is also used to standardize research, for 
which purpose it is essential that psychiatrists use it 
reliably. Although there is ample evidence that 
psychiatrists do not agree cross-nationally on the 
concept of schizophrenia, the agreement within 
Britain seems close (Copeland, 1971). Despite the 
ability of Vaillant to predict outcome successfully in 
82 per cent of cases, I doubt that other psychiatrists 
would agree on such factors as schizoid personality, 
insidious onset, and affective colouring. While out- 
come can provide a simple validation, it would take 
too long to be established as useful in research, and 
differential drug response is quicker. 

In one area at least the change might be of value, 
this being the prediction of outcome, However, in 
practice psychiatrists are reluctant to commit a patient 
to a poor outcome and so would underuse the diag- 
nosis. On the other hand, when used, the diagnosis 
becomes self-fulfilling by inducing therapeutic apathy. 
These tendencies would further reduce the value of 
the diagnosis for research. Thus despite its inade- 
quacies I think we do better to stick to our current 
concept of schizophrenia, while recognizing a sub- 
category with poor prognosis. 

The Maudsley Hospital, 


Denmark Hil, 
London SE3 8AZ. 


J. M. KELLETT. 
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Dear Sir, 


Several recent papers have reflected an upsurge of 
interest in the ‘depressive phase’ which frequently 
seems to follow the ‘acute schizophrenic phase’ in 
patients originally diagnosed as su g from ‘acute 
schizophrenia’. 
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Ollerenshaw's paper in the May 1973 issue of this 
Journal contains a discussion of recent thinking on 
this phenomenon. The ‘depressive phase’ is usually 
regarded as following a resolution of the disorder. 
Some writers state explicitly that they regard this as 
progress towards health; most others imply that this 
1S SO. 

'The controversial attempts of Melanie Klein to link 
the normal successive development phases in children, 
usually described as ‘paranoid-schizoid’ and 
‘depressive’, to psychoses developing later were not 
discussed by Ollerenshaw. Nevertheless, modern 
analysts using the same disputed model of human 
development do work through the ‘paranoid- 
schizoid’ phase followed by the ‘depressive phase’. In 
the ‘paranoid phase’ such defences as omnipotence, 
projection and manic flight are present. Onset of the 
‘depressive phase’, in which a melancholy reality is 
pervasive, is always considered to be a therapeutic 
victory (1). It would, indeed, be unscientific to ignore 
the observations of such individuals. 

Vaillant (2), Ziskind et al. (3), and Ollerenshaw, 
in his recent paper, have discussed the observed fact 
that some patients originally diagnosed as suffering 
from ‘schizophrenia’ do present in their subsequent 
clinical history with symptoms which are exclusively 
affective in nature; these may be either manic or 
depressive. I believe it to be a common experience to 
encounter this type of history. It is not uncommon 
to find that there is a gradual progress from an 'acute 
schizophrenic’ phase through phases presenting 
dominantly as ‘depression’ and sometimes ‘mania’, 
to a situation in which the patient is relatively 
symptom-free. 

Many writers have commented on the maturational 
potentials inherent in certain psychotic episodes; 
these include Sullivan (4), Mayer-Gross (5), Bateson 
(6), Jackson and Watzlawick (7), and Levene (8). 
Autobiographical accounts by individuals who have 
suffered such disorders have described how the 
episodes become learning experiences. Bateson (6) 
quotes extracts from two such autobiographies. 

Both Ollerenshaw and Hoenig, who writes a 
critical review of Bleuler (9) in the same issue of this 
Journal, exhort us, following Schneider, to consider 
both the ‘form’ and the ‘content’ of the psychoses. 
Both writers suggest that this will enhance our under- 
standing of the disorder. 

Of course, ‘form’ and ‘content’ thinking has been 
with us since antiquity. The anthropologist Levi- 
Strauss (10), in his analysis of totemism, has shown 
that such dichotomies are part of the basic nature of 
human thinking. However, the point is that such 
dichotomies е an obstacle to understanding 
unless an a made at synthesis. The evolution 
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of understanding proceeds by the synthesizing of such 
opposites, later to be superseded by new dichotomies. 
For example, Paul Dirac, who has recently somewhat 
belatedly been admitted to the Order of Merit, 
received the Nobel Prize as a young man for achieving 
such a synthesis in the realm of physics. I would 
maintain that to think of an ‘acute schizophrenia’ in 
terms of ‘form’ and ‘content’ is likely to hinder under- 
standing. 

In his paper Ollerenshaw seeks to account for the 
observed facts. He properly rejects the logical 
absurdity of ‘schizo-affective disease’ and suggests 
that ‘the schizophrenic syndrome is a non-specific 
clinical entity, which can be symptomatic not only 
of organic cerebral dysfunction but also of manic- 
depressive psychosis—particularly the manic phase 
as well as schizophrenia’. He feels that such a theory 
would ‘make comprehensible those frequent cases 
where the patient has an acute ‘schizophrenic’ illness 
on one occasion and an ‘affective illness’ on another, 
and those cases where an ‘acute schizophrenic’ illness 
is followed on recovery almost immediately by typical 
endogenous/psychotic depressive symptoms’. Olleren- 
shaw also suggests that Eysenck’s (11) proposal for 
the resolution of the unitary/binary controversy in the 
field of depressive illness could not explain the con- 
secutive appearance of the two syndromes in the same 
patient. This would seem to be correct. 

It is my belief, however, that Ollerenshaw’s specu- 
lative suggestions cannot account for the observed 
phenomenon in a satisfactory manner. He does not 
explain either the frequency with which two con- 
ditions occur together, or the cardinal point that there 
is a dynamic of growth from the ‘acute schizophrenic 
phase’ to the ‘depressive phase’ and towards health. 
Most writers have commented on the progress from 
relative ill-health to the relative health of the ‘depres- 
sive phase’. There is a theory, however, which can 
account for the observed data with more precision 
and elegance. It is not new, and has been the subject 
of controversy for many years. It is a theory which is 
implicit in Bleuler’s ideas on ‘schizophrenia’. It is 
that, in the case histories discussed, the slow resolution 
of maturational conflicts occurs within the constraints 
of the unchangeable. It is a mistake to consider such 
developmental theories as postulating the ‘psycho- 
genic’ origin of psychoses. Psychogenic v. organic 
dichotomies are as sterile to new thought as the old 
nature/nurture dichotomies were in the past. 

In addition to determining the nature of action of 
the drugs which cause depression following ‘acute 
schizophrenia’, we should also look at the therapeutic 
potential of such a phase. However, it would be 
unwise to assume that the majority of patients , 
diagnosed as ‘acute schizophrenia’ will deteriorate. 
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Better understanding of the stages of such disorders 

should aid therapeutic procedures. 

PETER KELLETT. 

Minsmere House, The Ipswich Hospital, 

Heath Road Wing, Ipswich IP4 5PD, 

Suffolk. 
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AN OBSESSIONAL PATIENT 
TREATED WITH CLOMIPRAMINE 


Dear Sir, 


Following a recent description of phenomeno- 
logical differences in patients with obsessional 
symptoms treated with Clomipramine (Capstick, N., 
and Seldrup, J., Brit. 7. Psychiat., 1973, 122, 719-20), 
I should like to present the following case history: 

A 45-year-old married male ex-teacher has had a 
variety of obsessional symptoms since the age of 18, com- 
prising obsessional thoughts of harming others, particularly 
relatives. The thoughts had a bizarre quality, though 
insight was retained, For example, when passing a tree he 
could not avoid thinking that evil would flow from him 
into the tree, to spring out and harm the next passer-by. He 
had a repertoire of compulsions to avoid harming others, and 
numerous other checking rituals. He was incapacitated 
for up to two hours each morning with cleaning after 
défaecation, and handwashing. His symptoms were 
accompanied by subjective tension and irritability. He 
also possessed a well-developed visual memory which 

* contributed to rumination over memory images of past 
activities, 
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He is a highly intelligent man, with traits of meticulous- 
ness and high morality, who nevertheless has an ability 
to make relatively deep relations. He has had seven 
separate breakdowns with exacerbation of obsessional 
symptoms. During one of these, which was accompanied 
by depressive shift, he took 100 Parstelin tablets. 

He had been treated with major and minor tranquilli- 
zers, monoamine oxidase inhibitors, and, during the 
depressive shift, ECT, all with minimal success for the 
obsessional symptoms. For two years he was in psych- 
analytically orientated psychotherapy, which produced 
a lessening of his tension but little improvement in the 
obsessional symptoms. 

He was referred because of a worsening of his obses- 
sional symptoms and guilt about not working. It was 
planned to explore his symptomatology with a view to 
behaviour therapy. He received behaviour therapy and 
supportive psychotherapy for some months, but there was 
improvement only in the tension. The obsessional symp- 
toms finally increased to incapacitating levels, together 
with tension and fatigue, during a frustrating work 
situation. He showed no features of endogenous depression, 
though he did show some depressive ideation and affect in 
response to the obsessional symptoms. He was put on to 
haloperidol 0-5 mg. t.d.s., with little effect on tension, 
then started on oral Clomipramine 75 mg. daily, rising to 
150 mg. daily. It was explained to him that the purpose of 
the drug was to decrease his tension and depression, and 
he was warned that the obsessive-compulsive phenomena 
would not be substantially affected, though he might feel 
more adequate to deal with them. 

Within ten days to two weeks he was reporting almost 
complete freedom from obsessional thoughts and com- 
pulsions, though he remained rather fatigued. An un- 
solicited letter from his wife, previously resigned to his 
condition, commented on his remarkable improvement 
and freedom from symptoms for the first time in many 
years. The behaviour therapy involving relaxation 
practice and thought-stopping became more effective. 

He was subsequently employed on an equally frustrating 
job involving exacting work at high speed under conditions 
of isolation and darkness (photo-finishing). Previously, 
during a similar task, he had experienced elaborate 
obsessions, including the thought that calamity would 
befall the photographed figures unless the work was 
carried out to perfection. In the present job, however, he 
was unable to continue because of tension and fatigue, but 
at no time did he experience obsessional thoughts. 


Although the value of the single, impressionistic 
study is limited, this case would seem to be an 
example of obsessional phenomena alone responding 
to Clomipramine, in a long-standing history of pure 
obsessive-compulsive neurosis, with absence of 
endogenous mood change. From the expectations 
given, placebo effect is unlikely. 

R. L. Symonps. 
Whitchurch Hospital, 
Cardiff CF 4 7XB. 
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given in full. Book titles are to be given with iniual capitals for important words, and with place of 
publication. References to articles should include tlie names of all authors. The title of the article should 
be giver without initial capitals and within quotes; the last as well as the first page should be included in 
the reference. Chapters in books should be treated in the same way as articles in journals. For example: 

1. ABEL-SurTH, B., and Trruuss, R. M. (1956). The Cost of the National Health Service in England 
and Wales. Cambridge. 

2. Apenson, M. Н. (1969). ‘Drug withdrawal in male and female schizophrenics.’ British 
Journal of Psychiatry, 115, 961-2. 

3. APPEL, К. А. (1959). ‘Religion’, in American Handbook of Psychiatry (ed. Arieti). New York. 

In the body of the paper, references may be by author and date: ‘Abenson { 1969)’; or by reference 
number: ‘Abenson (2)', as the author wishes. 

Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 

Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 

10. Fifty reprints of each article are supplied free of charge to the senior author: delivery instruc- 


tions, and orders for additional copies at the same time, must be sent to the printers, Headley Brothers 
Limited, А he Invicta Press, Ashford, Kent. 
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Psychosomatic Glassics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. * 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); M. F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and А, P. Shapiro (Pittsburgh, Pa.). 


VIII + 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.18 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3—8058—1232—5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the 'Visceral Brain'. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. III. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenai Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gasjro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Illness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how wel! the authors" 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of thís exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 
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Director, Out-Patient Service: 


$28,000-332,100 


Thistletown Regional Centre for Children and 
Adolescents, MINISTRY OF HEALTH, located in 
northwestern Metro Toronto, requires a Senior 
Child Psychiatrist to assume leadership of the 
Out-Patient and Community Services. 


The Centre provides in-patient, out-patient and 
day treatment services to emotionally disturbed 


Alternative professional contract engagement 
also available at $27,000- $34,000 per annum. 


Qualifications: Licenced to practise in Ontario 
or eligible for such licence; certification by the 
Royal College of Physicians and Surgeons in 
Psychiatry or eligible for such certification; 
considerable child psychiatric clinical experience. 





children and adolescents and is affiliated with 
the Department of Psychiatry, University of 
Toronto, as a training centre ín child psychiatry. 
The Out-Patient Department has been enlarged 
with a new wing with modern teaching facilities. 


С̧у) Ontario 


ontario Public Service 


Please write to: 

Clinical Director, Thistletown Regional 
Centre for Children and Adolescents, 11 Farr | 
Avenue, Rexdale, Ontario, Canada MSV 2A5. | 
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MODERN SYNOPSIS OF COMPREHENSIVE TEXTBOOK OF PSYCHIATRY 


Alfred M. Freedman, Harold I. Kaplan and Benjamin J. Sadock 
1973 870 pages 170 illustrations £1.25 


Although this book owes its genesis to Comprehensive Textbook of Psychiatry it is far 
more than an abbreviation of the parent volume. The authors' aim has been to provide 
the practitioner or student with the most up-to-date information available in the many 
areas of psychiatry and the behavioural sciences, and to set this knowledge within a 
sound theoretical framework. With this end in view they have completely and thoroughly 
updated the subject matter of the earlier book, particularly in the areas of psychopharma- 
cology, neurophysiology and biochemistry as applied to human behaviour, where recent 
advances have been most significant. Material concerning the behaviour of individuals, 
groups and systems has also been drawn from the social sciences. 

This book covers the entire field of modern American psychiatry and the behavioural 
Sciences and brings together, in readable style and manageable format, the disparate 
elements of a widely diversified field. It wil! prove of great value to everyone involved in the 
treatment of the emotionally disturbed and mentally ill—psychiatrists, psychologists and 
other mental health professionals, physicians and medical students. 

Comprehensive Textbook of Psychiatry was described in Journal of the American Medical 
Association as 'a monumental work destined to be a classic source of authoritative 
infornfation. There is simply nothing comparable to it available to the medical profession'. 
MODERN SYNOPSIS is a continuation in the same tradition. 
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Just published 
Clinical Aspects of Dementia 


By JOHN PEARCE, M.D., M.R.C.P., Consultant Neurologist, Hull Royal Infirmary, 
Yorkshire. With chapters on CLINICAL PSYCHOLOGY AND EPIDEMI- 
* OLOGY by EDGAR MILLER, B.SC., M.PHIL., Lecturer in Clinical Psychology, 
University of Southampton. With a foreword by J. №. WALTON, T.D., M.D., D.SC., 
F.R.C.P., Professor of Neurology and Dean, University of Newcastle upon Tyne. 





This new book approaches the dementias from an essentially clinical 
point of view, and material is presented in the order in which it would 
be encountered in practice. Thus there is first a description of the 
preliminary assessment of the patient, and this is followed by a detailed 
clinical description, diagnosis, psychological testing and other investiga- 
tions, pathology and management. Recent scientific developments are 
discussed whenever relevant and so provide a rational basis for diagnosis 
and management of the patient. Psychological testing is an important 
part of diagnosis, and the text includes an illuminating chapter on this 
* subject—an essential study for physicians who have to deal with the 
organic psychoses. 
The authors concentrate on the presenile dementias, for these are 
relatively common, pose most problems of management, and are the 
* most susceptible to cure or improvement. This book, which will interest 
the student neurologist and psychiatrist, also contains much that is 
. essential for the geriatrician and general physician who is so frequently 
faced with the management of patients with dementia. 


Contents: 


Foreword by Professor J. N. Walton|Preface| Aspects of ageing: outstanding 
problems of dementia| Epidemiology|Clinical description of dementia| The 
dementing diseases/ Differential diagnosis| Neurological signs in dementia] 
Radiological, EEG, cerebral blood flow and other methods of investigation| 
Neuropathology of dementia| Psychological testing] The psychological changes 
in dementia] Nosology| Management of demented patients| Index. 


1973 1st edition 142 pp 12 plates, 15 figures £3.00 
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"Таке the patient pulse 


Tachycardia and Palpitations 
Headache - Lump in the throat - Pounding in the neck - Tremor 
Sweating - Non-specific chest pains - Undue fatigue 
Control somatic symptoms of sympathetic 
hyperactivity with Inderal 


Detailed information available on request 


Inderalen:= 


PROPRANOLOL TRADE MARK 





Imperial Chemical Industries Limited, Е 
Pharmaceuticals Division, Alderley Park, Macclesfield, Cheshire SK10 4ТЕ PH 811 
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AUTOGENIC THERAPY 


A Six-Volume Series 


Edited by Wolfgang Luthe, M.D. 


New... 


Volume VI—Treatment with Autogenic Neutralization 
CONTENTS: 


FORMS AND MANAGEMENT OF RESISTANCE DURING AUTO- 
GENIC ABREACTION: Introduction; Neutralization-Antagonizing Forms 

of Resistance; Neutralization-Facilitating Forms of Resistance; Essential 
Forms of Resistance: Indirect Psychophysiological Resistance; Resistance and 
Autogenic Abreaction at Home. SPECIAL PHENOMENA OF AUTO- 
GENIC ABREACTION: Multiple Images; Unusual Brightness and Related 
Phenomena; Images of Oneself; Thematic Sequences of the Death-Life Cycle; 
The Pain-Crying Mechanism; The Pain-Aggression Mechanism; Sexual e 
Dynamics; Autogenic Training, Sleep, and Dreams. APPENDIX. 1973, 
488 pp., $19.75 ISBN 0-8089-0692-5 


Vol. E: Autogenic Methods, 1969, 272 pp., $13.75 ISBN 0-8089-0270-9 

Vol. H: Medical Applications, 1969, 232 pp., 311.75 ISBN 0-8089-0271-7 

Vol. HI: Applications in Psychotherapy, 1970, 240 pp., $11.75 ISBN 0-8089-0272-5 
Vol. IV: Research and Theory, 1970, 288 pp., $14.75 ISBN 0-8089-0273-3 


Vol. V: — Dynamics of Autogenic Neutralization, 1970, 368 pp., $17.50 
ISBN 0-3089-0664-X 


Published by GRUNE & STRATTON, INC. 


A subsidiary of Harcourt Brace Jovanovich, Publishers 


Available through ACADEMIC PRESS, INC. 
24/28 Oval Road, London NWI 
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Government of Malawi 


Ministry of Health 


requires 


Psychiatrist 


Salary £4,431 -- Tax Free Gratuity 
Maximum emoluments equivalent 
to a U.K. salary of £6,300 


Required to take full professional and 
administrative charge of the main 
Mental Hospital in Malawi, will also be 
Consultant to other hospitals. 


Candidates, aged 30-50, should possess 
a medical degree and should preferably 
have held a consultant psychiatric post. 
Alternatively a Diploma in Psychiatric 
medicine would be acceptable. Pre- 
ference will be given to candidates with 
at least five years professional experi- 
ence in Psychiatric Medicine. 


Paid leave with free passages and 
baggage allowance. Education allow- 
ances and subsidised housing. Loan 
for the purchase of a car. Free medical 
attention. 


Please apply to MALAWI BUYING 
AND TRADE AGENTS, Recruit- 
ment Section, Abbey House, 6 Vic- 
toria Street, London SW1H OLA 


‘for an application form and fur- 


ther particulars quoting reference 
number §89/B. 








COURSES 


The Arbours Association (among its founders 
Drs. Morton Schatzman and Joseph Berke). 


A new Training Programme for Psychothera- 
pists and Social Therapisis is to begin in 
January 1974. Two years of seminars and 
Lectures on philosophy, anthropology, lan- 


guage and communication theory, sociology, 


clinical psychology, psychoanalysis and 
psychotherapy. Students will be expected 
to live for at least 6 months in an Arbours 
household, and to participate in the work of 
the Arbours Crisis Centre. For further 
information write to: The Arbours Associa- 
tion, Training Programme, 55 Dartmouth 
Park Road, London, NW.5. 


YOUTH: 
Problems and Approaches 


Edited by S. J. SHAMSIE M.D. 


Each of the three sections that make up this book 
of fifteen chapters begins with an interview with 
a well-known youth worker. Margaret Meade is 
interviewed on youth and culture, Irene Josselyn 
on youth and mental health and Maxwell Jones on 
youth and community. Written primarily by psychi- 
atrists, this book on youth and the problems of 


adolescence is free of technical terms and 
analytical jargon. 
384 pages £3.60 





IA Henry Kimpton Publishers 


205, Great Street, London WIN GLR, Telephone 01580 6381 


xviii 


BRITISH JOURNAL OF PSYCHIATRY, OCTOBER 1973 










„many therapists have begun 
to use high dose or meganeuroleptic 
therapy for chronic 
schizophrenics who without 
such treatment would 
be prisoners of psychosis 
indefinitely.” 






release the 
umpyisoned типа 


Serenace can be used with confidence in 
doses of up to 90 mg/day for the rapid 
control of the agitated psychotic and to 
achieve a therapeutic breakthrough in 
chronic schizophrenia. 

High doses of Serenace can liberate many 
schizophrenics from the treadmill of merely 
adequate control with minimal side effects, 
indeed it has been reported that “Those 
experienced with high dose haloperidol 
(Serenace) therapy testify that it is 
remarkably safe. ..””' 

t Dis. Nerv, Syst., 1972, 33(7), 459 


Serenace 


(Haloperidol) 
Further information is available on request. 


К. ЕЗ Searle Laboratories 
У jm P.O. Box 53, Lane End Road, 


High Wycombe, Bucks. HP12 4HL. 


Serenace is.a registered trade mark. 
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Whether you use amitriptyline for most of your depressed patients ог 
just a few, you will want to prescribe the advanced formulation that 
makes amitriptyline treatment simpler and safer. 

This is Lentizol, sustained-release amitriptyline. 

Simpler because Lentizol is taken only once a day, at bedtime. 
This simple dosage regimen reduces patient default, makes 
treatment more certain. 

Safer because Lentizol deals with an important presenting 
symptom - insomnia - by concentrating sedative effect during 
the patient's sleeping hours. 

Also, since Lentizol produces the same response at two-thirds 
the dosage of ordinary amitriptyline, the risk of daytime 
drowsiness is reduced. The cost of treatment with Lentizol is 
comparable to ordinary amitriptyline. 

VOS Capsules containing 50 mg. & 25 mg. amitriptyline in sustained- 
release form. Further information on request. William R. Warner 
& Co. Ltd., Eastleigh, Hants. Tel: Eastleigh 3131. "Lentizol" is a 
registered trade mark 
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The Delineation and Measurement of Study Difficulty 
in University Students* 


By SIDNEY CROWN, C. J. LUCAS and S. SUPRAMANIAM 


Psychiatric disturbances in a student popula- 
tion span a broad spectrum and include overt 
illness, a heterogeneous group of psychosocial 
problems with varied and changing symptoma- 
tology and normal crises of development. Com- 
plaints of work difficulty often form part of the 
symptomatology of all these groups, and not 
infrequently may be the presenting symptom. 
Quantification is difficult because the symptoms 
vary in degree and form, and change over time. 
They may be unreported or voiced only to 
friends or tutors. Their prevalence and signifi- 
cance is therefore hard to assess. In a cohort 
study spanning a four year period, Lucas (un- 
published data) found that of the 15 per cent of 
the cohort who received brief psychotherapy, 
more than three-quarters had a work difficulty 
of some kind. Of the 26 per cent of the cohort 
who never attended the Student Health Centre 
nearly half replied ‘yes’ to a question asking 
whether they had experienced recurring work 
difficulty. 


THEORETICAL ANALYSIS or STUDY DrericuuTY 

1. Psychological factors 

These factors may be intellectual, emotional, 
or motivational. Intellectual factors include 
intelligence, learning, memorizing, recall and 
utilizatión of knowledge in problem solving. The 
processes are continuous and study difficulties 
may arise at any stage. Emotional factors relate 
both to broad typologies (such as introversion- 
extraversion) and to psychiatric symptom 
patterns (such as anxiety, obsessional difficulties, 
psychosomatic disorders, or depression). Moti- 
vational factors may include conflicts with basic 
drives (such as sexuality or aggression) and with 
acquired drives (such as interests and level of 


Жаа was unpaved Бута grant from the 
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aspiration). Amongst acquired drives an ability 
to pursue individual study is highly valued in 
educational institutions. 


2. Social-cultural factors 

Social-cultural pressures impinge upon stu- 
dents. In the immediate environment are 
economic factors, relationships with authority 
figures and peers and educational pressures. The 
immediate environment is sustained in a 
cultural matrix which may itself influence study 
effectiveness, helping, or perhaps handicapping 
in, for example, immigrants or those moving 
from one type of home sub-culture to a different 
one at college. The features of the particular 
institution itself form a central part of the 
student's social-cultural environment. Attitudes 
to and expectation of students vary according to 
factors such as whether institutions are pres- 
tigious or not, academically or vocationally 
orientated, harmonious in staff relationships 
and in staff student relationships or the converse, 
or teaching or research orientated. 


3. Interactional factors 

Psychological, social-cultural and institu- 
tional factors interact, so that not only шау: а 
student be less effective in one environment than 
another but there may be constant changes 
in his study effectiveness as he develops from his 
first year onward. A student who had study 
difficulty in one institution or at one time 
because of these complex interactions may well 
work effectively in another institution or at 
another time in the same institution. 


Previous RESEARCH 
Research on study has been success-orientated 
—what makes a ‘good’ student, and failure- 
orientated—what makes for study difficulty. 


ра 
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382 THE DELINEATION AND MEASUREMENT OF STUDY DIFFICULTY IN UNIVERSITY STUDENTS 


The first approach is broadly that of the 
educational psychologist, the second that of the 
clinically orientated psychologist or the psychi- 
atrist. 


1. Educational research 

There has been interest in contrasting high 
and low achievers in terms of study habits and 
attitudes, motivation and personality. Some of 
the literature has been reviewed by Miller 
(1970). High achievers tend to be more syste- 
matic and consistent; for example, they read 
more references, make better use of library 
facilities and attend to pressing tasks immedi- 
ately. These more effective study methods 
suggest higher motivation. Brown and Holzman 
(1955) showed that attitude items differentiated 
high and low achievers better than method 
items. Wankowski (1968) found four important 
areas contributing to failure: uncertainty of 
future goals, persuasion to enter university, lack 
of interest in the course and study difficulty. He 
also found that these influences were inter- 
related. 

Many studies have attempted to examine 
relationships between personality variables and 
academic success. In general, moderate neuro- 
ticism and introversion relate positively to 
success, at least in some contexts (Furneaux, 
1962). There have also been attempts to assess 
motivation in relation to achievement. The 
concept of motivation is a complex one and 
must obviously be related to personality and 
environmental variables. Some workers have 
distinguished external incentives from intrinsic 
interest. ‘This last aspect has been shown to have 
some relation to success (Miller, 1970). 

Entwistle and Entwistle (1970) found success- 
ful students tended to have below average scores 
on extraversion and high scores on study 
methods and motivation scores. However, the 
interrelationships were complex. Later work 
(Entwistle et al., 1971) indicated a tendency for 
highly motivated students to be extraverted, 
while those with good study methods were 
introverted. To complement findings from 
correlational analysis, Entwistle and Brennan 
(1971) used cluster analysis to relate certain 
characteristics (social class, С.С.Е. A-level 
performance, and various cognitive, affective 


and other characteristics) to academic attain- 
ment. The typologies emerging appeared mean- 
ingful and suggest the existence of alternative 
paths to academic success and failure. 

In a wide-ranging review of the literature 
relating to college failure and spanning a 
twenty-five year period, Sexton (1965) found 
many inconsistencies, She concluded, however, 
that one trait could be clearly identified: 
immaturity in attitude, operation and outlook. 
This immaturity manifested itself either in over- 
demanding dependence on parents or others, or 
as rebellion against authority and resistance 
to study. * 


2. Clinical research 

It has been noted that widely different 
symptom patterns may exist. Malleson (1957), 
for example, recognized students presenting 
anxiety over study in contrast to students who 
suffered apathetic withdrawal. He also noted 
another group whose symptoms were mainly 
somatic. In a later account, Malleson (1965) 
distinguished primary and secondary study 
difficulty. In the latter, study is disrupted as a 
side effect of a personal problem. The former he 
sub-divides into obsessional, disorganized, re- 
tention and recall difficulties, and product 
difficulties, in which work is learned but not 
presented. He also points out that study diffi- 
culty and examination anxiety may or may not 
co-exist in the same person. 

Ryle (1969), after noting that no psychiatric 
classification ádequately accounts for those who 
do and those who do not experience academic 
difficulty, distinguished 'disorganized' and 'dy- 
namic' categories within his group of psychiatric 
disturbances with study difficulty. This sub- 
division is similar to Malleson's secondary and 
primary study difficulty. Ryle describes how the 
‘dynamics’ of his second group may be explored 
psychotherapeutically and investigated by means 
of the Kelly Repertory Grid. His examples 
illustrate the relevance of relationships with 
important persons, past and contemporary, to 
the students’ difficulties and the subtle and 
complex ways in which these operate. Factors 
related to learning difficulties by Harris (1961) 
included parental marital discord, 5n particular 
when related to excessive ambition for, or false 
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expectation about, their children. In his re- 
ported cases, anxiety stemming from aggressive 
competition was an important feature. Blaine 
and McArthur (1971) conclude that there are 
two main unconscious conflicts which under- 
mine achievement in students. One of these is an 
unwillingness to be what someone else wants 
him to be. Instead there is an insistence on 
individual performance according to personal 
standards, even if this means losing prestige in 
everyone’s eyes except his own. The second 
conflict is a rebellious one and represents a 
retaliation against parents who are unconsciously 
resented. 


3. Psycho-social interaction 

Recently the interaction between social forces 
within the institution and individual attitudes 
has been stressed. Zinberg (1971) describes a 
sociological analysis of ‘badness of fit’ in a science 
department. Lucas and Stringer (1972) used the 
Dynamic Personality Inventory (Grygier, 1970) 
in a cohort study of architecture students to 
explore interactions between personality pro- 
files and selection, mental health and academic 
performance. Those reporting psychological 
symptoms had personality attributes similar to 
those which related to academic success, and 
also to those which were ‘selected’ by the 
departmefit. 


4. Summary of previous research 

(i) The early hope that individual psycho- 
logical factors such as intelligence, neuroticism 
and introversion might be highly predictive of 
the successful student or the drop-out have 
given way to the realization that although these 
and other factors correlate ‘significantly’ with 
achievement their individual or combined pre- 
dictive value is poor. The bulk of variance in 
student success or failure is not accounted for 
in terms of these factors. 

(ii) It has become clear that the relationships 
between personality variables and academic 
attainment or difficulty is exceedingly complex. 
Emotional instability, for example, can produce 
a work block or it can be related to the highest 
academic success. Similarly, the relationship of 
extraversion to academic performance, although 
small and negative overall, can vary according 
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to whether or not extraversion is combined with 
emotional stability (Entwistle and Entwistle, 
1970). In some contexts, where group learning 
is important, extraversion may even relate to 
success (Lucas and Stringer op. cit.). 

(iii) Interactional aspects are of profound 
importance, so that a factor such as 'motiva- 
tion’ must be viewed as a product of the inter- 
play of forces in the person and environmental 
attitudes and pressures. Thus motivation may 
vary from time to time and from environment 
to environment. 

(iv) Even at a descriptive level an agreed 
categorization for types of study difficulty has 
yet to be evolved. 


A1Ms OF THE РкЕЗЕМТ STUDY 

1. To develop a systematic method of de- 
scribing and measuring study difficulty. 

2. To test the hypothesis that within a popula- 
tion of undergraduate students study difficulty 
related both to psychoneurotic difficulties and to 
motivational difficulties. 


Tests 
The University College London, Study Difficulty 
Questionnaire (UCLSQ) 

The UCLSQ was originally conceived by one of 
us (CL) in an attempt to objectify clinical findings 
relating to the types of study difficulty seen in students 
presenting to the Health Service. The sub-groups of 
symptom categories were evolved during discussions 
between us and physicians and psychotherapists 
concerned with Student Health work. Only affective 
and motivational factors contributing to study 
difficulty were assessed. No attempt was made to 
tap social-cultural or interactional factors; nor did 
the questionnaire attempt to explore the aetiology of 
study difficulty. The UCLSQ (Appendix) is made 
up of seven sub-scales, each consisting of nine items, 
as follows: (1) anxiety, (2) obsessionahty, (9) de- 
pression, (4) disorganized-distractable, (5) low 
motivation, (6) somatic, (7) work satisfaction. The last 
test was included to initiate research into the complex 
relationships that exist between factors such as work 
satisfaction, work success and neurosis. 


The Middlesex Hospital Questionnaire 

The Middlesex Hospital Questionnaire (MHQ) 
was used operationally to define the major groups of 
psychiatric symptoms and personality traits assessed 
by psychiatrists in an initial clinical ‘examination. 


N 
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It consists of six sub-scales measuring free-floating 
anxiety (FFA), phobic anxiety (PHO), obsessionality 
(OBS), somatic anxiety (SOM), depression (DEP), 
and hysterical personality traits (HYS). The test 
was originally developed by Crown and Crisp (1966), 
and research upon it has recently been summarized 
by Crown (1972). 


Groups 

Both tests were given to two groups of students. 
The first was a control group made up of the 1970 
intakes of the English and Chemistry Departments 
and the Medical Faculty (pre-clinical Medical and 
Dental Students of University College London). 
In all 223 students completed both questionnaires. 
The patient population of 81 consisted of students 
who sought help from the College Health Centre and 
whose symptoms or difficulties were severe enough to 
warrant at least one detailed discussion. Overseas 
and postgraduate students were not included. The 
patient group was subdivided independently of their 
questionnaire scores into those who presented their 
symptoms predominently as study difficulties and 
those who presented more in terms of general diffi- 
culties with little or no complaint about work. The 
tests werc administered by clinicians in the course 
of their day to day work. Scores were reviewed 
regularly at weekly case conferences, so that some 
impressions were gathered of the matching between 
the questionnaire scores and the clinical picture. 
Although there were undeniable anomalies, the 
general impression was of satisfactory agreement. 


RzsurLTS 
Access to the University College London 
Computer Service made it possible for us to 
validate the UCLSQ, using a number of 
different methods. 


1. Reliability 

Scores from the patient group (n = 81) and 
from a random sample (n = 50) of the control 
group were used to make separate estimates of 
reliability for the seven UCLSQ sub-scales by 
the Split Half Method. Reliability coefficients 
to which the Spearman-Brown correction 
formula had been applied are given in Table I. 
Reliability estimates on all sub-scales are found 
to be satisfactory for the patient group. Low 
coefficients on obsessionality and disorganized- 
distractable scales for the control sample were 
found, although obsessionality on the UCLSQ, 


TABLE I 
Reliability coefficients for seven sub-scales of UGLSQ, 








01 2 3 4 5 6 7 





Patients 
n-81 -82 :50 :53 -66 
Controls 


n--50 ‘75 27 '49 :26 -64 -59 -70 


and the OBS sub-scale of the MHQ were seen 
to be significantly correlated. 


2. Inter-correlations 

Correlation coefficients (Pearson r) between 
sub-scales on both the UCLSQ and MHQ were 
computed separately for the patients and the 
control groups. The matrix of inter-correlations 
is reproduced in Table II together with values 
of г at the 5, І, and o: 1 per cent significance 
levels. 


3. Comparison between patients and controls on 

UCLSQ and MHQ 

Mean scores on each sub-scale of the UCLSQ. 
and MHQ were compared to see whether there 
was any significant difference between patients 
and controls. Student’s t-test for independent 
samples was used after establishing the existence 
of homogeneity of variance (F-test). Mean scores 
for the two groups with the observed t-values are 
given in Table III(a) and (b). Scores on all 
sub-scales of the UCLSQ except work satisfac- 
tion are found to show significant differences 
between the two groups. Patients differ signifi- 
cantly from controls on four of the MHQ sub- 
tests viz. FFA, PHO, SOM, and DEP. 


4. Comparison of independent sub-groups within 

patient sample 

Patients were classified into two sub-groups 
according to whether they reported mainly 
study difficulty or mainly general difficulties. 
Results of the tests of significance for the 
difference between these sub-groups are given 
in Table IV(a) and (b). None of the MHQ 
tests shows any difference between those with 
study difficulties and those with general diffi- 
culties. In contrast, those having study diffi- 
culty score significantly higher on the obses- 
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Tase П 
Inter correlations between sub scales of UCLSQ and МНО, 





Controls below diagonal (п = 223) 
Values of r at the 5, 1 and o* 1 per cent levels of significance 
Р Р 


Patients Controls 
. *05 22 “12 
от “29 “17 
*OOI .36 QI 
. Taste ПІ 
Means of patient and control groups 
(a) UCLSQ. 


Patient (N = 81) 
Control (N = 228) 











I 2 3 4 5 6 7 
ANX OBS DEP DIS L.MOT SOM W.SAT 
Patient X  .. .. 7:26 6-81 6-17 6:00 8:64 4°79 7'41 
Controls Ф .. ++ 3749 5:63 3°53 3°73 5:59 1:89 8:41 
t value Ke .. 7'29 2:97 6-21 4° 7:36 7:09 1:61 
S.E. diff. A .. 0:27 0:28 0:18 0'22 0°30 0*19 0-06 
Sig. level Me RS “OO! +02 "001 .001 -001 ‘OOI "25 
(6) MHQ 
I 2 3 4 5 6 
FFANX P.ANX OBS SOM DEP HYS 

Patients X  .. 9770 4:16 6-30 5:54 6-25 727 
Controdsx .. .. 5°35 3°29 5°79 3°50 3°27 6:87 
t value S .. 8-72 2:56 1:23 6-05 8-26 0:90 
S.E. diff? E e 0725 0*12 0:17 O'1I 0*13 0:20 
Sig. level es Es *001 *025 «25 .001 -001 "258 
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Taste IV 
Comparison of sub-groups within patients 
Study difficulty (n = 59) 
No study difficulty (п = 22) 


























(a) UCLSQ. 
I 2 3 4 5 6 7 
ANX OBS DEP DIS L.MOT SOM W.SAT . 
S. difficulty x — 7°73 7:42 7:05 6:71 9°56 5:25 6-88 
No S. difficulty x 6-00 5:18 3:82 4:09 6:18 3°55 8-82 
t T Ds 1°39 2:16 3:87 2:58 3:23 1*5g 1:52 
S.E. difference 1:24 1°04 0°83 1°02 1:05 1-12 1:26 
Sig. level *25 *05 “OO! -025 “OI "25 "25 
(b) мно 
І 2 3 4 5 6 
FFANX P.ANX OBS SOM DEP HYS 
S. difficulty x — 9-88 4°03 6:37 5°54 6-49 7°39 
No 5. difficulty x 9°23 4°50 6-09 5:54 5°59 6-95 
t vs ES 0:76 0:59 0:33 0-0 1:07 0:58 
S.E. difference 0-86 0:79 0-85, 0-0 0-84 0:75 
Sig. level NS NS NS NS NS 


sional, depressive, disorganized-distractable and 
low motivation sub-scales of the UCLSQ. 


5. Discriminant function analysis 

The results of the previous comparison suggest 
that UCLSQ score profiles could be used to 
assign new cases to one or the other of the two 
groups. Discriminant function analysis was 
therefore carried out to substantiate the finding 
that the two sub-groups defined a priori on the 
basis of study difficulty, could be distinguished 
from each other on the UCLSQ scores. The 
variance ratio to test the effectiveness of the 
discriminant function was found to be highly 


significant (F,,,, = 3:56; Р <-o1). 


explained 72-6 per cent of the total variance. 
The Eigen values for the seven components and 
their individual contributions to the total 
variance are given in Table V. These values, 
known also as latent roots, give the extracted 
variances (sums of squares of the loadings) for 
each factor. T'he factor loadings of each variable 
on the three principal components after rotation 
of axes using the Varimax procedure (T'able VI) 
help to give a more meaningful interpretation of 
the variables under examination. Component 1 
has high weightings on anxiety, depression, 
and somatic symptoms. Component 2 has high 
positive weightings on obsessionality and work 


6. Principal component analysi road 

Я compo lysis 5s 3 В 

This analysis was carried out on the patient Pm fadam) cis 

group with two aims: firstly, to display the inter- 

relations in the UCLSQ data by reducing seven Eigen Proportion of 
variables to a minimum number of independent values total variance 
factors without making any assumption about т 2-80 40 
their underlying structure. Secondly, to obtain 2 1:42 .20 

a clustering of patients according to similarity 3 0°86 +12 
profiles based on their scores on the principal 4 076 E 
components. From the seven mutually ortho- 2 nae $06 
gonal compgnents derived from the analysis it 7 0:31 .05 


was possible to pick out three components which 


РА 
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Taste VI 
Varimax rotation of component loadings of each variable 
on principal components 
(Patients) 
Com- Com- Com- 
Variable ponent: ропеп з ponent 3 
1 :864 "159 "045 
2 +222 *8o1 *216 
3 "797 "024 352 
*4 "299 "177 "794 
5 “083 — +188 -860 
6 -799 ‘O14 +115 
7 — 078 :679 —:899 ° 





satisfaction. Component 3 has high positive 
loadings on the low motivation and disorga- 
nized-distractable sub-scales. 


7. Cluster analysis 

The similarity between persons when com- 
ponents are taken in conjunction may be 
quantified by using some distance function based 
on principal component scores to indicate the 
dissimilarity between points representing persons 
in the principal component space. Cluster 
analysis using principal component scores of 
patients yielded two fairly distinct groups. 
The first (n = 47) was characterized by low 
scores on Component 1 and high scores on 
Componénts 2 and 3. The second group (n = 
34) was characterized largely by patients having 
high scores on Component 1 and low scores on 
Components 2 and 3. We seem to have the more 
generally neurotic subjects (Group Two, Table 
УП) with apparent motivation but little 
obsessionality and work satisfaction almost 
invariably complaining of work difficulty. Group 
One subjects are less neurotic in a general sense, 
but are high both on the work obsessionality- 
work satisfaction component (2) and the low 
motivation-disorganization component (3). That 
a substantial proportion of this group complain 
of work difficulty may be related perhaps to the 
conflicting traits suggested by their component 
scores. 


8. Prediction of academic performance 

An overall criterion of academic performance 
could not be used because of the different systems 
of marking adopted by the various departments 
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Taste VII 
Cluster analysis of patients 


Cluster analysis—Groups 
one two 

Study р 

difficulty Low: High 2, 3 | High т Lowa, 3 








Reported .. 28 31 59 
Not reported 3 22 
34 


from which the samples were drawn. Further- 
more, the patient population was at varying 
stages in different courses. Tutors were therefore 
asked to rate students on a five point scale (A-E). 
This overall assessment was based on examina- 
tion results, course work and general im- 
pression. In the control group some of the 
subjects (Chemistry and Medical) had first year 
examination results, and for these students a 
mean performance score was available. Multiple 
regression analysis, using the sub-scales of 
UCLSQ and МНО as predictor variables, was 
applied to both patient and control data. 

1. Patients. Two dependent variables were 
considered: (1) Completion of the course or not. 
(ii) Academic performance score. None of the 
sub-scales predicted completion of course. 
Table VIII(a) gives a summary of results 
relating to academic performance. PHO on 
the МНО and low motivation on the UCLSQ 
are the only two variables which have significant 
predictive value in terms of academic perform- 
ance. The correlation with PHO was positive 
and highly significant. The correlation with low 
motivation was in the expected direction. These 
variables together account for 24-4 per cent of 
the variation in academic performance. 

When the three principal components derived 
from the UCLSQ data were used as predictors 
in the regression analysis, components 2 and 5 
are found to be significant. The relationships 
with 2 is positive and 3 negative. They contri- 
bute to about the same proportion of the total 
variation as the two sub-scales mentioned 
earlier. (Table EX) : 

2. Controls. Using control data it was found 
that only HYS on the MHQ and Somatic 
(UCLSQ) had significantly predictive value in 
terms of academic performance. Low scores on 


N 
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Tase VIII (a) 
Relationship between UCLSQ and MHQ sub-scales and academic performance. Patient data 








Multiple 
Step Variable Increase F value 
Number R RSQ in RSQ. 
1 PHO (MHQ) y Be 0:3847 0: 1480 0: 1480 11:9880o** 
2 L. Motiv. (UCLSQ) AE АЕ 0-4 0-2441 0-0961 8-6467** 
3 Somatic (UCLSQ) wi ya 0:52 0:2776 0:0335 3° 1047 
- 4  Disorg. (UCLSQ).. - Ае 0:5618 0°3156 о:0380 3:6662 
5 DEP (МНО) i i ў, 0-5926 0*3512 0:0356 3:566а • 
6 Work satisfaction (UCLSQ) >? 0:6074 0:3689 0-0177 1*7975 
7 SOM(MH ET ee ve 0-6128 0:3755 0-0066 0:6653 
8 HYS (MH s vs vs 0-6170 œ 0:3807 0:0051 0:5123 
9 Anxiety (ULCSQ) es з о.6185 0:3826 0.0019 o: 1899 
10 FFA (МНО) a D A: 0:6209 0:3855 0 +0029 0:2838 
rr OBS (MHQ) e ès 0:6217 0:3865 0-0010 0:0982 
12 Depression (UCLSQ) oe 2s 0-6221 0:3870 0*0005 00441 
++ P < ‘Or 
Tase VIII (b) 
Relationship between UCLSQ and MHQ sub-scales and academic performance. Control population 
Multiple 
Step Variable Increase F value 
Number : R RSQ in RSQ 
1 HYS (MHQ) 13 01956 о:0383 0:0383 8: 7945** 
2 Somatic (UGLSQ) 6 0:2587 0:0669 0-0286 6+'л550* 
з  Obsessionality (Осо) «. 2 0: 2849 00812 0:0143 3:4020 
4 L. Motiv. (UCLSQ) 5 092927 0:0857 0*0045 1:0687 
5 ‚ (UCLSQ) 4 053032 00919 0:0063 1:4944 
6 PHO (MHQ) 9 0:3075 0'0945 0-0026 0:6222 
7 Anxiety (UCLS I 0:9111 0*0968 0.0022 045335 
8 FFA (MHQ) 8 03130 0-0980 0:0012 0:2812 
9 SOM (MHQ) її 0*3139 0:0985 0-0006 0° 1309 
i ** P< -or;* P< +05 
Taste IX 
Relationships between principal components and academic performance 
(Patients) 
Multiple 
Step Variable Increase F value to 
Number R RSQ in RSQ enter or remove 
1 Component 2° wa ee АЎ 0:3772 0'1423 0° 1423 I1'4457** 
2 Component 3 i3 ES * о-4812 о.2816 3 7:9038* 
g Component 1 АЕ a ns 0:4926 0:2426 0-0110 0:9749 
** P< 01;* P < -05 


HYS аге associated with superior performance 
and high somatic scores with poor performance. 
The percentage contribution to the total varia- 
tion, however, is only 7 per cent. Principal 
components derived from the UCLSQ were 


found to be non-significant in accounting for 


academic performance variation. 


Academic performance and study difficulty 
The distribution of patients on the five point 
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scale for academic performance was studied 
according to their reports on study difficulty. 
The hypothesis that the two samples (groups 
with and without study difficulty) were drawn 
from populations with similar distributions was 
tested, employing a non-parametric method 
(Kolmogrov-Smirnov Test—see Siegel, 1956). 
This test, which is sensitive to any kind of 
difference in the distribution (central tendency, 
skewness, etc.), examines the cumulative distri- 
bution difference, and if it is large enough 
rejects the null hypothesis that the distributions 
are similar. The maximum cumulative distribu- 
tion difference was found to be 0: 285, which was 
not large enough to reject the null hypothesis at 
the 5 per cent level of significance (see Table X 
for distributions). T'hus, although those report- 
ing work difficulty tended to have poorer ratings, 
the trend was not significant. 


TABLE X 


Рїйїбиноп of study dificulty groups on academi 
performance scale 


Academic rating E D C B A N 


Study diff. group 16 то 16 n 
Relative frequency -29 +18 29 -2 


No study diff. group 2 I 8 5 о 16 
Relative frequency +125 -0625 -5 +3125 О 


(Ratings were not obtained for то students) 


Discussion 
The UCLSQ 

The results of this preliminary study suggest 
that the validity and reliability of the UCLSQ, 
is such as to justify further research both into 
the test as a measuring instrument and in 
relation to other-problems. The individual sub- 
scales of the UCLSQ correlate with the relevant 
scales of the. MHQ. There are also clinically 
understandable relationships of the sub-scales 
disorganization, low motivation and work 
satisfaction with other sub-scales of the UCLSQ, 
and with the sub-scales of the MHQ. 

The reliability of all the UCLSQ sub-scales 
were acceptable in the patients group. In the 
control group reliabilities are acceptable in 
four out of six sub-scales. The higher reliability 


on the patient group is of interest, suggesting 
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that the measurements are more meaningful 
when stress is actually manifested in clinical 
symptoms. The UCLSQ thus seems to be more 
useful for delineating patterns of study difficulty 
in a patient group than for screening a normal 
group for the early recognition of potential 
study difficulty. 


Study difficulty 

The results confirm the hypothesis that 
psychological difficulties (affective factors) 
account in part for study difficulty, but that 
motivational factors must also be invoked. This 
statement is based on a number of findings 
summarized in the tables. Two of these findings 
are of particular relevance. In the first place, 
whereas patients and controls are significantly 
differentiated on both the UCLSQ and the 
МНО, when the patient group is sub-divided 
into those presenting with study difficulty and 
those with difficulties mainly in other areas, 
those with study difficulty are not differentiated 
on any of the psychoneurotic sub-scales of the 
МНО, but ave significantly differentiated on 
four out of six sub-scales on the UCLSQ. The 
second finding relates to the principal com- 
ponent analysis. The first principal component 
we regard as reflecting temperamental, affective 
or neurotic work difficulties; the second com- 
ponent seems to reflect satisfaction at work 
related in part to obsessionality. As obsession- 
ality, however, is also related to study difficulty, 
it is clear that further, more specifically directed 
exploration and analysis is required to clarify 
the very complicated relationships between 
personality traits which may, in different 
students, be related to high performance or to 
under-achievement. The third principal com- 
ponent relates to lack of motivation combined 
with an inability or disinclination to organize 
work effectively. It seems likely that this com- 
ponent represents the opposite side of the coin 
to the study effectiveness measurements made 
by Entwistle and his colleagues (1971). The 
cluster analysis confirms the importance of both 
neurotic factors and motivational factors in 
work difficulty. Thus, whether the UCLSQ is 
analysed by the method of principal components 
or persons are classified by cluster analysis, there 
is clear evidence of study difficulty related not 
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only to neurotic symptoms but to ‘work-related’ 
factors (obsessionality and work satisfaction, low 
motivation and disorganization). 

The delineation and further understanding of 
study difficulty is of particular importance at 
the present time. With the development of 
mental health and counselling services in higher 
education, it is important not to regard all 
study difficulty as evidence of psychological 
disturbance. Indeed, as we note below, psycho- 
logical symptoms regarded at a clinical level as 
‘pathological’ may relate positively to academic 
success. 


Test scores and academic performance 

With the patients, the positive relationship 
between phobic anxiety (PHO) and academic 
rating is of particular interest. Although rela- 
tionships between social participation and 
academic outcome have not provided consistent 
findings (Miller, 1970), it has been noted that 
students active in union, society and sports 
affairs tended to fail (Marris, 1964). Con- 
versely, students who isolated themselves socially 
achieved more first class degrees and fewer poor 
degrees than those who took a greater part in 
union affairs (Malleson, 1960). Our successful 
phobic students could thus be, at least in part, a 
group of neurotic isolates who have turned to 
study as a source of self-esteem—a pattern 
which, indeed, is often seen clinically, usually 
having developed at school in response to 
complex personal and family difficulties. High 
scores on low motivation were, as expected, 
related to lower academic performance. It is of 
interest that two out of three of the principal 
components relate significantly to academic 
performance: the obsessional-work satisfaction 
component positively and the disorganization- 
low motivation component negatively. 

Considering the control students, the negative 
relationship between HYS and academic per- 
formance probably relates to the fact that this 
МНО, sub-scale has a significant correlation 
with Eysenck's extraversion score (Young, 
Fenton, and Lader 1971), a factor which on a 
number of investigations has been shown to be 
related negatively to academic performance. 

The relatively poor predictive value of sub- 
scale variables for academic performance, whilst 


disappointing, is perhaps not too surprising. It 
seems possible that some of the sub-scales (e.g. 
FFA as measured on the МНО or the UCLSQ 
anxiety sub-scale) may not be linearly related 
to academic performance. Linearity being one 
of the fundamental assumptions underlying 
multiple regression analysis, non-linear relation- 
ships may not be appropriately reflected by this 
method of analysis. Further, the rather crude 
measures of academic performance and the 
possibility of variations between departments in 
assessment on a five point scale need to be taken 
into account in considering the results of re- 
gression analysis. The lack ofa clear relationship 
in the clinical assessments between reported 
work disturbance and academic rating is 
important. In individual cases this often has to 
do with stress arising from unreal level of 
aspiration. The finding emphasizes the need 
not to accept at face value the student's assess- 
ment of his own level of academic attainment, 
and for those involved in the treatment of 
students in difficulty to work in close relationship 
with academic staff. 
Future work К 

We believe this could be planned in two main 
directions. First, an attempt must be made to 
relate types of difficulty as shown by the UCLSQ, 
or a derived instrument to aetiologicdl factors. 
Second, methods need to be worked out to inter- 
relate descriptive typologies and individual 
personality with social-cultural and interactional 
factors. A third area of considerable interest is 
in the further analysis, descriptively and aetio- 
logically of work satisfaction. This has compli- 
cated relationships to temperamental and moti- 
vational factors, as well as to factors in the 
social-cultural environment and to interactional 
factors in the relationship of the individual to 
the institution in which he finds himself. 


SUMMARY 

The development of a test (the UCLSQ) to 
delineate and measure study difficulty in 
university students is described. The test indi-, 
cates that both neurotic (affective) factors and 
motivational factors are important, and in some 
degree independent. The neurotic áspects can 
be equally well assessed by a general test of 
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psychoneurotic symptoms (the MHQ), but this 
test did not discriminate patients with study 
difficulty from other patients. Principal Com- 
ponent analysis separated out three components 
which appeared meaningful, two of which 
related significantly to academic assessment. 
Cluster analysis confirmed the existence of a 
group of study problems in which motivational 
rather than neurotic problems appeared the 
mere important. 
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APPENDIX 


UNIVERSITY COLLEGE LONDON STUDY QUESTIONNAIRE 


i htt t] ad 


Below is a list of feelings or reactions which students sometimes experience 


in relation to study. Please indicate how you yourself stand in respect of 


each item by placing a tick in the appropriate column. Work quickly and 
remember to answer each question 


. I can’t stop thinking about work even when trying to relax 

. I go over work again and again even when I know it 

. When I start a piece of work I feel inadequate and incapable of doing it 
I keep losing the thread of things 

. I just can't get down to working as much as I should 

. Thinking about work can make me fecl physically ill 


5 

6 

7. Y enjoy tackling a difficult topic or problem 

8. I always feel I have to hurry through work tasks 
9. I can’t bear to hand in an untidy piece of work 


IO 
11 


. My tutors overestimate my abilities 
. I keep changing from one topic to another 


12. I am quickly bored 


13 


. I often get headaches when trying to study 


14. Some aspects of my subject are really exciting 


15. 
16. 
17. 


18. 
19. 
20. 
21. 
22. 


23. 


Sometimes when studying I get downright panicky 

I spend too much time on unimportant detail 

I often can’t be bothered to respond to a question even when I know 
the answer 

I often make silly mistakes 

I am always behind in my work 

І often can't get to sleep for thinking about work 

I often study purely for pleasure 

I feel guilty unless I am working 

I rarely complete any work to my satisfaction 


24. If I get good marks I feel a fraud 


25. 
26. 


27. 
28. 
29. 
30. 


I get excited about a topic but soon lose interest 

When working I continually break off, to smoke, drink coffee, walk 
about or talk to someone 

My hand gets stiff and clumsy so that I can’t write properly 

I enjoy discussing work topics with others 

I get anxious when I hear others talking about work 

I am always planning out work schedules 

. I feel I ought not to be taking up a place in College 

. І am always mislaying my notes or text books 

. I don't worry enough about work 


34. I am frequently distracted by aches and pains 


. І look forward to lectures or classes 

. As soon es I start onc task, I feel I should be doing something else 
. 1 like to do things thoroughly or not at all 

. My thinking about work matters seems very slow 

. My notes get into a muddle 


40. I keep wanjing to sleep all the time 


. I am often handicapped by sheer physical tiredness 
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42. I like reading around my subject 

43. When I try to revise my work, my mind goes blank 

44- Y spend a lot of time on making preparations to work 

45. I am often too depressed to concentrate properly on my work 
46. I forget to go to lectures or tutorials 

47. Y read automatically without taking things in 

48,1 get a feeling of nausea and sickness when there is a lot to do 
49. I would like to continue post-graduate study or research 

50. I am afraid of panicking in exams 


51. I find it difficult to decide which parts of my work are the most important 


52. Y often feel that others know more 

53. I keep getting out books but never really read them 
54. I often think another subject would be more interesting 
55. І suffer from eyestrain when working 

56. I believe in knowledge for its own sake 

57. When I am asked a question about work, I ‘seize up’ 
58. I force myself to work, even if I don't feel like it 

59. I fear exams will expose all my weaknesses 

60. I work in fits and starts 

61. I seem to have no real drive to work 


62. I never seem to be able to get comfortable when trying to study 


63. My interest in my subject grows continuously 
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Some Reflections on the Unsuccessful Treatment 
of a Group of Married Couples 


By NILS COCHRANE 


In any psychotherapeutic endeavour, it must 
be recognized that psychogenically based mental 
illness is generally the product of childhood ex- 
perience in the context of intrafamilial inter- 
personal relationships. Involvement in treat- 
ment of the whole original family might there- 
fore be considered a logical approach, if this 
were either possible or practicable. Rarely, 
however, is this the case, save when the patient 
happens to be a child or adolescent. On the 
whole, mental hospitals and psychiatric units 
are populated by adults, many of whom, 
voluntarily or otherwise, have gained a con- 
siderable degree of physical independence from 
their first families. Many too have already com- 
mitted fhemselves to a second family. In these 
cases the selection of a spouse has often been 
determined by unconscious pathological needs 
and expectations, resulting in a ‘neurotic’ 
object choice, and an unsuccessful ‘sick’ 
marriage. Thus the second family can frequently 
be seen as a precipitating factor in the develop- 
ment of mental illness, although not ultimately 
as causative in the true sense of the word. 

If we are to confine ourselves to consideration 
of the adult patient, and treatment aimed at the 
structural change of personality, it can be said 
that our present techniques have been based on 
classical psychoanalysis and the psychoanalysis 
of groups. Out of the latter in particular there 
have evolved various forms of group treatment 
that have laid more emphasis on ‘corrective 
emotional experience’,* in the context of 
general interpersonal interaction, than on 


' * Franz Alexander (1963) has used the phrase 'cor- 
rective emotional experience! to describe what he con- 


siders to be the essential nature of the therapeutic process, . 


* asitoccurs in the transference relationship during psycho- 
analysis and psychoanalytically oriented psychotherapy. 


regression and the development of transference 
neuroses in relation to the therapist. Responsible 
for this have been the recognition that the very 


. nature of the group militates against transference 


in the classical sense, and the realization that 
other powerful forces, not present to the same 
extent in the individual situation, may be utilized 
with advantage for the participants in a group. 
One way or another, however, these forms of 
group psychotherapy all aim at providing a sett- 
ing in which the individual’s underlying conflicts 
may in some way be re-activated. The therapist’s 
interventions are aimed largely at promoting 
insight into the nature of these conflicts, and 
their pathological handling by the patient, thus 
allowing for an attempt at their resolution 
within the current situation. 

The rationale of such treatment is fairly clear, 
but its effectiveness with psychiatric patients in 
hospital has proved, in my experience, to be 
extremely limited. There appear to be two major 
reasons for this. The first involves inadequate 
ego strength, which directly affects ability and 
willingness to experiment. According to the 
above formulation this is crucial, for the 
solution of problems is not achieved by insight 
alone. In the light of increased understanding, 
both of himself and others, the patient must 
have the courage to try out different forms of 
behaviour. In this area the group sometimes 
has a distinct advantage over individual psycho- 
therapy, for the pressure and support from 
other participants may operate as a decisive 
factor in supplementing a given patient's 
capacity for change. At the same time, ‘cor- 
rective emotional experience’ may more fre- 
quently be encountered by the patient, so to 
speak in spite of himself. Rarely in the individual 
setting, for example, is he confronted with the 
full force of another’s feelings in respect of his 
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own behaviour. Nor is it so easy for him to 
reject an obvious interpretation, if it is supported 
by a whole group of people rather than by a 
therapist alone. Yet a group comprising hospi- 
talized psychiatric patients cannot be relied 
upon to assist one of its members in the 
manner described above, and even when 
it does so the member concerned may still 
find himself unable to experiment with his 
behaviour. It seems clear that the more impaired 
is the ego functioning of the individual partici- 
pants the weaker will be the ego strength of the 
group itself, and hence the more limited its 
therapeutic potential. Nevertheless, it is argued 
that the group's overall ego strength is greater 
that the sum of the parts thereof, with the result 
that rather more incapacitated patients may 
sometimes benefit from this form of treatment. 
The second reason for the ineffectiveness of 
psychotherapy concerns married patients in 
particular, and is seen to lie in the environment 
provided by their second families. When the 
marriage is ‘neurotic’, with the partner also, 
though perhaps less overtly, disturbed, its con- 
flicts and frustrations have generally played a 
major part, directly or indirectly, in precipitating 
the onset of illness. In such cases, it usually 
becomes clear that the marriage relationship, 
and often the illness itself, satisfy important 
pathological needs for both parties. To this 
extent, then, the marriage tends to sustain and 
perpetuate the ‘neurosis’ of the individual, its 
influence working counter to the aims of treat- 
ment. Any possibility of change in one of the 
partners alone represents a direct threat to the 
marriage, which is resisted by both husband and 
wife. It is not difficult to understand, therefore, 
why the psychotherapy of only one of the spouses 
so rarely achieves significant structural per- 
sonality change. Furthermore, on discharge 
from hospital the patient invariably returns to 
an essentially unaltered home environment. 
Given that some degree of change has been 
effected in the patient, it follows that either the 
spouse must make some readjustment in order 
to accommodate the differences in the partner, 
or else the latter must relinquish what has been 
gained. Generally the gain is only insecurely 
established, with the result that almost inevitably 
there is a reversion to the former unsatisfactory 


marriage relationship and all that this means for 
the mental health of both partners. 

In the treatment of psychiatric patients it 
must be accepted that psychotherapy of the 
original family is usually out of the question. 
This is simply to say that for a variety of reasons 
it is too late to attempt any modification of the 
pathological influences that have determined the 
individual’s development. However, it is by no 
means too late to intervene in respect of those 
influences that serve to foster and perpetuate 
maladjustment. Inclusion of the marriage 
partner in treatment, in fact, would seem to be 
essential if there is to be any attempt at signi- 
ficant personality change. The value of in- 
volving the children, however, is debatable. 
Essentially they are pawns in the marital con- 
flict, and their presence in treatment may 
actually hinder progress, not only on account 
of their immaturity, but also because of the 
function they so often perform as the means 
whereby their parents seek to avoid direct 
confrontation with one another. In other words, 
inclusion of the children may only complicate 
the situation unnecessarily. Nor does their in- 
volvement seem to be required in ré&pect of 
their own developing psychopathology. Clearly 
the latter is directly related to the parents’ 
problems, but it is difficult to see how the child 
would benefit from being present during the 
parents’ psychotherapy. The situation could be 
rather different, however, in circumstances 
where the child was either adolescent or the 
designated ‘patient’ in the family. 

From the above it can be argued that the 
joint psychotherapy of marriage partners should 
prove more effective in achieving permanent 
structural change in the individual (and conse- 
quently in the marriage relationship too) than 
any form of treatment excluding the spouse. It 
has also been suggested that, of the established 
psychotherapeutic approaches to psychogenic- 
ally determined mental illness, group psycho- 
therapy whose aim is the facilitation of 'cor- 
rective emotional experience’ has certain 
advantages over individual treatment that may 
be of special benefit to some more disturbed 
patients. For these reasons it seemed to me 
worthwhile to embark on the treátment of a 
group comprising married couples. 


BY NILS COCHRANE 


` A search of the literature at the time revealed 
that there had already been a few, although no 
great number, of similar attempts. There had 
also been some theoretical discussion of the 
problems that might be encountered. The 
results of previous groups, however, proved 
difficult to assess. It was claimed that most had 
achieved at least some success, but treatment 
aims and criteria for improvement were usually 
not-well defined, and the problem of withdrawal 
from therapy by some couples in several of the 
groups was largely ignored. In addition it was 
often hard to determine the actual nature of 
the psychotherapy offered. But in almost every 
case further procedure with the technique was 
felt to be justified. Most of the theoretical and 
practical objections to this form of treatment 
have been well summarized by Gottlieb and 
Pattison (1966). A number of the major argu- 
ments relate rather specifically to the group 
psychoanalysis approach. However, it hasalready 
been pointed out that there are other group 
approaches, including psychoanalytically orien- 
ted psychotherapy, that do not attempt psycho- 
analysis as such in a group setting, but never- 
theless Seek the achievement of meaningful 
structural change. In these cases, for example, 
the inhibiting influence of the spouse on the 
development of transference neuroses can be 
regarded 45 essentially irrelevant. Other objec- 
tons, however, have been raised that most 
certainly do apply, even to these forms of treat- 
ment. Three of them have received particular 
attention: the fear that the marital conflict 
might be heightened, resulting in increased 
acting out outside the group and/or unnecessary 
dissolution of the marriage, the expectation that 
couples might use the treatment situation 
simply to gain support and ammunition for their 
battles, and the possibilitiy that a greater usage 
of ‘pairing’ as a defensive manoeuvre might 
reduce the group's overall effectiveness. Review- 
ing both the literature and their own personal 
experience in this field, Gottlieb and Pattison 
concluded that in practice the theoretical 
arguments against the group psychotherapy of 
married couples had proved to be unfounded. 
My own group was started with the intention 
-of running for 75 weekly sessions of 13 hours 
duration. Five couples were involved, with a 
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single therapist, in what I would describe as 
psychoanalytically oriented psychotherapy. My 
aim was to consider the members of the group 
as individuals, as far as possible, and to work on 
the assumption, as in more orthodox groups, that 
all behaviour manifested would reflect habitual 
methods of adjustment to interpersonal situa- 
tions. The purpose of the group, then, was to 
provide a reality context in which the group 
members were expected to resolve their own 
emotional problems with one another, with the 
aid of awareness and understanding provided 
by the therapist. In this capacity my role was 
largely non-directive, and my interventions 
limited in number (on average to about 5 or 6 
per session), so as to allow the maximum oppor- 
tunity for spontaneous interaction. Sometimes, 
however, my contributions related to behaviour 
reported rather than actually manifested in the 
group. Ultimately I saw myself as concerned 
with the same three-fold functions that I attempt 
to perform in conventional group psycho- 
therapy. My first aim was to point out to the 
group members the apparently unsatisfactory 
features of their behaviour and interpersonal 
interaction, whenever they appeared to lack 
awareness of these. Secondly I sought to offer 
possible explanations for the breakdown of their 
relationships in terms both of the group here 
and now, and of the original family situations, 


‘thus linking the present psychopathology with its 


causes in the past. Lastly I would interpret, 
when necessary, all forms of indirect com- 
munication, such as the simultaneous contradic- 
tion of a given statement by the tone of voice 
with which it was delivered, or the discussion of 
sexual problems in symbolic terms. Given the 
insight provided by this awareness and under- 
standing, the group members would then be 
expected, with continued assistance of the kind 
described above, to experiment with their 
behaviour in search of an adjustment giving 
greater satisfaction both to themselves as indi- 
viduals and to the other members of the group. 

Of the five couples involved, the wives of 
three and the husband of one had all, within the 
previous 18 months, spent some time as in- 
patients in a psychiatric unit. During their stay 
in hospital the husband and two of the wives 
had attended daily for psychotherapy in a more 
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orthodox open group with myself as therapist. 
There was some overlap in the treatment of 
these three, with the result that each had some 
acquaintance with the other two. The wife of 
the fifth couple had in the past sought psychi- 
atric help as an out-patient. None of the group 
members, however, was at any stage hospitalized 
during their marital therapy. Each of the couples 
had children, andat the beginning oftreatmentall 
the group members were between 25 and 40 
years of age. Their verbal IQs ranged from 
107 to 125. The diagnosis of a marital problem 
was based simply on evidence that the marriage 
relationship had played a major part in precipi- 
tating the ‘breakdown’ of the designated 
‘patient’, or in motivating one or other of the 
partners to seek psychiatric help. The couples 
selected were the first five with diagnosed 
marital problems to meet certain criteria in 
respect of age and intelligence, who completed 
a three stage selection procedure that amounted 
to a rather crude test of motivation,* and who 
expressed a willingness to cooperate in respect 
of assessments to be made halfway through the 
course of treatment, at its termination, and 
again two years later, regardless of outcome. 
Since some of the group members had received 
hospital care as public patients, a uniformly 
low, but nevertheless significant fee was charged. 

The group was a closed one, and each of the 


couples, before being offered membership, was 


made aware of its basic rationale, the nature of 
its functioning in practice, and their own re- 
sponsibility, both to the group and to each other, 
regarding regular joint attendance. However, in 
the circumstance of one partner being unable to 
attend on a given occasion it was requested that 
the other should attend alone. 

In the end, the group ran for 67 of its 
scheduled sessions. After attending 7 of the first 
8 meetings one of the couples withdrew from 
treatment, although the wife subsequently re- 
appeared for a single session several weeks later. 
After 16 attendances the wife of a second 


* The selection procedure involved the completion and 
return of a joint application form, a joint diagnostic 
interview with a social worker, followed by administration 
of the Shipley Hartford Retreat Scale and the Eysenck 
Personality Inventory, and finally the acceptance in 
writing of a formal offer of treatment. 


couple also withdrew; ber husband followed 
after a further 9 meetings, but returned to the 
group on two later occasions. The remaining 
three couples, two of whom showed some 
inconsistency with regard to joint attendance, 
continued in therapy until the 6oth session, 
when a third couple terminated. The remnants 
of the group met for 7 more sessions, at which 
point treatment ceased, virtually by default. 

A full evaluation of the therapeutic results of 
this group will only be possible when follow-up 
assessments of the treatment and control groups 
are finally completed. However, neither the 
marriages, nor the group members as indivi- 
duals, had shown any significant change at the 
conclusion of treatment. Although in one or 
two cases there appeared to have been some 
improvement in communication between hus- 
band and wife, this was not accompanied by any 
corresponding readjustment in their marriage 
relationship. 

There could be several reasons for the group's 
unsuccessful outcome. One important considera- 
tion must be the selection of couples. Gottlieb 
and Pattison, whose therapeutic orientation 
would seem to be broadly similar to my own, 
chose for their relatively successful group 
couples whose presenting problems were pri- 
marily marital. In addition, 'they all had 
reasonable psychosexual development up to the 
stage of marriage’. The couples in my group 
would not have met these criteria. In two cases 
the original presenting problems were not 
associated with the marriage relationship by tbe 
patients themselves, while the pre-marital 
psychosexual development of at least three group 
members could hardly have been described as 
‘reasonable’. From the very beginning, too, 
although they had accepted an offer of treat- 
ment in respect of marital problems, one couple 
was reluctant to acknowledge even the existence 
of such a problem, while three of the spouses 
disclaimed any responsibility for their partners’ 
‘illness’. In many ways, therefore, these couples 
could be regarded as substantially more dis- 
turbed than those treated by Gottlieb and 
Pattison. In addition it should be noted that 
the latter’s group employed co-therapists, the 
advantages of which my own group were unable * 
to enjoy. 
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` Further reasons for the failure of the group 
seem to approximate closely some of the theo- 
retical arguments that have been levelled 
against this form of marital psychotherapy. 
However, the overall functioning of the group 
may best be described in terms of Bion’s (1961) 
four ‘group cultures’. Using this frame of refer- 
ence it may be said that the married couples 
group was characterised by an overwhelming 
predominance of ‘fight-flight’. The ‘pairing’ 
group was virtually non-existent, although 
‘pairing’ of the kind warned against by other 
authors occurred in no uncertain terms. Thus 
the group was characterised by an unwillingness 
on the part of the married couples involved to 
function as separate people. There was no 
process of individuation or diminution of the 
marital symbiosis, as described elsewhere, and 
throughout the course of treatment the group 
comprised discrete units of two, rather than a 
combination of differentiated individuals. This, 
however, does not represent ‘pairing’ in Bion’s 
sense of the word, and the positive feeling re- 
quired by this phenomenon was barely evident 
at all in the proceedings of my married couples. 
As for the other possibilities, the ‘dependent’ 
group was rarely in ascendance, while the 
‘work’ group was almost unknown. 

Primarily responsible for the ‘fight-flight’ 
quality of the group interaction were two of the 
three couples who remained in treatment until 
the 6oth session. Both couples simply used the 
situation to continue their interminable arguing 
over largely irrelevant issues, often without even 
seeming very concerned to gain the support of 
the other group members. I frequently felt as 
though it would have been more appropriate 
had my role been that of referee rather than 
therapist. The destructive effects of this con- 
tinual figbting, both for the couples concerned 
and the remainder of the group, were repeatedly 
pointed out and illustrated, all to no avail. 
Similarly, suggestions in respect of the real 
nature of the underlying problems involved 
invariably seemed to fall on deaf ears. Often it 
was quite clear that neither partner was pre- 
pared to give an inch, lest the other should 
take a mile. On the few occasions that an inter- 

* pretation of the above kind was openly acknow- 
ledged it was usually accompanied by an 
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expression of anger, or else helpless despair, 
and often by both, without there being any 
constructive attempt to consider the possibilities 
for resolution of the problem. The other 
members of the group, despite insight into the 
situation and its negation of the therapeutic 
process, found themselves unable to intervene. 

In describing the progress of their own 
married couples group, Gottlieb and Pattison 
comment that ‘after the group had candidly 
bared all these problems (the first 12 meetings) 
and discovered that they still had their spouses, 
the therapists, and the group, there was much 
relief of tension and a cohesive working therapy 
group emerged’. Later on they remark that 
from the beginning their couples provided each 
other with mutual support. Neither of these 
statements could apply to my group. The 
admission of emotional problems, far from 
relieving tension, tended rather to heighten fear 
and evasion. One climactic meeting, the 16th, 
in which the sexual difficulties of one of the 
couples were revealed, in a hostile atmosphere, 
for the first time, actually seemed to mark the 
beginning of the group’s chronic ineffectiveness, 
and to predestine its ultimate distintegration. 
Following this session the group was severely 
disturbed for several weeks, and never appeared 
fully to recover. The married couples also 
proved reluctant to involve themselves at any 
significant emotional level with other members 
of the group, and mutual support was notable 
primarily for its absence. Even with regard to 
one another, it was only rarely that any attempt 
was made by one partner to undertake a 
supportive and constructive attitude towards 
the spouse. 

Ultimately it seems that the insuperable 
problem with this group, once again, was lack 
of ego strength. These were couples for whom 
improved communication and insight were not 
enough to facilitate change, and the expected 
group forces that should have supplemented 
individual weakness did not materialize. Nor 
did ‘corrective emotional experience’ occur in 
the true sense. Faced with each other i the 
treatment situation, it was as though each 
individual felt far more threatened by the group 
than encouraged by its therapeutic possibilities. 
Of the three group members who had previously 
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spent some time in a more conventional group 
with the same therapist, one at least had then 
shown a not inconsiderable capacity to utilize 
a group situation, while the other two were able 
at least to tolerate treatment, if not to make 
any significant therapeutic advance. Far from 
gaining from the introduction of their spouses, 
however, the former made no further progress, 
while the two latter terminated treatment, 
together with their partners, after 8 and 25 
sessions respectively. I suspect that all of these 
husbands and wives might have obtained 
greater benefit from participation in an orthodox 
psychotherapeutic group. 

At this point some comments regarding treat- 
ment technique become necessary. My own 
methods have so far been based on the classical 
psychoanalytic model, and I have sought to 
operate according to the strictly non-directive 
‘detached. but not disinterested’ formula. This 
has resulted in minimal intervention in the 
group process, with therapeutic contributions 
designed primarily to promote insight. I have 
now come to regard this approach to the group 
psychotherapy of seriously disturbed marriage 
relationships as wholly inadequate. However, 
the technique could still possibly be successful 
in group settings rendered somewhat less 
threatening. Smaller groups, perhaps com- 
prising only two couples, or the three-person 
conjoint arrangement, immediately spring to 
mind. An attempt could also be made at the 
simultaneous treatment of spouses in separate 
mixed-sex groups of conventional size. This, 
however, would not allow for direct confronta- 
tion between husband and wife, which many 
therapists regard as an important prerequisite 
for the resolution of marital problems. 

Alternatively, of course, the therapeutic 
method could be modified or abandoned, and 
different techniques employed. One obvious 
possibility lies in the greater involvement of the 
therapist in the group’s transactions. Adopting 
the classical psychoanalytic position his approach 
is predominantly intellectual and inevitably 
soméwha: lacking in personal warmth; at the 
same time he can offer little in the way of 
support. Under such circumstances, moreover, 
he clearly lends himself to being perceived as 
indifferent, inadequate, or unable to control the 


group. While this state of affairs may throw 
important light on early developmental experi- 
ences, and perhaps facilitate the formation of 
transference neuroses, it also renders the group 
a far more threatening place for its members 
than is necessary. It seems that the heightened 
emotional atmosphere generated within a mar- 
ried couples group may preclude constructive 
utilization of the treatment situation, unless the 
therapist is prepared to ensure that this does not 
happen. It is suggested that he may achieve this 
end by openly offering to the group members his 
warmth, understanding, support, control, and 
direction, whenever appropriate. This, in effect, 
means a willingness to share certain aspects of 
his own personality, and to become more of a 
human being. ‘All authors seem to agree that 
the therapist has to be an active participant to 
turn possible disadvantages into therapeutically 
useful interventions. As interaction or transac- 
tion . . . between group members is dynamic 
and emotional, the therapist should not remain 
distant or neutral’ (Papanek, 1971). It seems 
that I too would now subscribe to this view. 

The introduction of a second therapist, prefer- 
ably of the opposite sex, should also ‘be consi- 
dered. In addition to being another means of 
providing the group with a greater sense of 
security in the face of intense emotional arousal, 
this arrangement has other important advant- 
ages (Markowitz and Kadis, 1968). In particular 
the marital conflict may be somewhat relieved, 
at least temporarily, in so far as transference 
needs and expectations are displaced away from 
the spouse and on to the parent therapists. By 
this means, not only do transference responses 
become more amenable to corrective experi- 
ence, through interaction with the therapists, 
but the marriage partners themselves are 
presumably enabled to work more objectively 
and constructively with one another. Thus 
individual insight and maturation, together 
with the joint resolution of marital problems, 
are facilitated. At the same time, it must be 
remembered that the therapists will inevitably 
serve as models for identification. The import- 
ance of the relationship between them, therefore, 
cannot be overemphasized. А 

To conclude, a detached and non-directive ` 
approach in the conjoint treatment of severely 
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disturbed husbands and wives in groups for 

married couples is felt to have limited thera- 

peutic potential. Rather, it is suggested, should 

the therapist become actively involved in the 

group process, and preferably work in harness 
with a co-therapist of the opposite sex. 


SUMMARY 

The psychotherapy of psychiatric patients is 
often limited in its effectiveness. Inadequate ego 
strength, and the counteractive influence of 
spouse and home environment, combine to 
make structural personality change difficult to 
achieve. Group methods and the involvement 
of marriage partners may provide a means of 
overcoming these problems. 

Using a treatment technique based on the 
classical psychoanalytic model, the author 
undertook the psychotherapy of a group of 
married couples. In retrospect, the unsuccessful 
outcome of this group seems due largely to a 
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combination of the patients’ inadequate ego 
strength and the therapist’s single-handed, 
detached and non-directive approach. It is 
suggested that co-therapists, involving them- 
selves more fully in the group process, would 
probably be more effective. 
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A Standardized Assessment of the Work Behaviour 
of Psychiatric Patients 


By R. D. P. GRIFFITHS 


This paper describes the development of a 
standardized report intended for the assess- 
ment of the work behaviour of psychiatric 
patients in hospital workshops and clerical units. 
The report form was developed in the Rehabili- 
tation Unit of the Maudsley Hospital, and 
primarily within the workshops and clerical 
section which are integral parts of the co- 
ordinated unit. 

The work report was developed in an attempt 
to achieve a set of aims that would have an 
important bearing on the assessment of patient 
work behaviours. The first aim was to develop 
an instrument which would give a compre- 
hensive picture of a patient's assets and diffi- 
culties in'a work situation. Such a picture 
would be useful both as a basis for modification 
and a guide to management and placement. 
For example, if slowness or difficulties with 
supervisors "were indicated to be problems, 
assessment might be the first step in the treat- 

* ment of these problems, and might influence 
decisions about work placement in the com- 
munity. A second aim was to develop a stan- 
dardized measure so that individual assessors 
would be required to take a uniform approach, 
and be less likely to miss specific but important 
areas. Such an instrument should also be such 
that it could be repeated over time and provide 
some indication of the kind and extent of 
change in behaviour. Ideally, the results of an 
assessment should be easily converted into a 
quantified form. Quantification would facilitate 
comparisons between individuals, and within 
individuals over time; it would also facilitate the 
use of the instrument for research purposes. 
Last of all, a report should be suitable for use 
with a wide rapge of jobs including, for example, 
workshop assembly, clerical work and computer 


card punching. 


With these aims and criteria in mind, a 
standardized report has been developed which 
does appear to have a number of distinct 
advantages. The final form of the report is 
illustrated in Fig. 1. The report was derived 
from a number of sources. Both the form and 
content owe much to assessment forms used 
originally in the Industrial Rehabilitation Units 
of the Ministry of Labour, and more recently to 
modifications made by Cheadle, Cushing, Drew 
and Morgan (1967). In fact, the present report 
incorporates the revised work report described 
by Cheadle and his colleagues. There are, 
however, a number of differences between the 
two report forms. 

Both forms involve pairs of opposite state- 
ments, and a five-point rating scale. But whereas 
the previous researchers decided to define the 
mid-point as ‘about midway’ (between the two 
extremes) and to discard the use of ‘about 
average’, since this involved reference to 
‘average’ patient behaviour which was consi- 
dered to be irrelevant, the present form has 
retained the term ‘about average’ to define the 
mid-point. However, in the present form the 
reference group for defining the ‘average’ was 
not a patient group: ‘average’ refers to the norm 
in industry outside the hospital context and 
among non-psychiatric work personnel. This use 
of ‘about average’ was selected for two reasons. 
One was that the main group or raters were 
industrial supervisors whose experience was 
primarily in the open community rather than 
within a psychiatric hospital. The second was 
that the workshops and clerical section involved 
in this study were the last step before the patient’s 
discharge into the community. It was, there- 
fore, especially useful to try to assess patients 
against norms appropriate in open industry. 

In addition to this difference, the work reports 
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Fic. 1.—Below is a copy of the work report used in the present study. It was completed by staff members on the basis. 
of the ten previous working days. 





A Indined About Inclined В 


A apples toA average toB applies B 
1. Does complicated jobs "NE : : : : Can only do simple jobs 
2. Grasps instructions quickly . : : : : Cannot grasp instructions 
3. Works very quickly Н ; : Works very slowly 
4- Works continuously : : i : Works for short periods only 
5. Eager to work .. ES 24. 6$ Н : Avoids work . 
6. Welcomes supervision - : : : Resents supervision 
7. Needs no supervision of Needs constant supervision of 
his/her work > : — his/her work 
B. Willing to change jobs : Refuses to change jobs 
9. Looks for more work . : Waits to be given work 
10. Always uses good judgement. , : Never uses good judgement 
11. Excelle nt standard of work . : Bad standard of work 
12. Manual dexterity is good : Clumsy with hands 
13. Uses tools/equipment well .. : Cannot use tools/equipment 
14. Gets on well with other people : Gets on badly with other people 
15. Communicates spontaneously : Does not communicate 
16. À good timekeeper A bad timekeeper 
(punctuality in (no punctuality in 
arriving/leaving) .. : E : : :  arriving/leaving) 
17. Always finishes his/her work . : : : : : Leaves his/her work half done 
18. The others took to him/her 
quickly : Н : : Doesn't fit in easily 
19. Takes a prominent part in things : : : : Hangs back and lets others take 
the lead % 
20. Has a sensible attitude to 
authority .. : : ; Н : Іза bit of a troublemaker 
21. Were lan employer, І would be Were I an employer, I would 
very willing to take prefer not to 
him/her on .. ms employ him/hey 
22. Is markedly over-confident 
('average' means realistic)... : Н : Is markedly under-confident 
23. Accepts criticism and Cannot accept criticism or Е 
correction of work readily .. : correction of work 
24. Accepts responsibilities very Cannot really accept any 
readily vs T Pan: : : : responsibilities 
25. Shows a great deal of initiative . Shows no initiative at all 
(proceeds without instructions, (has to be told what to do, 


makes own decisions, etc.).. : : Ч 


also differ in at least one other respect. Though 
the initial 16 items are identical, the present 
report contains an additional nine items 
(17-25) and is therefore more detailed. The 
additions were made on the basis of group 
discussions which included industrial super- 
visors and occupational therapists. These items 
were believed to provide useful aspects of assess- 
ment which were not included in the original 
work report. The final set of 25 items represent 
a consensus of opinion about both the content 





given instructions, etc.) 


and form of the report. The group of five judges 
(three industrial supervisors and two occupa- 
tional therapists) also used the report to assess 
a small group of patients, and agreed that no 
further items were needed for general use. 

The final version, illustrated in Fig. 1, con- 
tains items which can be grouped into a number 
of categories. Some of the items (e.g. 1, 11, 12) 
are concerned with the performance of work 
tasks. Others involve assessments of the patient’s 
work motivation (5, 9) and of social relationships 
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with dise patients G4 18) and staff (6, 20). 

Confidence (22) and willingness to accept 

responsibility (24) are also involved. 

During a period of approximately four years 

a number of investigations have been conducted 

on aspects of the usefulness and structure of the 
* report. The results of the main investigátions 

are summarized below. 


Reliability 
Two aspects of reliability have been investi- 
gated. The first of these is inter-judge reliability, 


which is essentially concerned with the degree of" 


agreement between independent judges. The 
second is test-retest reliability, which із con- 
cerned with the stability of assessments over 
time. All studies of reliability have been.based 
on a total score taken from the work report; 
this involves a score range of 25 to 125, i.c. 25 
five-point scales. Judges were instructed to base 
their ratings on the observations made during 
the ten previous working days. 

(i) Inter-judge. Each of a group of 17 patients 
working in a manual-assembly section were 
rated independently by two industrial super- 
visors. The correlation (Spearman rho) be- 
tween the two rank orders was 0:7 (p < +005). 
On a subsequent occasion, the same supervisors 
rated a separate group of 14 patients. ‘The corre- 
lation betwéen the two rank orders was o-8o. 
Though the improvement is not significant, the 

» trend does suggest that practice, and possibly the 
opportunity to compare assessments informally, 
do tend to increase the agreement between 
judges. The assessments of two occupational 
therapists who supervised the clerical unit were 
also compared. The Spearman rho for 11 
patients rated by the two O.Ts was o-84 
(p < :о1). It was also important to establish 


Mean score Mean for 


No. of for present other t d.f. p 
patients O.T. assessor 
її 74 68-2 r8 зо от 
{another 
O.T.) 
її 715 74:6 0:52 10  O'I 
* (industrial 
supervisor) 
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that there were no consistent differences in the. 
level of scoring between judges. The records 

were inspected .to find patients rated inde- 

pendently by the occupational therapist and one 

other judge. It was eventually possible to com- 

pare the therapist with two other raters—-on буб“ 
separate groups of ІІ patients. As the table 

above demonstrates, there were clearly no 

differences in the level of scoring. ^ 

(ii) Test-retest. An estimate of the retest reli- 

ability of the report was derived from the data 

on 18 patients who were re-assessed after two 

weeks. Each patient was re-assessed by the same 

judge, and four raters were involved. The retest 
correlation (rho) was 0°75 (t = 4:6; p < ооз). 

Though the estimates of reliability are high and 

significant, some caution is obviously necessary. 
in the use of the instrument with individual 
patients. Nevertheless, the scale would almost 
certainly have advantages over unstandardized 

assessment (c.f. Wing et al., 1967) and is certainly 
reliable enough for group-centred .research 
(Jensen, 1959). 


Validity 

The predictive validity of the scale was 
studied from retrospective data. A group of 13 
patients were identified who had secured and 
kept jobs after their discharge, and these were 
compared with a group of 15 patients who had 
remained unemployed after discharge. Most of 
the second group were currently at day centres 
and their employment prospects were consi- 
dered to be poor. The two groups were com- 
pared in terms of the total score derived from 
the work report completed at the Maudsley 
Unit. The ‘successes’ had a mean score of 59-1 
(+13°3); the failures had a mean score of 
84:1 (11-8). The difference was highly signi- 
ficant (t = 10:2; d.f. = 26; р < -oor). Thus 
the work report was able to differentiate to 
some extent between the patients more likely 
to return to work and those likely to become 
chronically unemployed. The distribution of 
total scores is illustrated in Fig. 2. An inspection 
of the score distributions indicates that if the 
work report is used to predict work success after 
discharge a cut-off point of 70 misclassifies one 
failure (out of 15) and two successes (out of 


19). 
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Fic. 2.—Below are the scores of the ‘successes’ and ‘failure’ 
on the work report. 


“ParLunes "(И + 15) 
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i 
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1 
1 
1 
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Principal components analysis 

An investigation was also undertaken to 
chart the clustering of items within the total 
report. The ratings in 141 work reports were 
subjects to a principal components analysis, 
using а computer programme described in 
Chapter 16 of Eysenck and Eysenck (1969). 

Five primary factors were identified. The 
items having loadings higher than 0:4 on each 
factor are listed in the table below. It is possible 
to make a tentative identification of each factor. 
The first appears to contain items related to 
assessments of task competence; the second set of 
items is concerned with the patient’s response to 
authority and supervision, and the third factor 
includes items which involve the patient’s social 
relationships with others. The fourth factor 
appears to be one of work enthusiasm or motiva- 
tion, and the items on the last factor are con- 
cerned with confidence and initiative. The 
clustering of items is probably influenced by 
the conceptual structures of judges in addition 
to the organization of patients’ behaviours 
(Mischel, 1968). The factor structure could be 
used to derive a third set of scores, since factor 
scores on the five clusters could be calculated 
for individuals and groups. Such scores might be 
useful, for example, in deriving a profile of assets 
and disabilities, or in the investigation of the 
predictive value of each cluster. Further research 
will be necessary to confirm the stability of the 
factor structure suggested by the present results. 

The table below illustrates the main items 
which load on the five primary factors, and their 
factor loading. 
Factor (1) 
Item 1. Does complicated jobs—Can only do simple 

jobs (0-9) 
2. Grasps instructions quickly—Cannot grasp 
instructions (0-79) 


3. Works very quickly—works very slowly 
(0-79) 
7. Needs no supervision of his/her work-—Needs 
constant supervision of his/her work (0:65) 
to. Always uses good judgement—Never uses 
good judgement (0-74) 
1I. Excellent standard of work—Bad standard of 
work (0-70) 
12. Manual dexterity is good—Clumsy with 
hands (1:0) 
13. Uses tools/equipment well—Cannot" use 
tools/equipment (0:91) 


Factor (2) 
6. Welcomes supervision—Resents supervision 
(0:52) 
8. Willing to change jobs—R efuses to changes 
jobs (0-84) 


20. Has a sensible attitude to authority—Is a bit 
of a troublemaker (o- 78) 

23. Accepts criticism and correction of work 
readily—Cannot accept criticism or correc- 
tion of work (0-88) 


Factor (3) 

I4. Gets on well with other people—Gets on 
badly with other people (0:99) 

15. Communicates spontaneously—Does not 
communicate (0°65) . 

18. The others took to him/her quickly—Doesn't 
fit in easily (0:99) 

I9. Takes a prominent part in things—Hangs 
back and lets others take the lead (0:47) 


Facor (4) К 
4. Works continuously—-Works for short periods 
only (0-82) 


5. Eager to work—Avoids work (0-74) 
6. Welcomes supervision—Resents supervision 


(0-48) 

g. Looks to more work—Waits to be given 
work (0-69) 

I6. А good timekeeper—A bad timekeeper 
(0:90) 


17. Always finishes his/her work—Leaves his/her 
work half done (0-82) 

21. Were I an employer, I would be very willing 
to take him/her on—Were I an employer, Y 
would prefer not to employ him/her (0-59) 


Factor (5) 
I9. Takes a prominent part in things—Hangs 
back and lets others take the lead (0:54) 
22. Is markedly overconfident—Is markedly 
underconfident (0-85) ы š 
24. Accepts responsibilities very readily—Can- 
not really accept any responsibilities (0-40) 


. 
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The accuracy of patient self assessment 

The work report has also been used to 
investigate the accuracy of patient self-assess- 
ments. A report was completed on a sample of 
patients in the Maudsley Hospital Rehabilita- 
tion Unit. A self-assessment was also completed 
by each patient, using the scale illustrated in 
Fig. 1 and the special instructions which are 
shown in the Appendix. Supervisor assessments 
ands self-assessments were then compared. The 
Spearman rho for a group of 22 patients was 
0°02, indicating a lack of relationship between 
self-assessments by patients and assessments by 
their supervisors. There were differences, how- 
ever, within the patient group. The patients in 
the clerical section were found to be more 
accurate than those in the manual-assembly 
section, in the sense that their self-ratings were 
nearer to the supervisors’ assessments. The 
clerical patients tended to underestimate them- 
selves, whereas the manual-assembly group 
tended to overestimate their behaviour; a 
measure of the patient's tendency to under- or 
over-estimate his work behaviour was found to 
be related to intellgence, a general trait of 
*optimisn? or a tendency to deny abnormality, 
and to the length of contact with psychiatric 
services (Griffiths, 1972). 


Work behavtour and work satisfaction 

Research on normal groups has suggested that 
work performance and job satisfaction tend to 
be unrelated (Vroom, 1964), though there is 
some indication that the relationship may 
depend on the work level, e.g. whether the 
group involved are skilled or unskilled (Doll and 
Gunderson, 1969). The relationship between 
work performance and satisfaction was studied 
in the group of patients attending the rehabilita- 
tion workshops. Three measures were available 
for each patient: the first was the supervisor's 
work report; the second the patient's own work 
assessment; the third the questionnaire measure 
of work satisfaction developed by Brayfield and 
Rothe (1951). Scores on the three measures 
were compared by calculating Spearman rhos. 
The rho between the Brayfield-Rothe scale and 
patient's selfyassessment was 0-48 (t = 2-5; 
‘d.f. = 20; p < +05). The corresponding correla- 
tion between the Brayfield-Rothe and staff 
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assessments was 0:11, which was not significant 
(t = 0:5; d.£ = 20; p > 0-1). These results 
indicate that work satisfaction was not related 
to supervisor assessment, but was related to 
patients’ own ratings of their work performance. 
The lack of relationship between satisfaction and 
staff assessments of behaviour is consistent with 
the trend of results for non-psychiatric groups. 


SUMMARY 

This paper describes the development of a 
standardized work report intended for use in 
assessing the behaviour of psychiatric patients 
in hospital workshops and clerical units. The 
report was developed to satisfy a number of 
aims, e.g. the provision of a comprehensive 
assessment which would identify patients! assets 
and difficulties, the standardization of assess- 
ment, the development of a quantitative 
measure which could be used to assess an 
individual's progress over time, and to compare 
individuals and groups. 

The standardized work report was developed 
from a previous version described by Cheadle, 
Cushing, Drew and Morgan (1967). The pre- 
vious 16 item report was, however, extended by 
the addition of a further 9 items. The final 
version was developed on the basis of a con- 
sensus of opinion by industrial supervisors and 
occupational therapists at the Maudsley Hospi- 
tal Rehabilitation Unit. 

A number of studies have investigated several 
aspects of the scale's usefulness. Inter-rater 
reliability is certainly satisfactory for group 
studies, though some caution is necessary in the 
use of the report with individuals. All correla- 
tions between judges were highly significant, 
and one study failed to demonstrate differences 
in the level of scoring between different raters. 
Assessments of reliability and ‘level’ need to be 
repeated, however, in situations where the 
report is used. There was some suggestion that 
rater agreement improves with practice and the 
opportunity to discuss assessments. The retest 
reliability of the scale over two weeks was 
considered to be satisfactory. Ё 

The report is valid to the extent that it has 
been shown to differentiate between a group of 
patients who returned to gainful employment 
after discharge and others who became chronic- 
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ally unemployed. In predicting work success 
after discharge, the rate of misclassification was 
low. The report misclassified one out of 15 
‘failures’, and two out of 19 ‘successes’, 

A principal components analysis indicated 
five main dimensions of behaviour within the 
work report. These were tentatively identified 
as (1) task competence, (2) attitude to super- 
vision and authority, (3) relationships with 
other patients, (4) work enthusiasm or motiva- 
tion, and (5) patient confidence and initiative. 

The total report could now be scored in 
terms of the item clusters—in addition to 
analyses based on specific items and total score. 

The report has also been used to study the 
self-assessments of patients, and their accuracy 
when compared with staff ratings. The accuracy 
of patient assessments, and their tendency to 
under- or over-estimate, is related to the kind 
of work which they are doing, intelligence, a 
general tendency to ‘optimism’ or to deny 
abnormal behaviours, and the length of contact 
with the psychiatric services. 

The work satisfaction of patients was found 
to be unrelated to assessments of their work 
behaviour provided by unit staff, but was 
significantly associated with patients’ own assess- 
ments of their behaviour. 
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APPENDIX 
The same rating items were used for patient self assess- 
ment, but the instructions were amended to read as 
follows: 
‘Below you are requested to make judgements about 
your own work performance on the unit, 
Please be frank and truthful in your ratings—this form 
will be treated as confidential. 
Your judgements will be made in the following manner. 
Below you will see pairs of opposite statements. One is 
the “A” statement, and the other is the “B” state- 
ment. Look at each pair of statements carefully. 
If you think that “А” is the true description of yourself, 
place a tick in the “А” applies column, i.e. column 1. 
If you think that “В” is the true description of yourself, 
place a tick in the “B” applies column, i.c. column 5. 
If you think that you are average in terms of the two 
statements—this means that you are no different from 
most other people in any factory or office—place a 
tick in the middle column (3). 

If there is a tendency for “А” to be true, but it is not 
entirely true, tick the "inclined to A" column (2). 
If there is a tendency for “В” to be true, but it is not 

entirely true, tick the "inclined to B" column (4) 
Place ONE tick only in each row. Do not miss out any 
items.” 


A synopsis of this paper was published in the March Journal. 


R. D. P. Griffiths, Ph.D., M.Phil., Senior Lecturer in Clinical Psychology, Department of Psychological Medicine 


Welsh National School of Medicine, Heath Park, Cardiff, CE4 4X W 


(Received 7 September 1972) 
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A Negative Correlation between Improved Production 
in Psychiatric Rehabilitation and Social Behaviour Outside 


By L. С. WALKER, F. A. ADAMSON, D. A. ALEXANDER and B. E. STOFFELMAYR 


One of the major problems encountered in 
rehabilitating psychiatric patients is that work 
motivation cannot be assumed but must often be 
created (Benney, 1964). Several investigations 
(e.g. Goldin, Margolin and Stotsky, 1968) have 
suggested that staff approval can be a parti- 
cularly powerful incentive for some patients’ 
rehabilitation. Wing and Freudenberg (1961) 
have shown that even some chronic schizo- 
phrenics improve their production level when 
staff encouragement is made contingent upon 
work behaviour. Although it has been suggested 
that a number of variables, such as age and 
diagnosis, are related to the magnitude of the 
increase in production, very little is known 
about thé actual significance of these factors; 
in particular, virtually nothing has been written 
about the possible relevance of contemporary 
social interactions outside the rehabilitation 
setting. In most treatment regimes attention is 
focused on the present situation and past life 
experiences to the exclusion of a systematic 
consideration of the nature and quality of social 
relationships outside the treatment situation. 
Clearly, it would be of great value if it could 
be established which social environments were 
conducive to success within a given therapeutic 
regime. This study attempts to correct this 
imbalance by using systematic observational 
techniques to explore the interaction between 
response to social reinforcement in a rehabilita- 
tion unit and social relationships outside it. 


PROCEDURE 
The study was conducted in ‘Unicorn 
Enterprises’, an industrial rehabilitation unit 
for psychiatric patients in the north-east of 
Scotland. Although schizophrenics predominate, 
the patients catered for are representative of the 
regional distribution of psychiatric disorders. 


This unit is located outside the regional mental 
hospitals, but is administratively allied to them. 
The patients lived either at home, in hostels or 
in lodgings. 


SUBJECTS 

Patients were selected using the following 
criteria: that each had been employed on the 
experimental task (paper work) for at least 7 
weeks, to control for practice effects, and that 
each was living outside the hospital with at 
least two other people, so that adequate data 
on social interaction could be obtained. Thirteen 
subjects (8 women and 5 men) satisfied these 
criteria. The small number of patients in the 
experimental group was determined by the 
exacting selection criteria: the principal aim 
was to achieve a homogeneous group with 
respect to the aforementioned factors. Patients 
were not informed that a study was to be 
conducted. . 

The diagnostic distribution was as follows: 
6 cases of schizophrenia (including one of 
paranoid schizophrenia), 2  depressions, 2 
character disorders, one obsessional state, one 
dependent and inadequate personality and one 
confusional state due to alcohol. 

The length of stay in the hospital varied to 
some extent among the patients, but this did 
not correlate with changes in production (rho = 
0:29; p > 0-05). The mean age of the group 
was 45 years, with a standard deviation of тї 
years, and the mean length of stay in the unit 
before the study was 12 months, with a standard 
deviation of 10 months. 


(a) Treatment regime 
The experiment extended over a period of six 
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experimental period (E:) and finishing with 
another two week baseline period (В/14). 
During the B/L, and B/L, the staff did not give 
the patients any feedback about their perform- 
ance, and their interactions with the patients 
were not contingent on work behaviour. 

Data are lacking for four subjects on B/L., 
since they had to be removed for unavoidable 
reasons, for example illness. 

At hourly intervals during E; a male nurse 
indicated to each patient individually his work 
record during the previous hour. When a 
patient increased his work speed, he was praised 
by the nurse and encouraged to maintain his 
new higher level (praise). When his production 
dropped, however, the nurse pointed this out to 
him and encouraged him to return to his 
previous level (prompt-+-praise). The only 
difference between the experimental situation 
and standard practice in the unit was that 
contingent social reinforcement was given in 
addition to routine feedback. 


(b) Social observations 

When all patients were at the B/L, stage, a 
social worker (F.A.) trained in observational 
techniques visited each patient at home and 
by means of Lorr's Interpersonal Behaviour 
Inventory (I.B.I.,—Lorr, Personal communi- 
cation) collected information regarding the 
patients! social behaviour outside the unit. The 
I.B.L, has been constructed to measure 15 
dimensions of interpersonal relationships. It was 
completed in the presence of the social worker, 
who ensured that each rater understood the 
question and what was required of him. Those 
persons living with the patient were asked to 
reach agreement about the appropriate rating 
for the patient on each scale question. Data for 
one patient, who lived with his parents, were 
not obtainable because of their deafness. 


(c) Interview 

At the same stage in the study, an experienced 
interviewer (D.A.A.), who was unknown to the 
patients and unfamiliar with the unit, inter- 
viewed each subject. He did not know their 
work record, their past clinical history or the 
findings of the social worker. The interview 

covered such things as the patients work 


behaviour (with special reference to the previous 
month), their attitude to staff criticism and 
praise, and their past history and social relation- 
ships outside the unit. 


RESULTS 
Treatment regime 

All patients increased their productivity in 
response to staff reinforcement. The increase in 
the production level of the group from B/L: to 
Ет is statistically significant (Wilcoxen signed- 
ranks test gives Т = o, p < 0'01). Although 
only 2 of the 9 subjects increased their produc- 
tion level between Ex and B/La, the magnitude 
of their increase accounts for the failure to 
demonstrate a significant fall-off in production 
in B/L, (T = 9, N = 9, p > 0:05). 

It should be noted that there was no difference 
in the responsiveness of schizophrenics and non- 
schizophrenics to the regime. (Fisher's test 
gives A = 4, B = 2, p > 0°05, Siegel, 1956). 


Social observations 

The total score for the rankings for each 
question in each scale was found for all subjects, 
and these totals were ranked by scale for the 
group. These data were then correlated with the 
magnitude of the increase in production between 
B/L: and Ex, giving the 15 correlation coeffi- 
cients shown in Table I. . 


TABLE I 
Correlation coefficients for I.B.I., and magnitude of 
production increase 





Correlation 

Scales—I.B.I., (RHO) 
Dominance 0'22 
Competitiveness .. —0*904 
Aggression Ж о·484 
Mistrust .. V 0:218 
Detachment 0:51* 
Inhibition 0:495 
Submissiveness —o-08 
Succorance 0°31 
Abasement —O* 102 
Deference —0.79+ 
Agreeableness —0:58* 
Nurturance —0:519* 
Affection . —0:52* 
Sociability —0:634%* 
Exhibition — 728+ 


* p< 0:05; +р < 0:01 


Interview | 
Interview data are available. for only 12 
patients: the remaining patient having been 
unable to attend. The most striking features of 
these findings can be summarized as follows: 

(a) Only one subject claimed to have noticed 
any changes in the frequency or nature of staff 
attention over the three experimental stages. 

(b) Although all 12 subjects did increase their 
level of production, only half of them thought 
they had produced more during Ex, and none 
thought there had been a marked increase. One 
patient believed his level had dropped. Of those 
who recognized their increased productivity, 
only one attributed it to staff encouragement; 
interestingly, her production had improved less 
than the average for the group. 

(c) All patients stated that what the staff felt 
about them was important to them. None liked 
to be criticized or prompted by the staff, and all 
liked encouragement. 

(d) About three-quarters of the patients 
claimed it was difficult to make friends outside 
the industrial rehabilitation unit, and most of 
them attributed this to the stigma attached to 
‘being a mental patient’. The facility with which 
the patients claimed to make friends correlated 
(p < о-о) with the ‘submissiveness’ and 
‘sociability’ Scales of I.B.I., (Median Test gives 
chi-square = 7-1 in each case, Siegel, 1956). 


DisaussioN 


By means of Lorr’s I.B.I.4, relatives assessed 
the social functioning of patients from an 
industrial therapy unit who took part in an 
experiment involving a social reinforcement 
regime. It was found that several of the scales 
correlated significantly with increased producti- 
vity. Patients whose production improved most 
were described on Lorr's scales by the relatives 
as more detached, less sociable, less nurturant, 
less agrecable, less affectionate, less deferent and 
less exhibitionistic. Thus the patients who were 
most responsive to the experimental treatment 
were the ones whose life style outside the unit 
was more impoverished and less acceptable to 
the relatives. 

The data ,presented, thérefore, not only 
indicate that responsiveness to treatment is 
related to inadequate social behaviour outside 
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the treatment situation, but also suggest the 
intriguing possibility that the same aspects of a 
patient's behaviour which facilitate a good 
response to treatment may militate against final 
community adjustment. The suggestion that 
hospital adjustment does not predict favourable 
community adjustment has been made by 
Wohl (1964) amongst others, but the more 
complicated interaction suggested here, be- 
tween responsiveness to treatment and com- 
munity adjustment, has not been reported in the 
literature. Although further study will have to 
be made of this subject, the present results 
clearly point to the necessity for investigating 
patients’ behaviour outside as well as inside 
therapy. The importance of this issue has been 
recognized at least in the context of psycho- 
therapy research for a long time (Bergin, 1971). 
Nevertheless, few studies have been published 
which examine behaviour both in the context of 
treatment and outside it. T'he usual approach in 
the evaluation of treatment is to compare pre- 
and post-therapy measures in conjunction with 
follow-up data. The limitation of this approach 
is that it fails to take account of any relationship 
which may exist between behaviour in the 
therapy situation and that outside it. 

A further point of interest is that only half the 
patients noted an increase in productivity. This 
is particularly striking, as all the patients in 
the unit get written feedback six times a day. 
Of the patients who noted an increase in 
productivity only one attributed this to more 
frequent staff approval; the rest explained 
their improvement by saying, for example, that 
they wanted ‘to get on with the job’ or that they 
‘saw the work as challenging’. Even though 
patients did not think their improvement was 
attributable to staff intervention they all stated 
that the staff’s opinion was to them a matter of 
importance. This may be a significant factor, 
and the results from one study suggest that 
awareness of contingency increases the effective- 
ness of a reinforcement regime (Ayllon and 
Azrin, 1964). The present data raise the question 
whether this principle holds for social reinfotce- 
ment as well. 

Finally it should be pointed out that the 
present study was possible only through the 
collaboration of workers with different expertise. 
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Of particular importance was the role of the 
social worker (F.A.). It was she who made the 
home visits, and when the findings of the study 
are translated into a treatment programme 
again it will be social workers who will be most 
concerned with the improvement of the patients’ 
social functioning outside the treatment situa- 
tion. Social workers are often seen only as 
welfare agents rather than as specialists in 
evaluating extra-therapy factors: an expertise 
which they can bring to a treatment regime. 


SUMMARY 

This study, carried out in a psychiatric 
rehabilitation unit, investigated the relation- 
ship between the effectiveness of a treatment 
regime based on social reinforcement and social 
behaviour outside the unit. Although all patients 
increased their productivity in response to 
reinforcement, only half of them were aware of 
this increase, and only one of these patients 
related it to the introduction of social reinforce- 
ment. The increased productivity was negatively 
correlated with desirable social behaviour outside 
the unit. This raises the possibility that those 
aspects ofa patient's behaviour which facilitate a 


favourable response to treatment may not be 
vonducive to final community adjustment. 
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Cognitive Functioning in Schizophrenia 


1. Stimulus Analysing and Response Selection Processes 


By W. L. MARSHALL 


It has long been accepted that inadequate or 
abnormal cognitive performance is a charac- 
teristic of those patients described as schizo- 
phrenic (Cameron, 1938, 1939; Goldstein, 
1939). A number of theories have been advanced 
to suggest that the basic deficit underlying this 
abnormal performance lies in impaired infor- 
mation processing. McGhie (1969, 1970) and 
Payne (1960) consider the defect to be in the 
filter that normally operates to exclude irrele- 
vant stimuli, while Yates (1966a, 1966b) 
suggests that the impairment may reflect a 
slowed rate of information transfer in the 
primary processing channel. Hawks and Mar- 
shall (1971) also argue for slowed processing, 
but although they talk about overload due to 
inappropriately filtered input they appear to 
identify their position with Broen’s (1968) 
response interference theory. 

McGhfe’s position derives from a careful 
consideration of clinical evidence followed by 
direct experimental examination of the clinically 
derived hypotheses. The experiments that 
McGhie and his colleagues employed (Chapman 
and McGhie, 1962; Lawson, McGhie and 
Chapman, 1967; McGhie, Chapman and Law- 
son, 1964, 1965a, 1965b), permit direct in- 
ferences to be made about the effects of distrac- 
tion on performance, and replicate some of the 
accepted paradigms for investigating informa- 
tion processing variables. Similarly, the research 
suggestions of Yates (1966a) represent attempts 
at direct testing of hypotheses about information 
processing defects. The same cannot be said, 
however, of Payne's early work (Payne, 1960, 
1962, 1966; Payne, Caird and Laverty, 1964; 
Payne and Hewlett, 1960; Payne, Mattussek 
and Georgg, 1959), nor can the study of Hawks 
and Marshall (1971) provide the basis for 
inferences about defective filtering of input. 
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Indeed, Payne’s studies of ‘overinclusion’ in 
schizophrenic patients have been criticized, 
both for the technical limitations of the tests 
used (Foulds et al., 1967; Hawks, 1964; Watson, 
1967) and on the ambiguity of the interpreta- 
tions of his findings (Gathercole, 1965). 

In view of recent findings (e.g. Hawks, 1967; 
Payne and Caird, 1967; Payne, Hochberg and 
Hawks, 1970; Payne and Van Allen, 1969), 
Payne has changed his position, and now 
concludes that ‘plausible though the “defective 
filter” explanation of overinclusive thinking 
sounds, experiments have not supported it’ 
(Payne, 1971, p. 83). A more reasonable 
conclusion might have questioned the usefulness 
of the concept of overinclusive thinking. 

Even those theories (McGhie, 1970; Yates, 
1966b) that require a less circuitous inferential 
path from the data are open to criticism on 
other grounds. All the theories discussed so far 
are based on Broadbent’s (1958) model of 
normal information processing. There are at 
least two reasons why Broadbent’s model may 
not be an acceptable reference system for dis- 
cussing schizophrenics’ problems. In the first 
place studies of normal attentional processes 
(Gray and Wedderburn, 1960; Moray, 1959; 
Triesman, 1964) have undermined the accept- 
ance of Broadbent’s statements and have led 
to either the rejection of a perceptual filter 
theory (Deutsch and Deutsch, 1963) or to 
serious modifications of such models (Broadbent 
and Gregory, 1964; Triesman, 1964). Even the 
alternative, much modified, input filtering 
models have been seriously challenged (Green- 
wald, 1970a; 1970b; Norman, 1969). 

The second reason for doubting the relevance 
of Broadbent’s model has to do with data 
obtained from schizophrenics contradicting the 
assertion that the breakdown in their filtering is 
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due to a relative inability to discern the physical 
properties of the message. This assertion is 
essential in order to consider schizophrenics’ 
performance in Broadbent’s terms, since in his 
theory filtering is based on physical properties. 
Loren Chapman, in a series of studies (Chap- 
man, 1956a, 1956b, 1958, 1961; Chapman and 
Taylor, 1957), has demonstrated that schizo- 
phrenics are not distracted by just any irrelevant 
stimuli in a conceptual task, but only by those 
stimuli bearing some relationship to the correct 
items, Indeed, the closer the associational rela- 
tionship between the correct and extraneous 
item the greater the distractive power of the 
irrelevant stimuli (Downing, Ebert and Shu- 
brooks, 1963; Downing, Shubrooks and Ebert, 
1966; Gottesman, 1964). Chapman’s studies 
have been replicated and extended, with essen- 
tially the same results (Blumberg and Giller, 
1965; Burstein, 1961; Feinberg and Mercer, 
1960; Gonen, 1970; Grimes and McGhie, 1972; 
Hawks and Marshall, 1971). The important 
point to note for Broadbent’s model is the 
absence of a dimension of physical discri- 
minability matching the distractive powers of 
the items in Chapman’s studies. An experiment 
by Lawson (1962) also has relevance for this 
issue. Using a ‘low-pass filtering’ technique to 
distort a normal voice, Lawson was able to 
obtain a series of ‘irrelevant’ messages that 
ranged from clearly discriminable from the 
normal voice to near the region of the psycho- 
physical threshold. All subjects were adversely 
affected by decreasing discriminability of the 
messages, and schizophrenics were no more 
handicapped in this respect than normals. 
Thus if schizophrenics do have filtering diffi- 
culties, these difficulties are not due to a 
relative inability to discriminate the physical 
properties of stimuli. 

If the defective filter theorists are to maintain 
their argument they must turn to more appro- 
priate models of attention. Triesman’s model 
has some advantages over Broadbent’s, but also 
some disadvantages -(Norman, 1969). Deutsch 
and Deutsch’s (1963) response selection theory 
may provide a more satisfactory model for 
considering schizophrenics’ performance diffi- 
culties. Such a model would seem to fit the data 
discussed by Broen (1966, 1968), and is especially 
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suited to Broen’s interpretation of the evidence. 
There is no problem for schizophrenics, as 
Broen sees it, in sampling input. The problem is 
simply that the probabilities of competing 
responses have been more nearly equalized in 
schizophrenics, and this causes them to have 
difficulties in selecting the appropriate response. 

The resort to models of attention and response 
selection rests on the frequent observation that 
schizophrenics cannot handle information under 
certain conditions with the same facility as 
normal subjects, and that they generally perform 
at a less efficient level than most other psychi- 
atric patients. In choosing either an attentional 
or a response selection model as a basis for 
understanding schizophrenics’ problems we 
necessarily restrict our view. Schizophrenics 
may experience difficulties in either or both 
stimulus analysing or response selection. They 
may also have difficulties in holding material 
in the short-term memory mechanism, in 
retrieving memorial information, in transferring 
information within the system, or, in line with 
Bleuler’s (1911) suggestion, in associating 
material at some central level in the system. 
А. model that permits the description of capa- 
cities at most, if not all, these levels is provided - 
by the recent work on choice reaction time 
(CRT) with normal subjects. The data from 
CRT studies have been analysed according to 
current information theory models that have as 
their basis a modification of Donders’ (1868) 
argument of additivity. Whereas Donders 
argued that increasing complexity adds, in.a ` 
logarithmic fashion, a cognitive component to 
the motor speed component of simple reaction 
time, modern theorists posit a log/linear rela- 
tionship between increases in complexity and 
reaction-time (Hick, 1952; Smith, 1968; Stern- 
berg, 1969). This relationship appears to hold 
irrespective of whether the increases in com- 
plexity refer to stimuli, responses, or memory 
load (Briggs and Blaha, 1969; Briggs and 
Swanson, 1969, 1970; Swanson and Briggs, 
1969). It is possible, using these kinds of analyses 
of CRT data, to isolate the locus of difficulty in 
information processing. Such analyses could be 
applied with profit to schizophrenics’ perform- 
ance and may facilitate the evaluation of various 
theories. 
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EXPERIMENTAL STUDY 


Aim: The aim of the study is to compare the 
CRT performance of schizophrenics with other 
subjects when complexity (or uncertainty) is 
increased across stimulus values and response 
values independently. In this way an evaluation 
can be made of McGhie and Payne’s defective 
filter theories and of Broen’s argument that 
schizophrenics have response selection diffi- 
culties. Slade (1971) examined schizophrenics’ 
performance on a CRT task, but unfortunately 
confused stimulus and response uncertainty, so 
that all he was able to conclude was that 
schizophrenics were seriously affected by in- 
creasing complexity. 

For the stimulus filter argument to be correct, 
schizophrenics should not only have slower 
reaction times (RT) than other subjects at all 
levels of stimulus uncertainty, but should also be 
more affected by increases in stimulus com- 
plexity. That is, the slope of the function relating 
decision times to stimulus uncertainty should be 
both higher and steeper for schizophrenics than 
for other subjects. If Broen (1968) is correct in 
asserting that the schizophrenic’s problem is in 
selecting the appropriate response, then their 
response patterns should exhibit a higher and 
steeper slope of the function relating decision 
time to response uncertainty than those of other 
subjects. * 

Alternative proposals (Court and Garwoli, 
1968; Yates, 1966a, 1966b), which specifically 
deny difficulties in input analysing, would not 
predict a steeper slope to the stimulus function 
for schizophrenics. Although these theories 
would predict slower times with increases in 
the amount of relevant stimulj since this 
requires more decisions per unit time, there is 
no reason to suppose that additional irrelevant 
stimuli should cause further slowing. Indeed 
Yates (19662) specifically claims that it is not 
the intrusion of irrelevancies that causes appa- 
rent thought disorder in schizophrenics, but 
rather the loss of relevant information. 


METHOD 
Subjects: There were three groups of subjects 
comprising еі schizophrenics, 21 neurotics and 21 
penitentiary inmates. The last group served as 
normal controls and permitted matching for institu- 


` 415 


tionalization. The schizophrenics were chosen from 
patients whose diagnosis was unequivocal and who 
had not been treated with psychosurgery, nor in 
the previous month experienced electroconvulsive 
therapy. Medication ranged from zero to 200 mg. 
bid. Serentil plus 200 mg. b.id. Mellaril The 
penitentiary inmates were orthogonally matched, as 
far as was possible, with the schizophrenics on IQ, 
education, age and duration of current stay in an 
institution. Inmates who showed any evidence of 
psychiatric involvement were excluded. There was 
no thorough attempt to match neurotic subjects, but 
statistical analyses did not reveal any significant 
differences in IQ, education, or age. However, the 
neurotics had spent significantly leas time in an 
institution, both presently and throughout their life, 
than either the schizophrenics or the inmates. 


PROGEDURE 


A card-sorting task based on a test used by Cross- 
man (1953) served as the measure of CRT. This test 
was chosen because it is a continuous task and there- 
fore has certain advantages over the more popular 
discrete RT task. Data on the orienting response 
(Easterbrook and Costello, 1970) suggest that 
responses to stimuli having a sudden onset will be 
markedly different for schizophrenics than for other 
subjects. A continuous CRT method overcomes these 
difficulties A further advantage of a continuous task 
over the usual discrete CRT procedure involves the 
elimination of time-uncertainty. Time-uncertainty 
has been shown (Creamer, 1963; Gottsdanker and 
Way, 1966; Klemmer, 1956, 1957; Náàtanen, 1970; 
Nickerson, 1967), to contribute to reaction-time, and 
cannot simply be eliminated by the presence of a 
warning signal and regular fore-periods (Drazin, 
1961; Karlin, 1959; Zahn, Rosenthal and Shakow, 
1963). 

In order that CRTs should provide a basis for 
estimating decision times, performance must be the 
result of an optimal balance between speed and 
accuracy. Subjects are therefore urged to go as fast 
as possible without making errors. The usual criterion 
for accurate performance is to reject any performance 
that produces more than 2 per cent errors (Smith, 
1968). It turned out not to be necessary to apply this 
rule, as all subjects returned zero error scores. 

There were three different decks of cards used, 
each deck containing 32 cards. In Deck 1, 16 cards 
displayed a blue circle, and 16 a yellow circle. Deck 2 
had 16 circles (8 blue and 8 yellow) and 16 squares 
(8 blue and 8 yellow). Deck 3 had 8 circles, 8 squares, 
8 diamonds and 8 triangles, each shape appearing 
four times in blue and four times in yellow. Thus each 
deck had a different degree of stimulus uncertainty 
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associated with it, where uncertainty is defined in 
information theory terms (Shannon, 1948). 

The subjects were asked to sort Deck 1 into two 
piles according to colour. Deck 2 was to be sorted 
twice, once according to colour, and once according 
to both shape and colour. Deck 3 was to be sorted 
three times, once by colour, once by shape, and once 
by both shape and colour, 

Thus Deck 1, which contains one bit of stimulus 
uncertainty, is sorted according to instructions that 
result in one bit of response uncertainty for the 
subject. Deck 2, which contains two bits of stimulus 
uncertainty is sorted in two ways: one giving one bit 
of response uncertainty (colour alone); and the other 
two bits of response uncertainty (colour and shape). 
Deck 3 contains three bits of stimulus uncertainty, 
and is sorted in three ways: one resulting in one bit 
of response uncertainty (colour alone); one resulting 
in two bits of response uncertainty (shape alone); 
and one resulting in three bits of response uncertainty 
(colour and shape). 

Each deck was shuffleld before presentation to 
ensure random ordering, and the order of occurrence 
of the decks and the sorts within decks was also 
randomized. Subjects were handed the cards face 
down, and were instructed to turn each card over 
individually and then place the card on the top of a 
guide card according to the appropriate instructions. 
Subjects were advised to sort as fast as possible with- 
out making errors. All subjects were given three 
practice trials with each possible sort before data 
collection commenced. 


RESULTS 

The RTs for each subject were recorded over 
three trials for each condition, and means of 
these three recordings were taken as repre- 
sentative of the subject’s score at each level of 
uncertainty. Such scores, however, include, in 
addition to the decision times, the time required 
by the subject to make the necessary sorting 
movements. The evaluation of the effects of 
varying stimulus and response uncertainty on 
decision processing requires a model that will 
allow separate estimates of movement and 
decision times to be derived from the data. 


CRT model 

Estimates of movement time have been 
secured (Slade, 1971) by having subjects sort 
blank cards according to the instructions used 
in the testing procedure. Observation of subjects 
sorting blank cards made it clear that the 


movements involved were quite different from 
those produced in the actual task, and for this 
reason such estimates were not used. 

Since there is abundant evidence that CRT 
is a linear function of the level of uncertainty as 
measured in bits of information (Briggs and 
Swanson, 1970; Hick, 1952; Smith, 1968; 
Sternberg, 1969), the intercept of such a 
function should provide the basis for estimating 
movement time. In the present study we have 
two functions relating RT to uncertainty across 
three bits of uncertainty. For each subject a 
line-of-best-fit was derived for each of these 
functions from the three recordings taken at 
each level of uncertainty. Graph 1 describes 
these functions for a representative subject. 

The ‘response function’ describes the line-of- 
best-fit for increases in response uncertainty at 
three bits of stimulus uncertainty (this being the 
only level of stimulus uncertainty that provided 
three levels of response uncertainty). The inter- 
cept of this function, then, provides an estimate 
of the time required to sort three bits of stimulus 
uncertainty at zero bits of response uncertainty. 
We will call this value S3/Ro. The ‘stimulus 
function’ describes the line-of-best-fit for in- 
creases in stimulus uncertainty at one bit of 
response uncertainty (this being the only level 
of response uncertainty that provided three 
levels of stimulus uncertainty). The intercept of 
this function, then, provides an estimate of the 
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GzaarH 1.—Lines-of-best-fit for the sorting times of a 
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4 


M 


* 


BY W. L. MARSHALL 


time required to sort one bit of response un- 
certainty at zero bits of stimulus uncertainty. 
We will call this value So/R.1. 

Movement time can be understood as the 
time taken to sort in the absence of any decisions, 
ie. the time taken to sort zero bits of stimulus 
uncertainty at zero bits of response uncertainty. 
Thus movement time will be represented by 
SO/RO, and so the intercepts of both functions 
contain components of decision times. The slopes 
of each function will, however, enable us to 
adjust our values to estimate SO/RO. The slope 
of each function represents the changes in RT 
that result from unitary changes in uncertainty. 
Therefore, the slope of the response function is 
an estimate of the time taken to sort one bit of 
response uncertainty (R1). Similarly, the slope 
of the stimulus function provides an estimate of 
S1. If we subtract R1 from the intercept of the 
stimulus function So/R1 the result is So/Ro, 
i.e. an estimate of movement time. Likewise, if 
we substract 3(51) from the intercept of the 
response function S3/Ro the result again is 
So/Ro, or, alternatively, an estimate of move- 
ment time. Statistical analyses of all the schizo- 
phrenics* data revealed no significant differences 
between the two estimates, and in fact the corre- 
lation that results from comparing them was 
substantial „(т == 0:996). The function relating 
the two estimates of movement time had a slope 
that did not significantly differ from unity, and 
the intercept did not differ from zero. The first 
alternative was chosen as the estimate of 
movement time, and was subtracted from the 
values at each level of response and stimulus 
uncertainty to give estimates of decision times 
for each subject. 

Tests of the model: Estimates of scores of two 
bits of response uncertainty at two bits of 
stimulus uncertainty can be derived from the 
estimates of movement and decision times. If 
the model is incorrect, these derived scores 
should differ significantly from those actually 
obtained. A correlated ‘t test did not produce a 
significant ratio, suggesting that the estimated 
scores did not differ from the obtained data. 

For the estimates of movement time to- be 
equivalent, and in particular for the estimate of 


"Sg to be adequate, there should not be a 


‘stimulus uncertainty’ X ‘response uncertainty’ 
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interaction. 'Therefore, if we compare functions 
representing different levels of uncertainty on 
one factor across different levels of the other— 
factor, these functions should be parallel. 
Effectively this would provide a rationale for 
the simple additivity of stimulus and response 
uncertainty in determining  reaction-time. 
Taking two levels of response uncertainty (one 
and two bits) at two levels ofstimulusuncertainty 
(two and three bits) for the schizophrenics’ 
data, an analysis of variance did not reveal any 
significant interaction effect (F[1,40] = 0-145). 
Additivity thus holds within the range of un- 
certainty used in this study. 


Derived RT data 

All derived scores were divided by 30 to 
produce estimates of sorting times per card. 
Table I shows the RT data converted to move- 
ment times and decision times. 

Extracting the data for changes in decision 
times with (a) changes in stimulus uncertainty, 
and (b) changes in response uncertainty, we 
can examine the separate effects of stimulus and 
response complexity on the various groups. 
These two functions are expressed in Graphs 2 
and 3. 

An analysis of variance of the data in Graph 2 
revealed a significant ‘groups’ effect (F[2,60] = 
24°42; p < 0-01), a significant effect due to 
changes in the level of response uncertainty 
(F[2,120] = 619°45; p < 0-01), and a signi- 
ficant interaction effect (F[4,120] = 31:52; 
р < 0:01). A similar analysis of the data in 
Graph 3 produced a significant ‘groups’ effect 
(F[2,60] = 17:75; p < 0:001), a significant 
effect due to changes in stimulus uncertainty 
(F[2,120] = 13:79; p <0-or), and a significant 
interaction effect (F[4,120] = 4: 40; p «0: от). 

A test of homogeneity of variance using the 
‘Fmax’ statistic on both sets of data indicated a 
significant deviation from homogeneity in the 
case of the response function (Fmax = 59:68; 
p < 0:01), and in the case of the stimulus 
function (Fmax = 37:37; р < o-or). Non- 
parametic analyses, however, gave essentially 
the same results as the parametric tests, except 
that there is no distribution-free method for 
deriving interaction effects that has a demon- 
strated efficacy (Bradley, 1968). In view of the 
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lack of homogeneity of variances, and the 
congruence ef the parametric and non-para- 
metric overall analyses, it seemed more appro- 
priate to examine the differences within effects 
by distribution-free statistics. 

Mann-Whitney U tests of the data in Graph 2 
showed that the schizophrenics had a higher 
function rlating decision time to increases in 
response uncertainty than either the neurotics 
(z == 4°77, р < 0-01) or the inmates (z = 4:65, 
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р < 9-01). Inmates and neurotics did not differ 
(z = 1:29). Similar analyses of the data in 
Graph 3 gave essentially the same results. 
Schizophrenics were slower than the inmates 
(z = 4°31, р < 0'01), and slower than the 
neurotics (z = 4°31, р < 0:01), whereas the 
neurotics and the inmates did not differ 
(z = 1:17). 

In order to determine whether stimulus 
analysing is more difficult for schizophrenics 
than deciding between responses, we must 
compare changes in CRTs with increases in 
uncertainty across one factor while holding 
the other factor constant. To do this we can 
take the obtained data at one bit of response 
uncertainty with increases in stimulus un- 
certainty and compare this with derived data 
for one bit of stimulus uncertainty with increases 
in response uncertainty. An analysis of variance 
of such data revealed a significant interaction 
effect between type of uncertainty (stimulus 
vs. response) and level of uncertainty (F[2,80] = 
92:37; p < о-о). This interaction effect 
indicated that the response function was steeper 
than the stimulus function, suggesting that 
response decisions are more difficult for schizo- 
phrenics than stimulus analysing. 

An analysis of variance of the movement 
times revealed a significant ‘group’ effect 
(F[2,60] = 13:16; р < 0:005), which the 
Mann-Whitney U tests showed to be the result 
of differences between all groups. The schizo- 
phrenics were significantly slower in their move- 
ments than either the neurotics (2 = 2:67, 
p < 0:005) or the inmates (z = 3°84, p < 
0:005), and the neurotics were significantly 
slower than the inmates (2 = 2:55, p < 0:005). 

The suggestion that the results might have 
been due to the effects of medication was not 
confirmed. The schizophrenics’ medication was 
independently ranked by two psychiatrists* for 
sedative effects and the rank-order correlation 
of the two ratings was highly significant (rho — 
+0-87, р < 0-001). The mean of these rankings 
for each subject was then correlated with the 
estimates of movement time, response decision 
time and stimulus decision time for all subjects. 
None of the resulting correlations approached 


* Thanks to Drs. C. McPherson and J. Peachey for 
their help in ranking the data. 
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significance. The highest coefficient was that 
resulting from comparing movement with 
medication level (rho = -+-0-185). 


Discussion 

The results indicate that the schizophrenics 
were slower in executing the movements neces- 
sary to sort cards and in their ability to select 
responses than either the inmates or the 
neurotics. The schizophrenics were also slower 
at making decisions about stimuli than either 
the inmates or the neurotics. Both the response 
selection problems and the stimulus analysing 
difficulties of the schizophrenics became rela- 
tively more pronounced with increases in un- 
certainty, compared with these effects on the 
inmates and the neurotics. Stimulus un- 
certainty was not as great a source of difficulty 
for schizophrenics as was response uncertainty. 
These findings are consistent with earlier RT 
studies by Venables (1958, 1965). He found that 
when response complexity was low in a verbal 
RT task there was no interaction between 
stimulus complexity and differences in schizo- 
phrenics’ and normals’ performance, ie. the 
slopes of the stimulus complexity/reaction time 
functions for both groups of subjects were the 
same (Venables, 1958). In his later study 
(Venables, 1965), stimulus complexity was held 
constant. Schizophrenics did not differ from 
normals in performance at minimal levels of 
response complexity, but the slopes of the 
functions differed significantly, indicating a 
relatively increasing difficulty for schizophrenics 
as the response complexity increased. Kausler, 
Lair and Matsumoto (1964) have obtained 
similar results. 

The observation that schizophrenics have a 
higher and steeper slope to the function relating 
decision. time to response uncertainty than other 
subjects, supports Broen’s (1968) claim that 
difficulties in selecting the appropriate response 
is the problem for schizophrenics. This finding is 
not inconsistent with Yates’ (1966a) theory. The 
effects of stimulus uncertainty support the 
argument that schizophrenics have problems in 
dealing with the stimulus properties of input, 
and this is in accordance with the filter defect 
theories of McGhie (1970) and Payne (1960). 
Of course these results do not confirm the sugges- 
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tion that schizophrenics have filtering problems. 
It may be that the results are due to other 
difficulties. For instance, stimulus analysing has 
been shown to involve an encoding process as 
well as a sampling or filtering of input (Swanson 
and Briggs, 1969). 

The presence of difficulties at both tbe 
stimulus and response ends of the processing 
system is inconsistent with all theories (whether 
defective filtering, slowed transfer in the primary 
processing channel, or response selection pro- 
blems) that claim a single specific defect as basic 
to the schizophrenic's problems. 1t is clear tbat 
schizophrenics information processing capacities 
are defective compared with those of other 
subjects, and that this relative deficit is not 
isolated to any one aspect of processing. The 
specification of the extent of these difficulties 
will have to await further study, and the CRT 
task seems well suited to the description of such 
defects. 

The flatter slope of the function relating 
decision times to stimulus uncertainty, compared 
to that relating decision times to response 
complexity, suggests that response election 
problems are of more importance than defective 
filtering in understanding schizophrenics’ per- 
formance. A possible reason for this may relate 
to the novelty of the stimuli. It may ре that for 
schizophrenics the effects of stimulus complexity 
are maximal with novel stimuli. Even the limited 
practice given in the present task may have been 
sufficient to reduce stimulus uncertainty effects. 
Broadhurst (1958a, 1958b) obtained a significant 
practice effect for both schizophrenics and 
normals, but these effects were greater for the 
schizophrenic subjects, In describing the work 
dealing with the orienting responses of schizo- 
phrenics, Easterbrook and Costello (1970) note 
the importance of novelty. They suggest that 
the experimental procedures used by McGhie 
and his colleagues produced an important 
orienting response, and that this disruptive 
response may account for the apparent distrac- 
tion effects. With sufficient practice orienting 
responses could be expected to disappear. An 
incidental observation in the present study 
suggests that practice effects may Be slower in , 
schizophrenics but nevertheless may occur 
rapidly. In the pre-test practice schizophrenics 
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needed far more additional instructions than 
other subjects, but they did not appear to lose 
this instructional set once actual trials began. 
This observation is relevant to Shakow’s (1962, 
1963) ‘mental set’ theory. It is possible that 
schizophrenics are able to overcome the ten- 
dency to adopt minor sets if instructions are 
repeated frequently and if they become famili- 
arized with the stimuli. 

In summary, then, the evidence indicates that 
schizophrenics have difficulties in choosing the 
appropriate response once stimuli have been 
analysed, and this difficulty is exacerbated by 
increasing complexity. Schizophrenics also have 
a somewhat less marked problem in analysing 
input, and this difficulty may be overcome to 
some extent by practice. In addition, schizo- 
phrenics are slower than other subjects in 
executing movements, indicating that they are 
generally slowed across all the functions 
examined in this study. 

Perhaps the most important observation of 
the present study relates to the adequacy of the 
model for representing the CRT data of schizo- 
phrenics. The capacity of ORT studies to 
provide detailed analyses of various aspects of 
information processing make such studies parti- 
cularly suited to the examination of schizo- 
phrenics’ functioning. The results of further 
studies of schizophrenics’ CRTs, should be of 
considerable value for an understanding of the 
nature of the cognitive dysfunction of these 
patients. 


SUMMARY 

It is suggested that those theories of schizo- 
phrenics’ cognitive functioning that posit infor- 
mation processing difficulties as the basis for the 
defective functioning are inadequate. One basic 
inadequacy is that all these theories rest on an 
outmoded model of information processing. 
Models of choice reaction time (CRT) seem 
more suited to an understanding of schizo- 
phrenics’ difficulties and allow a detailed 
analysis of functioning that would permit the 
description of schizophrenics’ cognitive defects. 

A CRT analysis of card sorting performance 
indicated that schizophrenics were slower 
“than neurotics and matched penitentiary in- 
mates across all measures. Schizophrenics were 


421 
slower than other subjects in their movements, 
and had more difficulty in analysing stimuli 
and selecting the appropriate response. Increases 
in both stimulus complexity and response un- 
certainty affected schizophrenics more than 
other subjects, with response uncertainty effects 
being greatest. The effects of stimulus uncer- 
tainty appeared to be related to novelty. 

The results are discussed in relation to several 
theories and a case is made for further CRT 
studies of schizophrenics’ functioning. 
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11. Conceptual Performance under Unpaced, Speeded, 
and Slowed Conditions 


Abnormal performance on concept tasks is 


' accepted as a characteristic behaviour of schizo- 


phrenic patients (Buss, 1966). The deviant 


responses of schizophrenics on these tests have 
been considered to be the result of various basic 
problems, for example, overinclusive thinking 
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(Cameron, 1939; Payne, 1960); concreteness 
(Goldstein, 1946); distractibility (McGhie, 
1969); and inability to maintain a major set 
(Shakow, 1962, 1963). Hawks and Marshall 
(1971) have suggested that the schizophrenic’s 
unusual conceptual performance is the result 
of an adjustment to an underlying defect in 
information processing. They claim that schizo- 
phrenia slows the rate at which information is 
processed. Yates (1966a, 1966b) also considers 
schizophrenics to be slowed in the rate at which 
they can process information, however, he puts 
the locus of this difficulty in the primary pro- 
cessing channel, while Hawks and Marshall 
appear to suggest a more general slowing. 
According to Hawks and Marshall, some schizo- 
phrenics adjust to this by slowing the rate at 
which they deal with problems, thereby appear- 
ing slow but retaining their accuracy. Other 
schizophrenics are said to attempt to maintain 
their pre-morbid operating rate, and conse- 
quently make errors but do not appear retarded. 
The implications of this theory for perform- 
ance on concept tests completed under various 
conditions were described by Hawks and 
Marshall (1971), and a limited test of these 
implications was made. A more complete test is, 
however, necessary to examine the theory more 


у. 


EXPERIMENTAL STUDY 

Aim: The aim is to test certain implications of 
Hawks and Marshall’s theory. Specifically, they 
claimed that some schizophrenics would make 
errors on Chapman’s (1958) test, while others 
would not. The former they called ‘over- 
inclusive’, and it was supposed that forcing these 
subjects to slow the rate at which they com- 
pleted the test would reduce their errors. The 
other schizophrenics were called ‘non-over- 
inclusive’ and it was claimed that speeding them 
would increase their errors. The results of a 
study examining these implications (Hawks and 
Marshall, 1971) supported the theory. 

A more thorough test would involve having 
schizophrenics complete Chapman’s task under 
unpaced, speeded and slowed conditions, and 
comparing their performance with that of 
normal subjects under unpaced and speeded 
conditions. Since normals do not make errors 
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when unpaced it is obviously impossible for them 
to benefit by slowing, so this condition for the 
normals is unnecessary. 

Hawks and Marshall’s theory would predict 
(in common with many other theories) that 
schizophrenics, as a group, would make more 
errors than other subjects on Chapman’s test 
under unpaced conditions. Speeding may not 
significantly increase the schizophrenics’ errors 
(since they already produce considerable errors), 
whereas it should make the normal subjects 
show schizophrenic-like performance. Slowing 
should decrease the errors of the schizophrenic 
subjects. 


METHOD 

Subjects: The groups are described in an earlier 
study (Marshall, 1973). They comprised 21 schizo- 
phrenics, 21 neurotics and 21 inmates from local 
penitentiaries. All groups were matched for IQ 
(Mill Hill), education, and age. The schizophrenics 
and the inmates were also matched on the length of 
their current stay in an institution. 

Procedure: Chapman’s test has been described 
elsewhere (Chapman, 1958), but briefly it consists of 
two matching sets of cards. Guide cards have three 
words printed on them, one of which describes a 
concept that is a member of the same class as the 
word appearing on the matching response card. 
Another of the guide card words describes a concept 
that belongs to a class associated with, but not the 
same as, the word on the response card. The third 
guide card word is unrelated to the response card 
word. 

The subject is required to place the response card 
in the box under the word of the same class on the 
guide card. An error occurs when a subject places a 
response card under either the associated or the 
irrelevant guide card word. Subjects were given six 
examples as practice items and were not allowed to 
commence the test proper until they understood what 
was required. Chapman’s test has go items, and 
these were divided into three sets on a random basis 
for each subject. The order in which cards were 
presented to individual subjects was determined 
randomly. 

For the unpaced condition, subjects were handed 
the response cards and told to place them appro- 
priately once they had made a decision. Care was 
taken not to influence the rate at which subjects 
completed the task under this condition. In order to. 
speed the subjects, the experimenter told them that it 
was necessary to sort each response card as quickly 
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as possible. For the slowed condition subjects were 
told to deliberate over each decision. Care was taken 
to ensure that the experimenter did not vary his rate 
of presenting the guide cards, 

It might be suggested that a mechanical method of 
presenting the stimuli (both guide cards and response 
cards) would give greater control over operating 
rates, However, a difficulty with such a method would 
be that some arbitrary percentage of unpaced time 
would have to be chosen to determine the speeded 
and slowed rate and the same percentage change 
given to all subjects. An optimal increase (or decrease) 
in rate for one subject may not be at all optimal, in 
terms of the theory, for other subjects. Furthermore 
such a procedure would have required that the un- 
paced condition should come first for all subjects, 
making it difficult to reject an order effect hypothesis 
on the basis for changed scores. s 


RESULTS 

Table I shows all subjects’ errors classified 
according to whether the response cards were 
placed under the associated or the irrelevant 
guide card words. 

The associated errors produced a positively 
skewed distribution for all subjects, as can be 
seen by the fact that the means exceeded the 
medians in all but one case. In association with 
this the variances were found not to be homo- 
geneous, and so Chapman’s practice of analysing 
the data according to distribution-free statistical 
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models was adopted. Such analyses indicated 
that the irrelevant errors were not a source of 
statistically significant differences under any 
condition. 

An analysis of the associative errors, using a 
Kruskal-Wallis multi-sample test for indepen- 
dent samples (Bradley, 1968), revealed a highly 
significant ‘groups’ effect (Н — 35:875; p < 
0-001) for the unpaced condition data. Further 
analysis by the Mann-Whitney U test (Siegel, 
1956) indicated this ‘groups’ effect to be entirely 
the result of the poor performance of the schizo- 
phrenic group. The schizophrenics did signi- 
ficantly worse than either the inmates (х = 
5°132; p < 0:001) or the neurotics (2 = 4-792; 
p < 0-001), whereas the inmates and neurotics 
did not differ statistically (2 = 1:736). Since 
differences in these directions were expected 
from Chapman’s earlier work, the Mann- 
Whitney analyses were all one-tailed tests. 

Considering the changes with speeding in 
associative errors for the neurotics and the 
inmates, it was found that both groups made 
significantly more associative errors under the 
fast condition compared with their performance 
when they were allowed to work at their own 
speed. Using Wilcoxon's Signed-Rank test of 
difference-scores for related samples (Siegel, 
1956), and applying a one-tailed test to the 








TABLE І 
Errors on Ghapman's task 
Associative errors Irrelevant errors 
Groups Unpaced Speeded Slowed Unpaced Speeded Slowed 
condition condition condition condition condition condition 
Schizophrenics .. X = 8:33 X =10-43 X = 6-71 X = 0:33 X = 0:38 X = 0-39 
Md= 8-00 Md=10-00 Md= 5-00 Md= о-оо Md= о-оо Md= o-oo 
range = range = range = range = range = range = 
о to 18 I to 18 o to I5 о to I о to2 0 to 2 
Neurotics X = 1048 X = 2°86 — X —038 X = 0-38 — 
Md= 1:00 Md= 2:00 — Md= 0:00 Md= ооо — 
range — range — — range == range = x 
otos о to 6 o to 1 о to 2 
Inmates.: .. X = опт X = 3:33 — X = 0-24 X = 0-29 — 
Md= 1-00 Md= 3:00 — Md= о-оо Md= 0:00 — 
>, range = range = — range — range = == 
otoz oto7 o to 1 o to 1 
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statistic (the direction of the score change was 
anticipated from Usdansky and Chapman’s 
(1960) findings), it was found that neurotics 
made more errors under speeded conditions 
(Т = 4; p < 0:005), and so did the inmates 
(T = 3; p < 0:005). 

Friedman’s multi-sample test for related 
samples (Siegel, 1956) was applied to the 
associative error data for the schizophrenics 
under all conditions. The test statistic revealed 
a significant ‘conditions’ effect ( ҳа, = 24:026; 
р < 0:001). Hawks and Marshall’s (1971) 
findings suggested the direction that score 
changes would take with changes in conditions, 
so again a one-tailed test was applied to the 
statistics derived from Wilcoxon’s tests. The 
results indicated that the conditions effect was 
due to both the speeding and the slowing 
procedures. The unpaced condition resulted in 
fewer errors than the speeded condition (T = 1; 
р < 0:005), and more errors than the slowed 
condition (Т = 9; p < 0:005). The slowed 
condition produced fewer errors than the 
speeded condition (Т = 2; р < 0-005). 

Table II gives the times taken to complete 
Chapman’s task for all subjects under all 
conditions. 

A Kruskal-Wallis multi-sample test revealed 
a significant ‘groups’ effect (H 8-678; 
р < 0:02) for the data under the unpaced 
condition. A Mann-Whitney U test applied to 
the differences in time scores between pairs of 
groups indicated that the overall groups effect 
for unpaced times was due to the greater speed 
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of the inmates. The inmates were significantly 
faster than either the schizophrenics (2 = 2-440; 
р < 0:007) or the neurotics (2 = 2:654; 
р < 0:008), whereas the schizophrenics and 
the neurotics did not differ statistically) (z — 
0:277). The account of schizophrenic con- 
ceptual performance given by Hawks and 
Marshall (1971) could be considered to imply 
that the inmates would be faster than the 
schizophrenics, and so the significance level 
given in that case is derived from a oné-tailed 
test. The difference between the neurotics and 
the inmates was not predicted, and so the 
significance level given in that case is derived 
from a two-tailed test. 

Wilcoxon’s test applied to the changes in 
times with speeding for the neurotics and the 
inmates indicated significant reductions in the 
time taken to complete the task (in both cases, 
T = 0; р < 0-005). 

Friedman’s test applied to the changes in 
times with speeding and slowing for the schizo- 
phrenic subjects revealed a significant 'condi- 
tions’ effect ( x^, == 42-00; p < 0:001). Further 
analysis by Wilcoxon's test showed thjs to be 
equally due to the slowed and speeded condi- 
tions. The speeded condition resulted in faster 
times than either the unpaced condition (Т = о; 
p < 0-005) or the slowed conditio (Т = o; 
p < 0:005), and the slowed condition pro- 
duced an increase in the time taken to complete 
the task over the unpaced condition (T = 0; 
р < 0:005). 


ТАВІЕ H 
Times taken to complete Chapman’s task* 





Groups Unpaced conditions Speeded conditions Slowed conditions 
Schizophrenics .. X — 310:00 > X -219:10 X = 390-19 
Md = 318-00 Md = 181-00 Md = 405-00 
range = 178 to 501 range = 124 to 390 range = 210 to 570 
Neurotics X = 297:33 X = 297-14 
Md = 292:00 Md = 222 :00 — 
range = 184 to 469 range = 171 to 386 — 
Inmates.. X = 238-90 X = 189-76 
Md = 222-00 Md = 182-00 = 
range == 166 to 383 range = 140 to 281 — 











+ Times are all shown in secs. 
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Discussion 

The results indicate that irrelevant errors on 
Chapman’s test are not a significant souce of 
differentiation either between the experimental 
groups under unpaced conditions or within 
groups across conditions. Associative errors 
were, however, an important source of differ- 
ence. Schizophrenics made more associative 
errors under unpaced conditions than either the 
inmates or the neurotics, and these errors were 
increased by speeding the schizophrenics and 
decreased by slowing them. Both the inmates 
and the neurotics showed an increase in asso- 
ciative errors under speeded conditions. The 
findings are consistent with earlier studies. 
Chapman (1958) found that irrelevant errors 
did not differentiate schizophrenics from 
normals, whereas associative errors did. These 
results were confirmed by other studies (Gonen, 
1970; Grimes and McGhie, 1972; Hawks and 
Marshall 1971). Usdansky and Chapman 
(1960) found that speeding normals on this 
test resulted in an increase in their associative 
errors, while their irrelevant errors remained 
unchanged. 

The *procedures for speeding and slowing 
were effective in that the times taken to com- 
plete the task differed appropriately under the 
different conditions. Under unpaced conditions 
schizophrenics did not take longer to complete 
Chapman’s task than neurotics, whereas both 
of these groups were significantly slower than 
the inmates. 

The effects of speeding and slowing suggest 
that schizophrenics require more time to process 
information or to make decisions than other 
subjects. These findings are not inconsistent with 
Yates’ (1966a, 1966b) theory, except that Yates 
is only concerned to explain the performance of 
non-paranoid schizophrenics, whereas the sub- 
jects in this study were a mixed group of schizo- 
phrenics. The results also agree with Hawks and 
Marshall’s (1971) position. However, an exami- 
nation of the individual data does not support 
their contention that schizophrenics can be 
divided into overinclusive and non-overinclusive 
on the basis of their performance on Chapman’s 
test. Only qne schizophrenic made no associative 


* errors under the unpaced condition, only two 


de three such errors, four made four errors, 
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and one made six errors. All the rest made eight 
or more errors. These results are in fact not 
unlike Hawks and Marshall’s findings, and 
suggest that the- term ‘non-overinclusive’ is 
inappropriate. 

If we consider only those schizophrenics who 
scored ten or more errors, we will optimize the 
chances of obtaining support for Hawks and 
Marshall’s argument that slowing should benefit 
schizophrenics. However two of these sybjects, 
so far from improving with slowing, actually 
did worse. 

The results, then, offer only limited support 
for Hawks and Marshall’s theory, and the 
absence of clear results regarding the classifica- 
tion of the schizophrenics’ performances into 
overinclusive and non-overinclusive does not 
support their assertion that some schizophrenics 
reduce their errors on concept tasks by slowing 
their performance. Hawks and Marshall’s 
account, then, appears to be inadequate, and 
may not even be capable of satisfactory 
modification. 


SUMMARY 

Matched groups of schizophrenics, neurotics 
and penitentiary inmates were tested on Chap- 
man’s (1958) concept sorting task under un- 
paced, speeded and slowed conditions. The 
schizophrenics made more associative errors 
under unpaced conditions than the other 
subjects, and their performance was worsened 
by speeding and improved by slowing. The 
neurotics and the inmates also showed an 
increase in errors when speeded. The results 
are discussed in terms of Hawks and Marshall’s 
(1971) account of schizophrenics’ abnormal 
conceptual performance. The variations ob- 
served in associative errors with changes in 
operating rates are consistent with Hawks and 
Marshall’s slowed processing theory. However 
the failure to find a distinction between over- 
inclusive and non-overinclusive subjects within 
the schizophrenic group detracts from the value 
of the theory. 
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111. The Relationship Between Conceptual Performance 
and Information Processing Capacities 


There have been a number of investigations 
(e.g. Balken, 1943; Epstein, 1953; Rapaport, 
1945; White, 1949; Whiteman, 1954; Zaslow, 
1950) aimed at testing Cameron’s (1938, 1939) 
claim that schizophrenics tend to include into 
their consideration of a problem items that are 
irrelevant to its solution. Foremost among 
these studies of ‘over-inclusion’ have been the 
work of Payne (Payne, 1960, 1962, 1966; Payne 
and Hewlett, 1960; Payne, Mattussek and 
George, 1959) and that of Chapman (Chapman, 
1956a, 1956b, 1958, 1961; Chapman and 
Taylor, 1957). 

Payne's methods of assessing overinclusion 
(Payne and Friedlander, 1962) have been 
criticized by a number of authors. Hawks (1964) 
showed that the three tests Payne used did not 
significantly intercorrelate, nor did they success- 
fully identify schizophrenics within a psychiatric 
population. Gathercole (1965) has attacked the 
practice of identifying unusual performance on 
Payne's tests with Cameron's notion of over- 
inclusion. He argues that the schizophrenics’ 
performance on these tests could equally well be 
regarded as a result of fluency of responding. 
Even if we ignore the suggestion that these 


tests have severe technical limitations (Foulds 
et al., 1967; Hawks, 1964; Watson, 1967), it is 
evident that poor performance on them may be 
interpreted in different ways. 

Chapman's tests have not been subjected to 
the same technical scrutiny as Payne'$, but his 
results havz been independently replicated 
(Feinberg and Mercer, 1960; Gonen, 1970; 
Hawks and Marshall, 1971). In the absence of 
more direct evidence, these findings support the 
continued use of Chapman's tests, but of course 
do nothing to validate the interpretation of the 
results. In fact, it seems improbable that schizo- 
phrenics include into their analysis of the 
problem more of the items appearing on Chap- 
man’s test than do other subjects. One version of 
the test (Chapman, 1958) requires the subject 
to read three words and then select from them 
the one that matches a designated word. Under 
these conditions schizophrenics can hardly be 
considered to include more items than other 
subjects. 

Payne (1960) claims that the results of studies 
using ‘overinclusion-type’ tests, are indicative of 
the presence in schizophrenics of a defect in the 
filtering mechanism that normally operat 
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exclude irrelevant input. After considering a 
variety of evidence, Hawks and Marshall (1971) 
conclude that slowed processing is the basic 
problem for schizophrenics and that this pro- 
duces their relative difficulty on cognitive tasks. 
It is not clear, however, at what point in a 
processing system Hawks and Marshall would 
place this slowness. They mention defective 
filtering, but also identify their position with 
Broen’s (1968) theory. 

Broen (1966, 1968) has suggested that both 
Payne’s and Chapman's findings can be taken 
to support the view that schizophrenics have 
difficulties in selecting between responses. He 
says the problem. is that the probability of 
competing responses has been more nearly 
equalized in schizophrenics than in normal 
subjects. 

If we consider these arguments within an 
information-processing model of performance, 
Payne's (1960) theory would put the difficulty 
for schizophrenics at the stimulus analysing 
point in the system, whereas Broen would place 
the breakdown at the response selection end. As 
noted earlier, it is not clear where Hawks and 
Mars (1971) place the slowed processing. 
The results of an earlier study (Marshall, 19732) 
indicated that schizophrenics had difficulties at 
both these points but that the response selection 
problems Were of greater magnitude and pro- 
bably more enduring. 

In order to examine the interpretations of the 
data suggested by Payne, Broen, and Hawks and 
Marshall, it will be necessary to compare the 
results of various subjects on one of the concept 
tests with their performance on an information- 
processing task. Two earlier studies (Marshall, 
1973а, 1973b) examined the performance of the 
same subjects on Chapman's (1958) test and a 
choice-reaction-time (CRT) task. The latter task 
provided the basis for estimating information- 
processing rates. Correlational analyses of these 
data would produce the kind of evidence that 
might help us decide between the various 


` theories. 


к 


The implications of the theories mentioned 
for such correlational analyses differ on some 
points. Payne would expect stimulus decision 

es to be correlated with errors on Chapman’s 
t whereas for Broen to be correct these 
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errors would have to be related to response 
decision times. Since Hawks and Marshall talk 
about a general slowing down of processing, 
presumably they would expect errors on Chap- 
man’s test to be related to all the measures 
derived from CRT performance. They argue 
that those schizophrenics who slow down their 
responding will not make errors on concept 
tasks but will be slow to complete the task. 
Those schizophrenics who speed their respond- 
ing, so Hawks and Marshall claim, will make 
errors on concept tasks. Thus, within the 
schizophrenic group the time taken to complete 
Chapman's test should correlate negatively with 
the number of errors on that test, which should, 
in turn, correlate negatively with CRT scores. 
On the other hand, the CRT scores should be 
positively correlated with the time taken to 
complete Chapman’s test. 


Data ANALYSES 

The CRT study produced data which provi- 
ded the basis for deriving estimates of the move- 
ment time involved in completing the task, the 
time required to make decisions about the 
stimuli, and the time needed to select between 
responses. 

Performance on Chapman’s test was examined 
under standard conditions for all subjects, and 
the time taken to complete the test was noted. 
All subjects were given an additional trial in 
which they were required to complete the task 
as fast as they possibly could. The schizophrenics 
also completed the test under slowed conditions 
which stressed the importance of making deci- 
sions only after the answer was clear. 

The groups are described in the earlier studies, 
and comprised 21 schizophrenics, 21 neurotics, 
and 21 inmates from local penitentiaries. An 
additional point to note is that information was 
collected on age, IQ, (Mill Hill Vocabulary), 
education, and duration of institutionalization. 
These data will be compared with performance 


scores. 


RESULTS 
Spearman’s rank-order correlation was used, 
and Table I shows the resulting matrix for the 
schizophrenic subjects. 
Very few of the correlation coefficients for 
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COGNITIVE FUNCTIONING IN 8CHIZOPHRENIA: III 


TABLE І 
Spearman’s rank order correlational matrix for schizophrenics’ data 


Time taken ф 
К Duration of Time since Associative Decrease in Increase in to complete Response 5 


Total time first 
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IQ Education ospitali- — spentin hospital- times on times on trmes on 
zal hospital zation test speeding — unpaced reaction- reaction- reaction- 
conditions time tine tune 
Age (e 070!004 —0'210 —0'170 +о:216 +о 242 -r0:499** +о'4219# — —0'545*** +0 025 torr T0:135 -Fo:293 
IQ : To:765it* +0-026 +o об» —0'259 0:014 +о:074 —o-089 T 0:058 40:058 +0 '059 +0:053 
Education —0:095 —o 492%  —o:9394*  —0:149 -Fo:106 —o 138 +o 127 —0 rag +0°053 —0*199 
f. 
Duration of 
present hospitalization +o's7att  -0:522*** —o-o61: —0:931 +о-203 +о'145 -—0*001 -—0:070 +0'469** 
‘Total time 
spent in hospital -Fo-9544dt* -o:152 +o 071 —0:004 +0086 -Fo:274 —o 056 +o 363* 
Time since —— 
first hospitalization +o 159 +о'112 —0:024 +o її: -cFo:214 —0*0g1 -Fo:229 
т 
on Chapman's test +о'ба —0-956 +o 151 +o боф" —озпо +o'aeg 
Decrease in associative 
errors with slowing —o 432%  -ro':122 +o-64sdt —0-073 +о-д94 7 
Increase in associative NE 
errors with speeding 4-o:389* . —0:145 —0:434* —0-116 
а taken to complete 
pman's test under 
unpaced tions —0 104 —0:869* —o-gar 
Movement trmes on 
reaction-time +0 074 +0°278 
Response decision tomes 
on reaction-thne 7-0:196 
жр < 0:05; ** p <o 025; *** p « 0-01;4¢ p < o:o05; Жер < ооо. 


either the neurotics or the inmates were signifi- 
cant, and it is not necessary to provide the 
details of all the values calculated. Perhaps the 
most important observation was that age was 
significantly correlated both with the associative 
errors on Chapman’s test for the neurotic 
subjects (rho = 0-53; p < 0:01) and with the 
increase in such errors with speeding for the 
inmates (rho = 0:40; p < 0-05). Taken in 
conjunction with the findings relating age to 
associative errors under all conditions for the 
schizophrenics, these results suggest a con- 
founding age variable in performance on 
Chapman's test. 

The only other significant relationship of any 
importance was a positive correlation between 
the duration of present stay in hospital and 
stimulus decision times for the neurotic subjects. 

A separate analysis indicated no significant 
relationship between paranoid status and either 
CRT scores or scores on Chapman’s test. A 
similar analysis showed no significant relation- 
ship between the presence of delusions and 


scores on either test. However, delusions and 
paranoid status were related (ro — 0-60), the 
resulting data table revealing a significant 
deviation from chance ( x? = 8-06; p < 0-02). 


Discussion 

The relationship between age and errors on 
Chapman’s test was not observed in previous 
studies (Grimes and McGhie, 1972; Hawks and 
Marshall, 1971), and may be an artifact of the 
present study. However, the fact that for each 
group a significant relationship was observed 
between the production of these errors (under 
one or more of the conditions), and age does 
reflect on the value of the present findings and 
more generally reduces the utility of continued 
use of Chapman’s test. The observation by 
Grimes and McGhie (1972) that schizophrenics’ 
performance on Chapman’s test was confounded 
by intelligence likewise diminishes the value of 
the test. In fact discussion of the resylts obtained 


from this task could stop at this point on the - 


conclusion that Chapman's test, like Payne’ 
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of doubtful technical quality. However, some of 
the results are worth considering in the light of 
the theories mentioned earlier. 

The absence of significant correlations be- 
tween errors on Chapman’s test and either 
response or stimulus decision times is contrary 
to both Payne’s (1960) and Broen’s (1968) 
rationalizations of schizophrenics’ performance 
on concept tasks. These same findings added to 
those showing significant positive correlations 
between movement times on the CRT task and 
errors on Chapman's test, also deny Haws and 
Marshall’s (1971) explanation of schizophrenics’ 
abnormal performance. The absence of signi- 
ficant correlations between the time taken to 
complete Chapman’s test and errors on that 
test is also contrary to predictions from Hawks 
and Marshall’s theory. The significant negative 
correlation between the time taken to complete 
Chapman’s test under unpaced conditions and 
response decision times is similarly opposite 
to expectations from Hawks and Marshall’s 
account. Finding no relationship between their 
measure of speed (Babcock’s (1941) digit copy- 
ing task) and errors on Chapman’s test, Hawks 
and Marshall suggested that the time taken to 
complete Chapman’s test might represent a 
measure of ‘mental speed’. Presumably mental 
speed describes some aspect of processing. If 
they were correct then the time taken to 
complete Chapman’s test should correlate 
positively with either stimulus or response 
decision times. The results for the schizophrenic 
subjects deny this claim. 

There has been some disagreement on the 
matter of which subgroup of schizophrenics is 
most affected by disturbed processing (for a 
discussion of this issue see McGhie, 1970). 
Payne (Payne, 1960; Payne et al., 1963) claims 
that acute schizophrenics are overinclusive 
(and, by implication, have a defective filter 
mechanism), whereas chronic patients are not. 
McGhie's (1966) research indicates that the 
acute/chronic dimension is irrelevant to ob- 
serving distraction effects. The significant 
positive correlation between schizophrenics’ 
stimulus decision times and both present and 


‚ total time ім hospital suggests that chronicity is 


elated to increasing difficulties in analysing 
8 i. Duration of stay in hospital is of course 
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only one index of chronicity and may be 
disputed as an adequate measure. The results 
not only tend to deny McGhie’s claim that 
chronicity is irrelevant, they also suggest that 
the reverse of Payne’s argument may be true; 
that is, chronic (or long-term) schizophrenics 
may have defective filtering while acutes 
may not. 

The absence of significant correlations be- 
tween movement time and response and stimulus 
decision times suggests that, at least on the CRT 
tasks used in the present study, speed of function- 
ing is not a unitary trait among schizophrenics. 
Earlier studies disagreed on this point (Payne 
and Hewlett, 1960; Shapiro and Nelson, 1955). 

The analyses relating to paranoid status and 
the presence of delusions failed to support the 
popular claim (Lawson, 1965; Lawson, McGhie 
and Chapman, 1964; Payne, 1960; Payne, 
Caird and Laverty, 1964) that these clinical 
characteristics are relevant to discerning per- 
formance defects in a schizophrenic population. 

The results, then, do not offer support for 
any of the theories considered that attempt to 
explain schizophrenics’ abnormal performance 
on concept tasks. Perhaps the findings are simply 
the result of an age-confounding factor in per- 
formance on Chapman’s test. There is evidence 
(Payne, 1971) to suggest that most, if not all, 
concept tests that have been scrutinized have 
technical flaws. In addition, performance on 
conceptual tasks is difficult to interpret, and it is 
a large, and somewhat unwarranted, inferential 
step to posit information processing difficulties 
as basic to poor performance on such tasks. For 
these reasons it is recommended that further 
studies should abandon the use of concept tasks 
as research instruments. In any case, since 
much of research interest now focuses on the 
information processing capacities of schizo- 
phrenics, it would be as well to use more direct 
tests of such abilities. CRT tasks not only 
provide simple well controlled procedures which 
schizophrenics can follow with a minimum of 
difficulty, they also permit the researcher to 
apply well tested models for the analysis and 
elucidation of various aspects of processing. 
Further data relating to schizophrenics’ CRTs 
would allow a more adequate description of 
schizophrenics’ information-processing capa- 
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cities and may provide the basis for a more 
useful theory of such patients’ general func- 
tioning. 
SUMMARY 

A number of theories suggest a relationship 
between schizophrenics’ performance on concept 
tasks and the information-processing capacities 
of these patients. The present study describes 
correlational analyses of earlier data obtained 
from schizophrenics, neurotics and penitentiary 
inmates. The relationship between choice- 
reaction-time (CRT) data and scores on 
Chapman’s concept sorting test is examined 
and the results discussed in terms of various 
theories. The findings offer no support for 
either Payne’s or Broen’s rationalizations of 
schizophrenics’ concept task performance, nor 
do they agree with any of the deductions from 
Hawks and Marshall’s theory. The evidence is 
taken to indicate the lack of utility of concept 
tests, and it is suggested that research energies 
be focused on more direct methods of assessing 
information-processing. CRT tasks provide such 
relatively direct methods. 
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Assessing Punitiveness with the Hostility and Direction of 
Hostility Questionnaire (HDHQ) 


By ALISTAIR E. PHILIP 


Foulds’ theory of personality (1965) lays stress 
on the need to consider the individual as a 
person in relation to others. Where the ability 
to enter into mutual personal relations with 
others denotes the mature individual, egocen- 
tricity in thinking and behaving marks out the 
immature. One feature of egocentricity is the 
need to apportion blame in any given situation, 
either to other people or to the self, so that 
Foulds found punitiveness a useful attitudinal 
measure of egocentricity. Rosenzweig’s (1934) 
terms extrapunttivensss and intropunitiveness were 
used by Foulds, Caine and Creasy (1960) to 
identify punitiveness directed outward on to 
other people and inward on to the self; these 
authors “devised subscales, three extrapunitive 
and two intropunitive, to tap various aspects of 
punitive expression. From the pattern of correla- 
tions between the subscales, they tentatively 
posited a factor of general hostility, while 
pointing out that the correlations were such as 
to indicate that the extrapunitiveness subscales 
were measuring something different from the 
intropunitiveness subscales. 

Hope (1963) tested these assumptions regard- 
ing the relationships between the subtests by 
calculating the principal components of a 
number of subtest correlation matrices. He 
found that there was one component on which 
all five subtests were positively represented, and 
a second on which the intropunitive subscales 
were contrasted with those representing extra- 
punitiveness. This component structure was 
later replicated by the present author (Philip, 
1968), and these two components, labelled 
General Hostility and Direction of Hostility, 
have been employed by most users of the test. 

The Manual for the НОНО (Caine, 


* Foulds and Hope, 1967) leans heavily on the 


ts and theoretical notions put forward by 


Hope; in particular it accepts his preference for 
principal components analysis rather than factor 
analysis in seeking to establish the dimensions of 
the test. The present writer (Philip, 1969) 
indicated that an alternative solution could be 
envisaged in which extrapunitiveness and intro- 
punitiveness would constitute the major dimen- 
sions. The alternative was based on the con- 
ceptual framework and results of the Foulds, 
Caine and Creasy paper, where the extra- 
punitive and intropunitive subtests, while 
related, measured different attitudes. Further 
support for dealing with intropunitiveness and 
extrapunitiveness as separate entities comes from 
the finding that among psychiatric patients 
suffering from depression intropunitiveness 
changes over time with treatment, while extra- 
punitiveness remains stable (Mayo, 1967; 
Philip, 1971). 

This paper is concerned with an attempt to 
demonstrate the viability of this alternative 
solution. It can be predicted from earlier work 
that factors extracted from the correlations 
between the subtests of the HDHQ would have 
to be rotated to oblique simple structure to 
allow extrapunitiveness and intropunitiveness to 
appear as factorially defined concepts. A second 
aim is to provide adequate normative data for 
these dimensions. It was decided to provide these 
in sten score form so that any individual’s scores 
on the two dimensions could be compared. 
Since Total Hostility seems in practice to have 
some use as a measure of general emotional 
upset, similar sten scores were calculated for that 
measure. 

METHOD 
Factorial structure 

HDHQ scores were available for normal 

subjects (n = 440), patients in a short-stay 
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psychiatric clinic (n = 428) and in the ad- 
mission ward of a mental hospital (n = 238). 
Correlations between subtests were calculated 
for each group. For each of the resulting 
matrices and for the matrices for Hope’s normal 
(n = 47) and psychiatric (п = 169) groups, 
culled from the НОНО Manual, a principal 
components analysis was carried out to deter- 
mine the number of factors to be extracted 
following the Kaiser-Guttman rule (Kaiser, 
1960). For all groups save Hope’s normals two 
factors were indicated, and for those groups a 
principal axis solution was rotated to oblique 
simple structure using the Biquartimin criterion. 
All these procedures were carried out using the 
BMD computer program package (Dixon, 
1970). 


Normative data 

Over a period of time a larger number of 
normal individuals had completed the НОНО, 
at the behest of the author. Unpublished work 
by Henderson in Tasmania and Kapur in 
Scotland indicated that HDHQ scores were 
inversely related to age in teenage groups, high 
mean scores being found at the younger ages 
and scores more in keeping with the normative 
data in the Manual occurring in the late teens. 
For the present study only the protocols of persons 
known to be aged 20 years or over were used. 
There were 589 such protocols available (259 M, 
330 F). The individuals who completed them 
were mainly nurses, administrators and other 
hospital staff, so that the population is biased 
towards the higher levels of occupational class. 
Means and standard deviations for Extra- 
punitiveness (Ex), Intropunitiveness (Jn) and 
Total Hostility (Но) were calculated both by 
age and by sex. Sex-specific N-stens were com- 
piled from the raw score distributions, using the 
area transformation method. 


RESULTS 

Factorial structure 

Table I shows the rotated factors for each of 
the four groups where more than one factor 
was indicated, together with the correlations 
between pairs of factors. Matching factors 
across the groups is a fairly easy matter, the 
first factors over the groups have a mean co- 








Taste І 
Oblique factor solutions for the four samples 
Psychiatric patients 
Normal 
subjects Admission Manual 
Clinic wards data 
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efficient of congruence of - 998, while the correla- 
tions between the second factors yield a mean 
of :989. The average correlation between 
factors I and II is -47; expressed graphically 
factor II lies at an angle of 62° to factor I. 

For all four groups it can be concluded that 
two factors account for the common variance of 
the HDHQ subtests. Factor I accounts for most 
of the common variance of the three extra- 
punitive subtests (Acting out Hostility Criticism 
of Others and Delusional Hostility), while factor 
II accounts for almost all the common variance 
of Self Criticism and most of that of Delusional 
Guilt, the intropunitive subtests. It is reasonable 
to equate these factors with the concepts of 
Extrapunitiveness and Intropunitiveness. 


Normative data 

Scores by age. For 397 persons (218 M, 179 F) 
an exact figure was available for age, and scores 
for Ho, Ex and In by age groups appear in 
Table II. The marked preponderance of young 
adults reflects the ease with which access can be 


obtained to groups of nurses and similar groups 


in training. The differences in mean scores 
across age groups were not significant when 
tested by analysis of variance. 

Scores by sex. The scores of 179 women whose 


ages were known were compared with those of g 


151 women whose ages were not known ( 
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Taste П TABLE IV 
Age and mean scores on Ho, Ex and In Conversion of raw scores to N-stens 
Ho Ex In (A) Men (n = 218) 
Age Mean S.D. Mean S.D. Mean S.D. Raw scores 
N-stens Ho Ex In 
20-29 (n—238) 14°98 6:53 9:16 4:42 5:82 3-19 
30—39 (n—73) 15°54 6°74 9-04 4°36 6-30 3:70 1 0-3 0-1 о 
40—49 (n-50) 14°10 6:14 7:98 3:97 6-12 3:66 2 4-5 2-3 I 
50-59 (п=23) 11°61 3:89 7°13 3:43 4-48 2:90 3 6-8 4 2 
60-69 (n=13) 17°23 6:82 9:85 5:04 7°39 8-46 4 9—11 5-6 3 
5 12—14 7-8 4 
F ratios 2:2g 1:90 2-01 6 15-17 9—11 5—6 
(9.Ё 4,392) n.s. n.s. n.s. 7 18-22 12—14 7-9 
8 23-25 15-16 10—11 
9 26—29 17-19 12 
that they were aged 20 or over). The groups did 19 8o 20+ 13+ 
not differ significantly, and all 330 protocols 
. 2 Wi = 
were used for comparison with the scores (E) Women (a= 389) 
obtained by men and for the construction of Raw scores 
sten tables. The small group of men (n = 41) N-stens 
whose ages were not known showed differences Ho Ex In 
from the remaining 218 on Ex and In and their 
: I 0-3 0-1 о 
scores were discarded. 2 4-5 а Е 
The comparison of sexes on Но, Ex and In is 3 6-7 3 2-3 
shown in Table III. No difference was found 4 8-10 4—5 4 
betweene mean scores on Ho but men scored Pied ж 5-6 
significantly higher on Ex and lower on Jn. А 9 7 
EE J a 18-20 10-12 9-10 
This being the Case, separate sten tables for Ho, 8 21—04 19-14 II 
Ex and In were prepared and form Table IV. 9 25-28 15-18 12-13 
° 10 29+ 19+ 14+ 








Tase III 
Sex and mean scores on Ho, Ex and In 
Ho Ex In 
Mean S.D. Mean S.D. Mean S.D. 
Men (n=218) 14:96 6:59 9-47 4:37 5°49 3°33 
Women 


(n—330) .. 14:42 6:28 7:92 3:87 6-50 3:42 
Total(n—548) 14-63 6:41 8:53 4:15 6-10 3:42 


t between means 


0:97 4°27 3°47 
n.s, р< :001 р< :001 
Discussion 


* Access to computers has made it easy for 
psychologists to subject all sorts of tests and 
collections of data to ‘factor analysis’. Users have 
been constrained by the kinds of program at 
-hand, and while a variety of methods are now 


5 for the extraction and rotation of 


factors this is a recent development; principal 
components analysis has to many people become 
synonymous with factor analysis because it has 
been the only convenient method. Psychologists 
are usually concerned with the common variance 
present in a matrix of associations, error and 
specific variance being seen as extraneous. This 
standpoint has led to the immense amount of 
work which has aimed at providing solutions to 
problems concerning communalities, number 
of factors to be extracted, rotation of factors and 
the like. In contrast to the consequent array of 
factor analytic techniques, the analysis of a 
matrix of associations into its principal com- 
ponents is a straightforward, parsimonious 
procedure. However, this mathematical neat- 
ness is gained at the expense of including all the 
variance present, including those parts which — 
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psychologists would wish to exclude. The results 
obtained using the HDHQ reflect these differ- 
ences in statistical model and conceptual 
approach. If a mathematically satisfying analysis 
of the HDHO is required then the components 
of General Hostility and Direction of Hostility 
are the appropriate measures. If, however, the 
aim is to seek out dimensions which account for 
the common parts of the variance of the subtests 
of the HDHO then a factor analysis is indicated. 

Averaging the communalities over groups for 
each of the subtests indicates that for each test 
less than half of the total variance can be 
attributed to common factors, and it is clear 
that the components solution has merely par- 
celled out error and specific variance along with 
the relevant variance. 

The factorial solution has a clearer affinity to 
the conceptual ideas which led to the creation 
of the subscales; apart from Delusional Guilt 
which has loadings on both factors the extra- 
punitive subtests have most of their common 
variance tied to one factor while the intro- 
punitive subtests have most of theirs in the other. 
Taken all together it would seem that measures 
based on the factorial solution, with scores on 
Acting out Hostility, Criticism of Others and 
Delusional Hostility being added to give a score 
for Ex (extrapunitiveness), and those on Self 
Criticism and Delusional Guilt being added to 
give a score for Jn (intropunitiveness), would fit 
better with the conceptual framework which 
generated the battery. 

The age distribution shown in Table II 
indicates the lack of information about the 
functioning of the HDHQ in older age groups. 
While the overall analysis of variance F ratios 
did not reach significance, the small numbers 
of protocols for those aged 50 and over must 
indicate caution in accepting such results as 
being conclusive. This is an area where, to use 
a cliché, ‘more work needs to be done’. 

The significant sex differences on Ex and In 
are in a culturally acceptable direction. In 
practice the differences amount to one raw 
score point on each scale, so that for many 
purposes the mean scores for the whole group 
will be most useful. By converting raw scores 
into stens the user is able to compare Ex and In 
. levels both quickly and accurately. 


Punitiveness as measured by the HDHQ is 
mainly an attitudinal facet of personality with 
very little content which relates to aggressive, 
physically-expressed behaviour. An analysis of 
the item content of the questionnaire shows that 
only 6 of the 50 items carry physical connota- 
tions of aggressiveness. Most of the extrapunitive 
items deal with verbal anger and impatience (6), 
cynical views about people’s motives (6), resent- 
ment of others (g) and delusions of persecution 
(5). Five of the intropunitive items are con- 
cerned with delusions of guilt; the remainder are 
self-critical in content, 5 being specifically 
concerned with under-rating one’s ability to 
perform tasks. It can be seen from this break- 
down that extrapunitiveness on the HDHQ will 
be characterized by resentment, anger and 
cynicism while intropunitiveness will be charged 
with expressions of self-doubt and criticism. 

The studies of Mayo (1967) and Philip (1971) 
showing that Ex is more stable and Jn more 
open to change have relevance to the latest 
theoretical position of Foulds (1971), the one 
being a likely trait measure and the other a 
likely measure of state. This being so, it seems 
likely that the НОНО , perhaps in some revised 
form, will continue to be used in the future. 


SUMMARY е 

The principal component structure of the 
НОНО, although used in the Manual as the 
source of scores on the test, is at variance with 
the dimensions of extrapunitiveness and intro- 
punitiveness conceived by Foulds. It was 
proposed that an oblique factor analytic solution 
would fit better with the conceptual genesis of 
the questionnaire and this has been demon- 
trated to be so. The Manual of the HDHQ gives 
inadequate standardization data for normal 
subjects, and an attempt has been made to 
remedy this by providing results for a large 
group of normals. 
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Cognitive Functioning and Degree of Psychosis in 
Schizophrenics given many Electroconvulsive Treatments 


By DONALD I. TEMPLER, CAROL F. RUFF and GLORIA ARMSTRONG 


PROBLEM 

Goldman, Gomer, and Templer (2) found 
that the Bender-Gestalt and Benton Visual 
Retention Test performances of male chronic 
schizophrenic in-patients with a history of 50 
or more electroconvulsive treatments (ECT) 
were significantly inferior to those of control 
patients matched for age, level of education, 
and race. However, the authors maintained 
that it cannot be inferred with certainty that 
ECT causes permanent brain damage since it 
is possible that schizophrenic patients more 
likely to receive ECT are those whose psychosis 
is more severe. It has been reported that patients 
with the so-called functional psychiatric dis- 
orders tend to do poorly on tests of organicity (5). 

The purposes of the present research were (i) 
to replicate the findings of Goldman et al.; (ii) to 
compare ECT and control patients on the 
Wechsler Adult Intelligence Scale (WAIS); and 
(iii) to compare the degree of psychosis of ECT 


a, 2nd control patients. 


METHOD 


Subjects were 14 male and 30 female schizo- 
phrenics in Western State Hospital, Hopkins- 
ville, Kentucky. Of these patients 22 had a 
history of from 40 to 263 ECT with a median 
number of 58-5. All ECT was administered 
earlier than seven years ago. The 22 control 
patients were matched for age, sex, race, and 
level of education. Table I indicates the extent 
of the between-groups matching. 

All 44 patients were administered the WAIS, 


` the Bender-Gestalt, and the Benton (Form С, 


Administration A). Ten of the ECT patients and 
18 of the control patients were able to complete 
the Minnesota Multiphasic Personality Inven- 
- Qi (MMPI), The Pascal and Suttell (3) 


d of scoring for deviations on the Bender- 


А 
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ТАВІЕ I 
Extent of between-group matching and mean Bender- 
Gestalt, Benton, and WAIS scores for ECT and 











control groups 
ECT group Control group 
Mean S.D. Mean S.D. 
29 zs 49:86 10:99 42:23 8:61 
Years of education 9:86 3:47 9:82 3:08 
Bender error score 124°17 87:32 56 82 46:17 
Benton error score 18-48 5:28 14:82 5:60 
Benton no. correct 1:29 1:76 2:18 2:08 
WAIS verbal IO . 68-50 16-86 79:72 14:67 
WAIS performance IQ, 65- 88 17:67 75:59 14:64 
WAIS full scale IQ, 65:73 16-8; 56:77; 14:65 


Gestalt was employed. Two scoring systems 
were used for the Benton: (i) the number of 
correct reproductions or ‘number correct scores’, 
and (ii) ‘error scores’ consisting of a detailed 
analysis of specific errors in each figure of each 
card (1). The interscorer reliability coefficients 
between the two scorers were +99 (f < -o1) for 
the Bender-Gestalt error scores, :97 (p < сот) 
for the Benton error scores, and -95 (p < -or) 
for the Benton number correct scores. 

The MMPI was administered so that the 
scores of ECT and control patients could be 
compared both on the Schizophrenia (Sc) Scale 
and on a special Sc-O Scale developed by 
Watson (4) to differentiate organics from 
schizophrenics. The unweighted long form of 
the Sc-O Scale was employed. 

Additional procedures for comparing the 
degree of psychosis of ECT and control patients 
entailed the blind rating of two experienced 
clinical psychologists. These psychologists were 
requested to sort the 44 sets of answers on the 
Verbal section of the WAIS into the 22 most 
psychotic and the 22 least psychotic. The two 
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psychologists were given ‘the following instruc- 
tions: 


‘Place the 44 sets of WAIS answers into two 
categories, with those of the 22 most psychotic 
patients in one category and those of the 22 least 
psychotic patients in the other. Consider looseness of 
associatións, peculiar ideation, idiosyncratic re- 
sponses, and in general the abnormalities than can 
be subsumed under “schizophrenic thinking". Try to 
consider extent of thought disorder rather than 
number of correct answers or level of intelligence 
displayed. In like fashion, place the Bender-Gestalt 
reproductions into two categories of the 22 most 
psychotic and the 22 least psychotic.’ 


RESULTS 


As indicated in Table I, the mean error score 
on the Bender-Gestalt was 124-27 for the ECT 
group and 56:82 for the control group (t = 
3:20, p < -01). The mean Benton error score 
was 18-48 for the ECT group and 14.82 for the 
control group (t = 2:20, p < -:05), and the 
mean Benton number correct score was 1.29 for 
the ECT group and 2-18 for the control group 
(t = 1:67, р < +05). On the WAIS, the ECT 
and control group respective means were 68:50 
and 79:72 for Verbal IQ (t = 2-46, p < -or), 
65:68 апа 75:59 for Performance IQ (t = 2-02, 
p < :05), and 65-73 and 76:77 for Full Scale 
IQ (t = 2:32, р < :05). 

For the ECT group, the product-moment 
correlation coefficient between number of ECT 
received and Bender-Gestalt error score was 
-07 (n.s.); between number of ECT and Benton 
error score, +94 (p < 10); between number of 
ECT and Benton number correct score, +37 
(p < +05); between number of ECT and 
Verbal IQ, «10 (n.s.); between number of ECT 
and Performance IQ, :34 (f < сто); between 
number of ECT and Full Scale IQ, -26 (n.s.). 

The mean MMPI Sc Scale score was 40:90 
for the 10 ECT patients who completed the 
MMPI and 36-50 for the 18 control patients 
who completed the MMPI (t = +93, n.s.). In 
nine instances both the ECT patients and their 
control patients completed the MMPI. The 
mean Sc Scale score for these nine ECT patients 
was 41°78; the mean of the corresponding nine 
control patients was 35:89 (t = 1-07, n.s.). On 
. the MMPI Sc-O Scale (upon which a higher 


score indicates a greater probability of organicity 
and a lesser one of schizophrenia), the 10 ECT 
patients obtained a mean score of 38:00 and the 
18 control patients obtained a mean score of 
42:11 (t = 1-51, n.s.). For the nine cases in 
which the ECT patients and their controls both 
completed the MMPI, the mean Sc-O Scales 
scores were 38:22 and 45-44 respectively 
(f = 2°19, p < 05). 

One of the clinical psychologist raters classi- 
fied 15 of the ECT patients’ WAIS protocols and 
seven of the control patients’ protocols into the 
‘29 most psychotic’ category (x^7:5:08, p<: o2). 
The other clinical psychologist classified 16 ECT 
patients’ protocols and 6 control protocols into 
the ‘22 most psychotic’ category (X?=9-08, 
p«-or). 

One of the clinical psychologists classified 14 
ECT patients’ and 8 of the control patients’ 
Bender-Gestalt reproductions into the ‘22 most 
psychotic’ category (x? = 9-27, p < ‘10). The 
other psychologist classified 15 ECT patients’ 
Bender-Gestalt reproductions and 7 control 
patients’ reproductions into the ‘22 most 
psychotic’ category ( x? = 5:80, р < -02). 


CONCLUSIONS AND Discussion 


The Goldman et al. findings of ECT patients’ 
inferior Benton and Bender-Gestalt perform- 
ances were replicated in the présent study. 
The ECT patients’ performance was also found 
to be inferior on the WAIS. However, the ECT 
patients were found to be more psychotic on all 
eight indices of psychoses—both of the MMPI 
Sc Scale score comparisons, both of the Sc-O 
Scale comparisons, both sets of clinical judge- 
ments upon the WAIS, and both sets of clinical 
judgements upon the Bender-Gestalt. The level 
of significance is beyond the :05 level in three of 
these comparisons. Furthermore, for the 10 
ECT patients who completed the MMPI, the 
correlation coefficient between number of ECT 
received and Sc Scale score is -77 (р < сот). 


However, the greater degree of psychosis of 


the ECT patients does not rule out organicity. 
It is conceivable that they could be both 
organically damaged and more psychotic. In 
order to equate both groups dor degree of 
psychosis, the 10 ECT patients who completed 


the MMPI were matched for MMPI Sc seale T 
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score as closely as possible with 10 control 
patients. The mean absolute difference between 
these ECT and control patients on the Sc Scale 
is 1:9 points. The mean Sc Scale scores for the 
ECT and control patients were almost identical, 
40:90 and 40:80 respectively. The respective 
mean difference for these MMPI matched ECT 
and control patients is 76:9 and 35-9 (t = 2:28, 
p < :05) for Bender-Gestalt error score; 15:9 
and 34-0 (t = 1 +01, n.s.) for Benton error score; 
2:10 and 2:00 (i = 1:00, n.s.) for Benton 
number correct score; 77:1 and 82:1 (t = -14, 
n.s.) for Verbal IQ; 78-3 and 79:8 (t = :24, 
n.s.) for Performance IQ; and 76:1 and 80:1 
(t = +78, n.s.) for Full Scale IQ. 

It is apparent that the Benton and WAIS 
performances of ECT and control patients are 
very similar when degree of psychosis is con- 
trolled for. However, even with the two groups 
so matched for psychopathology, the ECT 
patients’ Bender-Gestalt performance was signi- 
ficantly inferior to that of the control group. It 
is not certain why such significance was obtained 
upon a test of perceptual-motor functioning but 
not upon tests of memory and general intelli- 
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gence. However, with the 22 ECT patients and 
their 22 control patients, the greatest level of 
significance was obtained with the Bender- 
Gestalt. Such a finding was also reported in the 
Goldman et al. study. The ECT patients 
inferior Bender-Gestalt performance does suggest 
that ECT causes permanent brain damage. 
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Specific and Non-specific Factors in Behaviour Therapy 


By M. G. GELDER, J. H. J. BANCROFT, D. H. GATH, D. W. JOHNSTON, 
A. M. MATHEWS and P. M. SHAW* 


INTRODUCTION 

Previous investigations have suggested that 
desensitization is the treatment of choice for 
simple phobic disorders, but is less effective with 
agoraphobia, particularly when the phobias are 
accompanied by much generalized anxiety 
(Gelder and Marks, 1966). Even the milder 
agoraphobias usually respond incompletely 
despite prolonged treatment. An alternative 
treatment that offers more rapid or effective 
results, particularly with agoraphobia, would 
therefore be of value. The technique of flooding 
or implosion has recently been the subject of a 
number of studies, and some, but not all, have 
shown evidence of considerable therapeutic 
power. The method is also of some theoretical 
interest since it breaks the rules which are 
thought to be important in desensitization. 
Thus, according to early proponents (Stampf 
and Levis, 1967) success depends on exposing 
patients to fantasy material of an extremely 
intense and anxiety-provoking nature, so that 
extinction to cues associated with the original 
traumatic situation may take place. From this 
theoretical viewpoint desensitization can be only 
partially successful, since these traumatic origins 
are neither sought for nor presented to the 
patient. Even if the necessity of dealing with 
original anxiety-provoking cues is not accepted, 
the use of material which evokes maximal 
anxiety for prolonged periods is contrary to the 
counter-conditioning theory of desensitization 
(Wolpe, 1958). Indeed, this theory predicts that 
flooding would rarely be successful and might 
make the phobia worse because uncontrolled 
increases in anxiety may cause reconditioning. 

Evidence of the efficacy of flooding in volun- 
teer subjects has been equivocal at best, some 


* This study was the work of a collaborative team, and 
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finding it as effective as desensitization (Barrett, 
1969; Calef and MacLean, 1970; De Moor, 
1970) while others find it worse than desensitiza- 
tion and no more effective than control pro- 
cedures (Mealiea and Nawas, 1971; Willis and 
Edwards, 1969). In two of the former studies 
some subjects had relapsed on follow-up, 
suggesting a degree of instability in the changes 
brought about by flooding. 

Marks, Boulougouris and Marset (1971) 
used a cross-over design to compare flooding 
and desensitization, and suggested that flooding 
might be superior to desensitization in the 
treatment of agoraphobic patients. They also 
suggested that flooding leads to better results 
in the most anxious phobic patients. This is of 
particular interest because it is the reverse of the 
usual finding with desensitization. Hussain 
(1971) studied a larger group of patients pre- 
senting with agoraphobia and social phobias 
and obtained results less favourable to flooding, 
except when flooding was combined with a 
relaxant drug. No follow-up was attempted by 
Hussain, and although Marks e£ al. did reassess 
their patients no conclusions concerning the 
long-term effects of individual treatments can be 
drawn from their cross-over design. T'he question 
of the stability of results obtained from flooding 
must therefore remain open. 

The variability of results obtained in different 
studies of flooding, with effects ranging from 
clearly superior to desensitization to being no 
more effective than control procedures, con- 
trasts with the consistent results of trial of 
desensitization. One possible explanation of this 
discrepancy lies in the nature of the subject 
population. Confirmation of the findings of 
Marks et al. (1971) that only in the most anxious 
patients is flooding fully effective might explain 
some of the negative results with volunteer 
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subjects. Prochaska (1971) treated students with 
examination anxiety, and found that subjects 
experiencing the greatest anxiety in flooding 
showed the most change, apparently consistent 
with the findings of Marks et al. However, in a 
more comparable study, Hussain found just the 
reverse—that high anxiety in agoraphobics 
predicted poor response to flooding unless 
anxiety during treatment was inhibited with 
thiopentone. 

An alternative explanation of these widely 
divergent results might be that other uncon- 
trolled variables in the therapeutic context are 
playing an unsuspected but crucial role in the 
efficacy of flooding. Such factors might include 
the subjects! expectations and preparation for 
treatment, the duration and quality of personal 
contact or other variables associated with the 
therapist, the amount of encouragement given 
to practise counter-phobic behaviour, and so on. 
All these ‘non-specific’ variables, although not 
considered to be unique to any specific treat- 
ment procedure, may have powerful effects 
in their own right; or may interact with specific 
features of some treatments. 

For example, a series of researchers (Leiten- 
berg, e£ al., 1969; McGlynn, 1971) have invest- 
igated the effect of therapeutic instructions 
on the outcome of desensitization in volunteer 
subjects. These studies suggest that under 
certain circumstances, for example when 
subjects are not told that desensitization is a 
treatment, outcome may be significantly im- 
paired. However, once the procedure is referred 
to as treatment, further manipulation of ex- 
pectancies, such as suggestions that the treat- 
ment is exceptionally powerful, do not appear to 
improve outcome any further. Studies of psycho- 
therapy have produced conflicting results, some 
finding that the provision of orientating instruc- 
tions and positive expectations improves treat- 
ment response (Hoehn-Saric et al, 1964), 
others failing to find any significant effect 
(Imber e£ al, 1970). Thus it may be that the 
importance of positive expectations varies with 
the nature of the treatment; and should flooding 
prove to be particularly susceptible to the effects 
of the patient's expectancy, as suggested by 
Borkovec (1972), some of the discrepant results 
might be explained. 


SPECIFIC AND NON-SPECIFIC FACTORS IN BEHAVIOUR THERAPY 


MxrTHOD 
Experimental design 

A full evaluation of the effects of flooding, 
together with an investigation of possible inter- 
actions with therapist variables and patient 
differences, requires a relatively complex design, 
with patients balanced across treatments and 
therapists. In the present study, a factorial 
design was used to compare flooding with an 
established treatment, desensitization, and with 
an additional control treatment especially 
constructed so as to assess the combined effects 
of non-specific factors. Patients were classified as 
agoraphobic or non-agoraphobic, and these two 
groups were then separately assigned to one of 
the three treatments and one of three therapists. 
Finally, half of each group were given an 
induction interview designed to maximize ex- 
pectations of treatment success. Allocation of 
individual patients to cells was at random 
within the limits necessary to maintain a fully 
balanced design. The use of such a design 
permitted us to test for possible interactions 
between treatment effects and type of phobia, 
therapist differences and levels of expectancy. 
Hypotheses to be investigated inclfded the 
following: 

(a) that in general the specific behavioural 
techniques would prove superior, but only when 
outcome was assessed by direct nfeasures of 
phobic symptoms and behaviour; 

(b) That flooding might prove superior only 
with agoraphobic patients; 

(c) that expectancy level might have relatively 
greater effects in flooding. 


Selection of patients 

Patients were assessed at interview by one of 
three psychiatrists, who were taking no part 
in treatment or other assessments. The assess- 
ment procedure was standardized with g strict 
criteria for patient selection—for example, the 
phobia should have been the predominant 
disorder and have been present for at least one. 
year; there should be sufficient phobic avoidance 
for behavioural testing; and the patient should 
not need psychiatric medication other than 


minor tranquillizers. If the patfent proved, 


suitable for the trial she was assigned a diagnosis, 
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ie. agoraphobia, social phobia, or specific 
phobia before allocation within the trial. A brief 
outline of the three treatments was given, and 
all patients agreed to accept whichever treat- 
ment was offered. 


Description of patients 

The 36 patients comprised 14 men and 22 
women, The three treatment groups did not 
differ significantly in mean age, duration of 
symptoms or severity of rated symptoms 
(Table I). 

Agoraphobic patients met the usual criteria 
for that diagnosis (Marks, 1969) and resembled 
those investigated by Gelder et al. (1967). T'he 
18 patients with other phobias fell into three 
groups: 9 with social phobias, 6 with specific 
situational phobias and 3 with phobias of 
animals. 

Further examination of the data showed no 
significant differences in length of illness, age or 
severity of initial phobic symptoms between 
patients treated by each therapist, or between 
patients allocated to each expectancy level 

Only 4 patients failed to complete treatment 
after being tested and having agreed to enter 
the trial. Two of these had been allocated to the 
non-specific control treatment, and two had 
been allocated to flooding. Factors responsible 
for termfnation seemed idiosyncratic rather 
than related to the nature of the treatment. 
Most patients continued to take small doses of 
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minor tranquillizers throughout the trial. There 
were 7, 10, and 8 patients taking such drugs in 
the non-specific, desensitization and flooding 
groups respectively. Wherever possible this was 
maintained at a constant level, and in only one 
instance was a major change judged essential, 
when a highly anxious patient was given 


Stelazine. 


Allocation of patients: induction interview and 
expectancy manipulation 

After the screening procedure, all 36 patients 
were seen by another psychiatrist, who was 
responsible for allocation to treatment, therapist 
and expectancy level and the induction inter- 
view but took no other part in the trial. The 
therapist did not exercise any choice as to 
which patients he would take on for treatment. 

In the standardized induction interview, the 
nature of the chosen treatment was explained 
and illustrated by means of videotape record- 
ings. In the case of half the patients an attempt 
was made to induce a high expectancy of 
success by describing the treatment and therapist 
chosen for this patient in glowing terms. This 
was reinforced by showing a videotape of a 
patient whose phobic symptoms were shown 
to have improved impressively whilst receiving 
the treatment in question. 


Therapists 
Three experienced therapists, representing 


TABLE I 
Description of the patient groups before treatment 


Control Desensitization Flooding 
Ag Non-ag Ag. Non-ag. Ag. Non-ag. 
No. of patients (36) 6 6 6 6 6 6 
Males (14).. ' 2 2 I 4 I 4 
Females (22) 4 4 5 2 5 2 
Meanage(35).. .. vis 41 25 39 . 94 40 30 
, Mean duration of illness (13) 17 13 8 I5 15 12 
Mean psychiatric ratings Ў 
' Main phobia (1—5) 4°2 3°8 4:8 42 4 4 
Anxiety (1—5) КА 2-9 2-2 3:3 2:8 2:3 2:2 
Depressfon (1-5) .. I*5 1:7 2:9 1:3 2 1*5 


Ag. = Agoraphobic; Non-ag. = Non-agoraphobic 
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different types of training, carried out the 
treatments. One had received an eclectic train- 
ing in general psychiatry, another (a woman) 
had trained in psychoanalysis as well as in 
general psychiatry, whilst the third was a 
clinical psychologist experienced in behaviour 
therapy. 

Before starting the main treatment pro- 
gramme, the three therapists joined in a four- 
month training programme, in which their 
therapeutic techniques were standardized by 
practice in therapy, and by discussing tapes of 
each other’s therapy sessions. 


Treatment 


Fifteen sessions of weekly out-patient treat- 
ment were given, the pattern being the same for 
all three treatments. Whatever the treatment, 
the first three sessions were taken up by history- 
taking, establishing a relationship and discussing 
the details of treatment. In the case of de- 
sensitization they were also used for the con- 
struction of hierarchies and relaxation training, 
and in flooding for the collection of theme 
material. 

The next eight sessions consisted of imaginal 
treatment, and the last four of real-life practice. 
Although the detailed content of these imaginal 
and practice sessions had to vary for each 
patient, a handbook was prepared defining 
precisely the limits within which each type of 
treatment was to be carried out. For example, 
patients’ questions as to the rationale and 
outcome of treatment were anticipated, and 
suitable answers outlined. 

The non-specific control treatment was referred to 
in discussion with patients as ‘Associative 
Psychotherapy’. The therapist presented phobic 
images as a starting-point for free association 
by the patient, who was asked to describe 
thoughts and feelings aroused by each phobic 
image and to report any new images that 
occurred to her. The therapist did not attempt 
to control the content of subsequent imagery, 
but simply showed interest and concern in 
anything reported by the patient without 
attempting to induce relaxation, or to focus on 
anxiety-evoking material. In this way, imagery 
could diverge from specific phobic content 
towards other areas, such as interpersonal 
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relationships. An explanation was given to the 
patients that exploration of their feelings in 
this way could lead to a better self-understanding 
and thus help to overcome phobic anxiety. 

Desensitization was carried out in a conven- 
tional way, using methods similar to those 
outlined by Wolpe (1958). After the first three 
sessions, relaxation induction usually occupied 
the first ten minutes, and recorded instructions 
were used at the therapist's discretion. Items 
were then presented from a 20-30 item hier- 
archy, and each was imagined twice without an 
anxiety signal before progressing to the next 
higher item. As far as possible the entire hier- 
archy was dealt with, but not at the expense of 
eliciting any more than minimal anxiety. 

Flooding was referred to in discussion with 
patients as ‘Confrontation Therapy’. The 
therapist developed phobic themes involving 
the patient in the most frightening situations 
imaginable. For example, an agoraphobic 
patient might be described as experiencing a 
dreadful panic in a crowded supermarket, 
surrounded by an unsympathetic crowd, fainting 
and being taken by ambulance to a mental 
hospital. A patient with a spider phobia might 
be asked to imagine her body and face covered 

with spiders. While some themes went beyond 
the bounds of the realistically possible, so-called 
‘dynamic’ themes were not normally “used. 

The therapist gave a continuous commentary 
in which the patient was asked to imagine these 
scenes as vividly as possible. On some occasions 
tape-recorded material was used, and the patient 
sometimes related the themes himself, whichever 
proved to be most effective in producing arousal 
in the individual. Patients were told not to 
suppress feelings, but to experience anxiety as 
fully as possible. 

The four sessions of practice were patterned 
on the form of the three imaginal treatments, 
although differences in procedure were found 
more difficult to maintain. The patient was 


always given strong encouragement to enter the. 


phobic situation, but little attempt was made to 
apply specific desensitization or flooding mea- 
sures while practice was going on, so that the 
main divergence between treatments was due to 


hierarchy levels used and the degree of anxiety ` 


tolerated. 


A 
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In all treatments an attempt was made to 
keep session length between the limits of 1 hour 
and 14 hours, and the specific imaginal pro- 
cedure between 45 and 60 minutes. On practice 
sessions, the time allowed could be extended up 
to a limit of 2 hours. 

Factors common to all three treatments 
included the amount of time in contact with the 
therapist, discussion of symptoms and life 
situations, encouragement, goal setting and 
practice. Interest and encouragement were 
maintained by asking all patients to keep a 
diary of phobic experiences and counter-phobic 
behaviour, and by setting a weekly goal to be 
achieved in overcoming phobic avoidance. 


Follow-up 

Patients were interviewed by their therapists 
at one month, three months and six months after 
the end of treatment. They were encouraged in 
any efforts to practice approaching feared 
situations, but no further treatment sessions were 
given. Only three patients were given additional 
medication (antidepressants) and one was 
admitted to hospital. This last patient was the 
only one to receive active psychological treat- 
ment during the follow-up period; she had been 
allocated to the non-specific control treatment, 
as had two of the three patients who required 
antidepressants. 


ASSESSMENT PROCEDURE 

As the three treatments might operate 
through different mechanisms and on different 
response systems, it was considered desirable to 
use multiple outcome measures. These can be 
divided into four main areas: (1) Rating scales; 
(2) Behavioural testing; (3) Psychological test- 
ing; (4) Physiological reactivity. 

Assessment procedures were carried out by the 
patient, the therapist, one of three psychiatric 
assessors, a psychologist and a social worker; 
the last three assessors being blind to both 


, treatment and therapist. Assessment was carried 


out immediately before treatment, at the end of 
treatment, and six months later. 


_ (1) Rating stales 


The rating scales have been used extensively 
in previous studies of phobic patients (Gelder e£ 


al, 1967). They consisted of five-point scales 
which were used to rate the subjects on the basis 
of information derived from an unstructured 
clinical interview. Symptoms rated were: the 
presenting phobia, general anxiety, depression, 
obsessions and depersonalization ; a score of t on 
these scales indicating absence of the symptom. 
These scales were completed by the psychiatric 
assessor and the therapist, while ratings of social 
adjustment, which had in previous studies been 
carried out by the assessing psychiatrist, were 
carried out by the social worker on the basis of 
an hour long structured interview with the 
patient. These scales cover adjustment at work, 
at leisure, sexual adjustment, adjustment in 
family relationships and in other relationships, 
and self satisfaction. The reliability of these 
various ratings has been reported previously 
(Gelder and Marks, 1966). The patients also 
completed a separate five-point scale of overall 
improvement after treatment. 


(2) Behavioural testing 

An important feature in this study was the 
inclusion of a test of the patient's avoidance 
behaviour. This is standard practice in studies 
of volunteer subjects with monosymptomatic 
phobias, but has not previously been applied in 
a mixed clinical group. 

For each subject the psychologist constructed 
a ten-item hierarchy of testable situations cover- 
ing the range from a situation the patient found 
totally unfearful to the most frightening situa- 
tion the patient could imagine. As this last 
situation was never tested it was not limited by 
practical considerations. Typical hierarchy situa- 
tions would be: Going up two floors in a lift 
alone (item 3), driving along an elevated 
motorway (item 6), walking across the Clifton 
Suspension Bridge (item 9). 

An attempt was made to produce an approxi- 
mately equal interval scale on which the subjects 
could carry out the bottom three or four items 
prior to treatment. The hierarchy was also 
ranked using a paired comparison procedure. 

The social worker assessed how far up the 
hierarchy the patient could progress before 
treatment. It was not considered necessary to 
attempt all hierarchy items, and instead the 
most difficult item the patient considered she 
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could attempt was tested. If this item was 
passed, the patient was encouraged to attempt 
the next highest item; if failed, a lower item 
was attempted. As well as recording the position 
ultimately reached in the hierarchy, patients 
rated the anxiety experienced in that situation 
on а 0-10 scale, and also completed a 21 item 
check list of somatic symptoms of anxiety imme- 
diately after leaving the testing situation. After 
treatment and at the six month follow-up these 
tests were repeated (to assess the reduction of 
anxiety), and it was determined what was then 
the most difficult item possible, that is, how far 
the hierarchy had been ascended. 

Some difficulty was experienced in deriving а 
score from the behavioural testing, as patients 
did not always ascend the hierarchy in a wholly 
consistent way, sometimes failing items that 
were nominally easier than the topmost item 
they could attain. The measure of progress 
eventually used was derived by weighting the 
items by their position relative to the highest 
item completed before treatment, and summing 
the scores for all of the new items achieved. 
Thus, if a patient had reached item 4 before 
treatment, item 5 would score 1, item 6 would 
score 2, item 7 would score 3, and so on. If on 
retesting she attained items 5, 7 and 8, but not 6, 
she would thus score 8. As this score tended to be 
positively skewed, a square root transformation 
was employed before analysis. 


(3) Psychological testing 

Psychological testing attempted to tap three 
main areas of psychological functioning: (a) Cen- 
tral areas of phobic behaviour assessed by the 
total phobic anxiety score and the Fear Survey 
Schedule; (b) Transient mood assessed by the 
McNair and Lorr (1964) Mood Scale, and 
(с) the more general area of personality and 
expectancies assessed by the EPI, the 16 PF, 
a semantic differential and direct self-report 
ratings. 

(а) The total phobic anxiety score is the sum 
of the subjective estimates of anxiety in all ten 
hierarchy situations. The Fear Survey Schedule 
(Wolpe and Lang, 1964) is a 72 item question- 
naire about common phobic objects. Four scores 
were derived from this measure, three from 
recent factor analytic studies (Rubin et al., 1969; 
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1969)—social fears, specific animal fears and 
tissue damage—and one agoraphobia score 
derived in part from Marks’ study of the 
questionnaire responses of agoraphobics (Marks, 
1967). 

(b) Because it was considered possible that the 
treatments might have differential effects on 
mood, the McNair and Lorr Mood Scale was 
given. This is a self-administered adjective rating 
scale which has been shown to be sensitive to 
short-term changes in mood. Taking one week 
as the period under assessment it attempts to 
measure anger, tension, depression, fatigue and 
vigour. 

(c) The general personality and expectancy 
measures were included mainly for the possible 
value as predictors of outcome rather than as 
outcome measures in themselves. Results of 
these analyses will be reported elsewhere. The 
semantic differential consisted of 15 scales, 9 
from the British Personality Differential (Warr 
and Haycock, 1970) concentrating on items that 
load heavily on the three main semantic differen- 
tial factors—Evaluative, Activity and Potency. 
In addition, three ‘illness’ concepts were 
included and three concepts were elicited from 
the subjects. The patient completed the semantic 
differential for ‘present self’, ‘ideal self? and— 
prior to treatment—‘self as expected to be at the 
end of treatment’. All the scales were scored from 
1 to 7, and summed over 3 scores per factor. 
Three main scores were derived: self concept, 
self-satisfaction (derived by subtracting the 
‘present self? concept from ‘ideal self, and 
expectancy (derived by subtracting ‘present self” 
from ‘self as expected after treatment’). It was 
considered possible that self-satisfaction scores 
might be a useful measure of outcome, since 
similar indices have been claimed to be sensitive 
to the effects of psychotherapy (Rogers and 
Dymond, 1954). 

(d) Expectancy was also self-rated with three 


five point rating scales—expectation about the . 


possibility of gaining help from psychological 
treatment in general (impossible—certain) about 
likely outcome of the present treatment (worse— 


completely better) and about the lenfth oftimeit , 


would be before a noticeable improvement in the 
patient'scondition took place (a few days—never). 


eq 


" 
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(4) Physiological assessment 

Heart rate, mean skin conductance and 
maximum skin conductance were recorded 
during periods of phobic and neutral imagery. 
The procedure for physiological testing began 
with a ten-minute rest period, followed by a 
practice image of a pleasant scene, then two 
neutral and two phobic scenes in the order: 
neutral, phobic, phobic, neutral. The neutral 
image was the bottom test hierarchy item; the 
phobic image was the most difficult item the 
subject considered possible prior to treatment. 
Each image lasted for at least 20 seconds and 
was preceded by a two-minute base-line period. 
After the final image the subject attempted to 
blow up a balloon until it burst; it was hoped 
that this would produce maximal skin con- 
ductance values and allow for the use of range 
correction procedures (Lykken et al., 1966). 

Testing was carried out with the subjects 
reclining in a comfortable chair in a darkened 
room. Skin conductance was recorded using the 
method described by Lader and Wing (1966), 
with the exception that two active sites were 
used, toeremove the necessity of abrading the 
arm, The ECG was taken from standard wrist 
leads. After the physiological testing was com- 
pleted, the subjects rated the vividness of the 
phobic and neutral images on a five-point scale. 
They also rated the anxiety they felt while 
imagining the scenes and made an estimate of 


_\ > anxiety they would feel in the real situation, 


ý- 


using а О to 10 scale of anxiety and the somatic 
check list. Heart rate was averaged over the 
complete 20-second period of imagery. Mean 
skin conductance was the mean of the skin 
conductance at the times o, 10 and 20 seconds, 
and maximum skin conductance was the 
maximum value reached during the 20-second 
period. 


Analysis 
The results were subjected to analysis of co- 
‘variance (the co-variate being the рге- 
treatment score) in an analysis in which the 
following main effects and interactions were 
examined : treatments, therapists, type of phobia, 
. expectancy; treatment by therapist, treatment 
by phobia and treatment by expectancy. The 
remaining interactions were summed to provide 
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the error term. When the data were unsuitable 
for analysis of variance, and transformations 
were unhelpful, the results of the analysis of 
variance were checked using median tests if 
the F ratio was marginal. If the conclusions 
differed, the median test result was taken. In 
all the analyses the two behavioural treatments 
were compared with the control treatment 
using Dunnett’s t test (Winer, 1962) which 
enables one to compare treatments with a 
control irrespective of the overall F value for 
the treatment effect. One-tailed probability 
values were used for the measures of those areas 
of phobic behaviour in which a prediction had 
been made before treatment that the beha- 
vioural techniques would lead to more improve- 
ment than the control. Two-tailed tests were 
used for the remainder. The most important 
findings relate to the simple effects of treatment, 
and these will be presented fully. The effects of 
the other variables or interactions between 
variables will be presented only when they are 
significant. 
' RESULTS 

Effects of treatment 

Table II shows the results of the various 
psychiatric rating scales expressed in terms of 
adjusted post-treatment scores—i.e. scores from 
which the influence of pre-treatment level have 
been removed statistically. Some treatment 
effects expressed in terms of simple change 
scores are shown in Fig. 1, since this form of 
presentation may be more readily interpreted in 
clinical terms. As in so many of the results to be 
described, flooding and desensitization tend to 
have more effect than the control treatment; 
flooding proving significantly better on the 
psychiatric ratings of main phobia and patient’s 
self-rating of improvement. There was no evi- 
dence of any difference between flooding and 
desensitization on these measures. 

Ratings of social adjustment (Table ITI) show 
no significant differences between the treatments. 

In Table IV the results of the behavioural 
testing are shown. Patients receiving flooding 
and desensitization tended to do rather more 
and experienced less anxiety, both in the repeat 
test situation and in the most difficult situation 
they could attempt after treatment. However, 
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Taste П 
Effects of treatment: psychiatric, therapist and patient rating scales 
(Post-treatment means are shown for cach group, adjusted using pre-treatment scores as co-variate where % 
арргорпа{е) 
Desensiti- Dunnett t Dunnett t 
Measure Control zation Flooding F ratio Су. Р Су. Е 
Psychiatric ratings 
Main phobia (1-5) ss 3:4 3:2 2:7 2:4 `7 2:2* 
Anxiety (1-5) КА © 2-1 2-1 1:7 2:6 *I 1:8, 
Depression (1—5) .. 1:7 1:8 1*8 1:3 "3 1:9 
Panic (1-5 s Ss 1*3 I'4 1*9 "I "5 8. 
Depersonalization (1-5) .. 1:8 1:8 1:3 о "2 o 
Obsessions (1-5) .. - 1*5 1-6 1-4 I'I `3 ї'2 
Therapist ratings 
Main phobia (1~5) Е 3:0 2:6 2:8 2:0 I°3 ї*9 
Anxiety {1—5) к sts art 1:8 2:1 1*0 1*3 "2 
Depression (1-5) .. I*9 1*6 1:7 `4 8 `7 
м. 
Patient’s rating 
Amount of improvement.. 1:8 2:4 2:6 2:5 1:7 2:1* 
* p < +05 (one-tailed) 
[С] NON-SPECIFIC CONTROL 
ш DESENSITIZATION 
B ғооо B 
2 3 2 
6 
i NC 
1 4 1 E : А 
2 | TEI 
Post-trt. F. U. Post-trt. F. U. Post-trt. FLU. 
PSYCHIATRIC RATING BEHAVIOURAL TEST PATIENT'S RATING 
(REDUCTION IN MAIN PHOBIA) (HIERARCHY GAINS- (OVERALL IMPROVEMENT) 
SUMMED RANKS) 
Fic. 1. 


the only significant result was that the flooding behavioural test hierarchy (Table V). Total . 

patients moved further up the hierarchy than  phobic anxiety refers to ratings of expected 

the control patients. anxiety summed for all the hierarchy situations. 
Subjects were also asked to rate the fear they Subjects also estimated the anxiety and somatic ^ „* 

expected to experience in the situations on the symptoms experienced when imagining one | 


E. - 


CUN 


PES 
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Taste ITI 
Effects of treatmeni: ratings of social adjustment 





Desensiti- Anocva Dunnettt Dunnett t 
Measure Control zation Flooding F ratio Cv. Р Cv. Е 
Work (1-5) 2-2 2-1 2'1 о "2 2 
Leisure (1— 2:3 2:3 2:9 т, I'4 1:2 
Holidays (1-5) 2:2 1:9 2:2 "2 6 6 
Sex (1-5) . 2:5 1:9 1:9 I'I 1:2 1:9 
„Social (family) (1-5) 1*8 1:8 1*9 1 “2 `9 
Social (others) (1-5) 2:9 2-1 1'9 `7 6 
Self satisfaction (1—5) 3:0 2:6 2:3 +8 7 “7 
Taste IV 
Effects of treatment: behavioural test 
Desensiti- Anocva Dunnettt Dunnett t 
Measure Control zation Flooding F ratio Gv. Р Су. Е 
Hierarchy gains summed ranks 2'3 3:8 7u 3-5% r4 2:8** 
Anxiety on repeat item (0-10) 2:4 1:2 1:7 1*7 І: 1-1 
Somatic symptoms on repeat 
item (0-21) ie 3:0 1*9 2-0 1*5 1.0 1:7 
Anxiety, top item (o-10) js 3:7 2:8 2:0 1'2 `9 1:6 
Somatic Pep db item 
(o-21) > 4'8 3:4 2:1 1*9 1:0 2:0 
е * p < ‘05 (one-tailed); ** p < -o1 (one-tailed) 
ТАВІЕ V 
Effects on treatment: subjective estimates of anxiety and somatic symptoms 
Desensiti- Anocva Dunnettt Dunnett t 
Measure Control zation Flooding F ratio Су. р Cv. Е 
Total phobic anxiety (0-100).. 50:2 37°4 36-8 1*7 1*6 1:7 
Anxiety while imagining situa- 
tion (0-10) 2:5 I'I `9 2-8 1*9 2:2* 
Somatic symptoms while 
imagining situation (0—21) 2:3 1:7 1'4 -B “9 1:2 
Estimate of anxiety in situation 
(0-10) i 4°9 1:3 1:7 11:7%% 4-4%% g:o** 
Estimate of somatic symptoms 
in situation (0-21) 5:9 2:4 3-0 4-1% 2:7* 2:2* 


* p < +05 (one-tailed); 


selected phobic scene, during polygraphic 


,assessment. At the same time, they re-rated the 


anxiety and symptoms they expected to feel if 
actually in that situation. On these latter scores 
both behaviour therapy groups differed signifi- 

, cantly from*the controls, i.e. they expected less 
' anxiety and fewer somatic symptoms. In addi- 
ton, the flooding group rated the anxiety 


** р < -01 (one-tailed) 


experienced when imagining the situation as less 
than that of the control subjects, although this 
was not confirmed as significant by Median Test. 

The changes in total phobic anxiety, while in 
the same direction, were not significant. This is 
rather surprising, æ this measure, derived from 
many items, might be regarded as a more 
stable estimate than the ratings made of only 
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one item. One possibility is that most reduction 
in anxiety occurs in items nearer the middle of 
the hierarchy (from which the single items were 
taken) and that their effect is swamped when the 
sum of all items is taken. This possibility was 
tested by dividing the hierarchy into three levels 
by summing items 2—4, 5-7 and 8-10. Analysis 
of variance was used to test the prediction that 
the most reduction of anxiety would occur on 
items 5~7. The relevant interaction did not 
approach significance (F < 1). However, when 
the one hierarchy item was picked out which was 
rated ‘just possible’ before treatment, a differ- 
ence was found—desensitization and flooding 
both leading to more anxiety reduction than 
control—with only the former being statistically 
significant. 

The Fear Survey Schedule (Table VI) is 
scored in four categories—Social, Animal, 
Tissue damage and Agoraphobia scores. Desensi- 
tization led to a significant reduction in agora- 
phobic symptoms and a decrease in social 
symptoms as compared with control treatment. 

The general pattern shown in the earlier table 
was repeated in the Mood Scale (Table VII), 
which changed more after flooding or desensiti- 
zation than after the control treatment. How- 
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ever, the only significant changes were in de- 
pression scores, which were reduced more after 
flooding than after the control treatment. 

Semantic differential results are shown in 
Table VIII. After desensitization patients rated 
themselves as less active and less potent than 
did those who received flooding. Ideal self was 
also rated as less potent. Scores after the control 
treatment lay between those after the two 
behavioural treatments. No significant results 
were obtained on the self-satisfaction score. 

The 16 PF and EPI questionnaires were given 
before and after treatment, but few treatment 
effects were found and the results are not shown 
in detail. The only significant findings were that 
flooding patients were higher after treatment 
than were desensitization patients on Factor G 
(conscientious), and were lower than control 
patients on Factor O (apprehensive). 


Physiological responses to treatment 

A check was first made of whether physio- 
logical responses differed to neutral and phobic 
stimuli. As they did so on all measures, the 
response to the neutral stimulus was subtracted 
from the phobic stimulus and the usual analysis 
of co-variance carried out on the resulting data 


Taste VI . 
Effects of treatment: fear survey schedule 














Desensiti- Anocva Dunnettt Dunnettt 
Measure Control zation Flooding F ratio ау. р Су. Е 
Agoraphobia (0—52) e 214 19:7 16-3 3:3 2:5* 1:9 
Social (0-48) i .. 22:6 16-8 18-4 2:7 2-1% 1:5 
(0-20) ..  .. 40 4°3 3°5 4 4 `5 
Tissue damage (0-36) .. 12:3 12:9 12:6 “I 4 `9 
* p < .о5 (one-tailed) 
TABLE VII 
Effects of treatment: mood scale 
Desensiti- Dunnett t Dunnett t 
Measure Control zation Flooding F ratio Gv. р Gv. Е 
Anger (0-24) 5°9 8:3 52 2:8 2:3 `5 
Tension (0—24) .. 13:1 9:7 9-1 2-8 1-8 2:2 
Depression (0—36) 13-1 9-2 8-0 3:2 1-8 2:5* 
Vigour (0-18) 5:6 5:9 5:7 o "at i 
Fatigue (0—18) 772 5°9 5:6 `9 1:0 1*6 


7 жор < -05 (two-tailed) 





a 


М. О. GELDER, J. Н. J. BANCROFT, D. Н. GATH, D. W. JOHNSTON, A. M. MATHEWS, Р. M. SHAW 455 


Taste VIII 
Effects of treatment : semantic differential 





Desensiti- 
Measure Control zation 
Self concept 
Activity (3-21) 10:0 8-4 
Potency  ,, 11*9 10:2 
Evaluative ,, 15-1 16:7 
Jllness p 16°2 14-1 
Elicited — ,, 13:0 I4'I 
Ideal self 
Activity (3-21) 8-3 6-3 
Potency „ 14° 12°8 
Evaluative ,, 18:6 19:3 
Illness » 9:6 4°3 
Elicited — ,, 17-9 17-9 
Self satisfaction 
Activity (0-18) —1:5 —'1 
Potency ,, 2:2 2-6 
Evaluative ,, 3:6 2:2 
Illness 35 —12*4 —10:0 
Elicited „ 5'2 3°5 








Anocva Dunnettt Dunnett t 
Flooding F ratio Су. D Оу. Е 
11-3 4-1% 1:5 1:3 ү 
13°3 3°5* 1:0 1:9 (2 
I5'I 2:0 1:8 “I 
13-0 1:0 1:0 1:5 
14°5 8 `9 1:2 
71 1.7 1:8 I'I 
14:8 5'0* 2*1 1*0 (3) 
18-0 6 I:2 5 
3°6 6 1.0 о 
17:8 o 1 ‘I 
—4'4 2*5 `4 2*1 
1^5 `7 `3 `5 
3-1 1:2 15 5 
—9'5 1:0 I'l 1°3 
3°3 I'I 1*8 rg 


* p < +05 (two-tailed) 
(1) Desens. v. Flooding, t = 2-8, p < :01; (2) Desens. у. Flooding, t = 2:3, p < +05; 


А (3) Desens. у. Flooding, 


The measures taken were mean heart rate, 
mean skin conductance, and maximum skin 
conductange. On none of these measures did the 
size of response relate to basal level, and so no 
baseline correction procedures were applied. 

Skin conductance: No significant differences 
between treatments were found on mean or 
maximum conductance level. Re-analysis using 
range correction procedures led to the same 
results. 

Heart rate: There were no significant differ- 
ences in the effect of the three treatments on 
mean heart rate responses to imagery during the 
test. There was, however, a non-significant 
tendency for heart rate to be lower after flooding 
and desensitization irrespective of the type of 
imagery used. A more sensitive analysis was 


„carried out by analysing heart rate for the final 


20 seconds of the baseline period which preceded 
the presentation of each image, and this revealed 
a significant interaction (p < -oo1) between 
time and tfeatments (Table TX). Heart rate 


“diminished more after the two behaviour 


therapies than after the control treatment. 


эа 8'1,р < :01 


TABLE IX 
Effects of treatment: heart rate during baseline periods 


Pre- Post- 
treatment treatment 


Heart rate during 
baseline periods (b.p.m.) 


Control i 76-8 751 

Desensitization 79:0 719 

Flooding ‘ 78-2 70:1 
Therapist effecis 


There was no evidence that the therapists 
differed significantly in their ability to produce 
changes in any measure of phobic behaviour. 
Only one significant therapist effect was found, 
and this indicated that the patients of one 
therapist had greater post-treatment discrepan- 
cies between self and ideal self-ratings on the 
Semantic differential evaluative concepts. 


Effects of type of phobia is 

No significant overall differences between the 
phobic groups were obtained after treatment. 
It remains possible, however, that significant 
interactions could occur between type of phobia 


456 
and treatment condition received, and this form 
of interaction would provide evidence that the 
pattern of treatment response varied according 
to the type of phobia being considered. In fact 
several such interactions were significant, in- 
cluding subjective anxiety during the top beha- 
vioural test item, and some measures of anxiety 
obtained during the polygraphic session (Table 
Х). Almost all significant interactions take the 
same form; the control treatment being parti- 
cularly ineffective in the case of agoraphobic 
patients; while treatment differences were less 
marked in the case of specific phobias. The 
pattern of interaction with other measures, 
though not significant, was similar. The single 
exception was the social worker’s self-satisfaction 
rating. This suggested that within the desensiti- 
zation group agoraphobics were rated as more 
self-satisfied after treatment, relative to the 
non-agoraphobics (Р < -05). 


Expectancy effects 

The impact of the induction interview was 
assessed by its effect on outcome variables and 
by the change in the patient’s ratings on a 
semantic differential scale ‘As I expect to be 
after treatment’ completed a week before the 
induction procedure and immediately after it. 
The only difference found was that low expect- 
ancy subjects had higher potency scores after 
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the interview; our own expectation that 
differences would emerge on ‘illness’ and 
evaluative concepts was not borne out. 
Significant differences between the patients 
who had been exposed to the ‘high-expectancy’ 
interview and those who had not were found on 
only one outcome measure, the 16 PF. ‘High 
expectancy’ subjects scored higher on factors G, 
O and the second order anxiety factor, i.e. they 
were more suspicious, apprehensive and anxtous. 


Forrow-u» 

Contact was maintained with all patients for 
the six-month follow-up period, but for different 
reasons data were incomplete for four patients. 
One patient was admitted to hospital for 
additional treatment immediately after the end 
of therapy within the trial, so that no meaningful 
follow-up data could be collected. Another 
patient would not leave her home, so that only 
questionnaire data were available, while two 
others refused polygraphic measurement and 
behavioural testing respectively. In all cases it 
was assumed that no improvement had taken 
place in the relevant measures. 


Analysis 

The analysis carried out on the follow-up 
data was a simplified form of that already 
described. The missing data resulted In a reduc- 


TABLE X 
Phobia by treatment interactions 





Pre-treatment 


Post-treatment 











Non- Non- 
Agoraphobic agoraphobic Agoraphobic agoraphobic 

Anxiety (phobic image) 

Control 4°0 3:3 4*0 1*0 

Desensitization 2:5 48 1:2 I'0 

Flooding 2:5 3:0 `3 1*5 
Anxiety (estimate) 

Control 8-2 5°3 79 2:8 

Desensitization 6:5 7:0 yi 1°8 

Flooding 71:8 5:5 1'3 2*0 
Anxiety (top пет behaviour iul 

Control ў — — 5:2 e 2'2 

Desensitization — — 1:6 3:8 

Flooding — — 1:0 3-0 
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tion in the degrees of freedom used, and partly 
as a consequence any therapist and expectancy 
effects were pooled with the error variance. As 
before, an analysis of co-variance was used, with 
pre-treatment scores as co-variate when appro- 
priate. 


Results 

As can be seen from Fig. 1, the pattern of 
mean e scores at follow-up is similar to 
that seen at the end of treatment. However, a 
reduction in the differences between means, 
combined with an increase in variance, resulted 
in virtually none of the main treatment effects 
reaching an acceptable level of significance. 
The reduction in self-rated depression after 
flooding found at post-treatment on the mood 
scale was still significant. On the Semantic 
differential, flooding patients also rated them- 
selves lower on the ‘illness’ constructs, and there 
was less discrepancy between self and ideal 
ratings on these scales than was shown by control 
treatment patients. The reduction in potency 
scores shown by desensitization patients was still 
significagt. 

Significant differences in basal heart rate also 
persisted between treatment groups, desensitiza- 
tion patients haying the lowest rates 

No other treatment effects were found to be 
significant. Treatment by phobia interactions 
were also examined, with similarly rather 
negative results. Two significant interactions 
emerged, both from the ratings of social adjust- 
ment. Within the desensitization group agora- 
phobies showed improvement relative to 
non-agoraphobics in social relationships, while 
within the control treatment group agora- 
phobics showed less improvement in self- 
satisfaction as rated by the social worker. 


Discussion 
Treatment effects 


The control treatment was chosen to be an 


.effective combination of non-specific elements 


which were expected to benefit phobic disorders. 
It was anticipated, therefore, that there might 
be less difference between the control treatment 


‚ and behavidural treatments in this trial than in 


other investigations that have been reported. At 
the same time the investigation set out to test 


~ 
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the possibility that flooding treatment might be 
superior to desensitization, especially for agora- 
phobic patients. Previous investigations of 
desensitization (Gelder, Marks and Wolff, 1967; 
Gelder and Marks, 1966) suggested that any 
differences would be most marked on ratings of 
phobic symptoms and next most obvious on 
anxiety ratings; while little diference was 
anticipated on other symptom ratings, with the 
exception of the possibility that flooding treat- 
ment, with its marked emotional content, might 
provoke depressive symptoms or failure to 
complete treatment. In fact only four patients 
failed to complete treatment, and two of these 
had been allocated to flooding. 

The therapists, the patients and the assessors 
(who were ‘blind’ to the procedures) agreed 
that most difference appeared on ratings of the 
main phobia. Both flooding and desensitization 
led to more change than the control treatment 
(e.g. change scores for 1:3, 1:3 and о.б on 
assessors’ ratings), although only the difference 
betweeen flooding and the control treatment 
was significant. A similar pattern appears on 
therapists’ and patients’ ratings, while the main 
measure derived from the behaviour test shows 
the difference even more clearly. Although 
significance levels were not high, a reasonable 
conclusion for clinical purposes might be that 
the specific effects associated with desensitiza- 
tion or flooding add as much again to the 
therapeutic effect of a non-specific treatment 
alone. By the same token, it follows that approxi- 
mately half of the apparent benefit to a phobic 
patient receiving behavioural treatment is 
attributable to the non-specific factors. Further 
investigation of these factors is therefore more 
than justified, but the design of the present 
study prevents any more definitive conclusions. 

No significant differences were detected on 
the symptom ratings other than those of phobic 
severity, and in particular none on ratings of 
depression by the therapist or assessor. A 
difference is.seen in patients’ ratings of de- 
pression on the mood scales, but this actually 
signifies a greater reduction in depression after 
flooding treatment. There is no evidence, 
therefore, that flooding produces its effects at 
the expense of greater distress to the patient in 
the form of either depression or oflasting anxiety, 
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Only on the behavioural test was there a 
trend towards separation of the effects of flood- 
ing and desensitization. This might arise 
because the flooding procedure encourages 
patients to tolerate anxiety, so that although 
they proceed further in the test they do this at 
the expense of becoming more anxious than 
patients who have received other treatments. 
However, ratings of anxiety and somatic 
symptoms experienced during the highest item 
achieved in the test after treatment do not 
confirm this. Patients were also re-tested after 
treatment on the highest item which they 
achieved before treatment began. The failure 
to find differences in anxiety ratings between 
treatments with this test also fails to support this 
hypothesis. 

One set of measures concerns the patient’s 
expectation of what he would achieve if he had 
to return to the most difficult situation possible 
prior to treatment. Both flooding and desensiti- 
zation led to greater expectations that anxiety 
symptoms would be reduced than did the control 
treatment. The results of the fear survey schedule 
are consistent with expectations of anxiety 
reduction in some phobic situations. 

Heart rate during the polygraphic session 
diminished more after the behavioural treat- 
ments than after the control treatment, but the 
effects of flooding and desensitization could not 
be distinguished, while measures of skin con- 
ductance did not distinguish between treatments 
at all. This parallels the failure to find significant 
differences between flooding and desensitization 
in behavioural or self-reported data. 

The failure to find differences between treat- 
ments in their effects on imagery is unlikely to be 
due to insensitivity of the measures because 
there were significantly different responses to 
neutral and phobic imagery at the start of 
treatment. This finding is surprising, for, at 
least in theory, the three treatments might be 
expected to produce different effects on these 
autonomic reactions. 

The attitude scales of the semantic differential 
form “the last set of measures of the effects of 
treatment. They show few differences between 
the three treatments. After flooding patients 
rate themselves higher on potency scales (i.e. 
they regard themselves as more dominant and 
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demanding, and less weak) than after desensiti- 
zation. Conversely, desensitization leads to 
lower ratings on activity scales, i.e. patients 
come to regard themselves as quieter and more 
patient than after flooding. 

On scales measuring ideal self only one 
change is significant: desensitization leads to a 
small reduction in scores on potency scales, 
flooding to a small increase. It must be empha- 
sized that these findings, although signifieant, 
require confirmation; nevertheless, taken to- 
gether with other results mentioned earlier, they 
indicate that explanations of the action of both 
flooding and desensitization must take into 
account the different persuasive contents of the 
two treatments as well as specific learning 
mechanisms. The nature of these presumed 
persuasive effects may serve to reassure fears 
that flooding could be harmful to the patient's 
self-esteem. As was found with measures of 
mood, the effects of flooding seem rather more 
beneficial than has been thought likely. 


Differences in response of agoraphobics and other 
patients 

Although the division of patients Шќо agora- 
phobics and others may seem arbitrary, it 
reflects the findings of several previous investiga- 
tions of desensitization, which showed that 
agoraphobic patients respond less Well to this 
treatment than any of the other groups of 
phobic patients investigated. 

It was originally anticipated that flooding 
might be more effective for the most anxious 
patients, ie. the agoraphobics, since Marks, 
Boulougouris and Marset (1071) have claimed 
this on the basis of other results. However, the 
more detailed statistical analysis made possible 
by the factorial design in the present investiga- 
tion lends no convincing support to this view. 
There is, however, reasonably strong evidence 
that agoraphobic patients respond less well to 
the control treatment than do the other patients. 
It is at first surprising that the control treatment 
was as effective as the two behavioural treat- 
ments for the phobic patients other than the 
agoraphobics, because previous investigations 
have found that desensitization is more effective 
than a variety of other treatments in such* 
patients. The finding is not likely to be due to 


м. 
е 


- 


-— 


M. G. GELDER, J. H. J. BANGROFT, D. H. GATH, D. 
ineffective desensitization in our investigation, 
for this treatment led to as much change in 
phobic symptoms in 12 weeks as had been 
reported in these earlier studies (Gelder and 
Marks, 1966; Gelder, Marks and Wolff, 1967). 
'The difference may lie, instead, in the greater 
power of our control treatment, which had 
been designed to be an effective combination of 
non-specific treatment factors and which also 
conjained a substantial element of practice. In 
the case of the patients with specific fears, this 
treatment combination may well be sufficiently 
powerful; but this is not the case with agora- 
phobic patients. 

An additional complication is that a trend 
exists, although numbers are too small for 
statistical analysis, for patients with social 
phobias to respond particularly poorly to de- 
sensitization. This obscured the larger effect of 
this treatment on specific phobias in the mixed 
group. This finding is itself unexpected and 
requires further investigations. 


Differences between therapists 

These may, in general, be divided into 
differences in the technical procedures adopted 
by each therapist, differences in background 
and training, and differences in personal quali- 
ties. The first of these was minimized by prelimi- 
nary training, but the therapists differed on the 
second and third variables. 

No evidence was found that one therapist was, 
in general, more effective than the other two, 
and no evidence that one was able to achieve 
superior results with one particular treatment. 
These findings are, of course, in contrast to 
those of Truax and his colleagues (Truax and 
Carkhuff, 1967), who found detectable differ- 
ences in the ability of therapists to obtain good 
results with counselling procedures and who 
related these to certain personal qualities. It may 
be that the personal qualities which appear to 
influence the results of counselling procedures 
are less important when the more precisely 
‘formulated techniques of flooding, desensitiza- 
tion and our control treatment are used. 


Expectancy effects 
. It was anticipated that the expectancy 
induction procedure, with its combination of 
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persuasive interviewing and videotape material, 
would result in higher expectation of recovery 
in the group who received it. However, while 
measured expectations increased overall after 
testing and allocation interviews, the expectancy 
manipulation did not have the effect of clearly 
differentiating two groups as had been in- 
‘tended. It seems likely that the relatively com- 
plex and sophisticated assessment and selection 
procedure had already maximized expectations 
in all patients, leaving no room for further 
increase; or that our techniques for manipula- 
tion and measurement were inappropriate. 
Either way the hypothesis that expectations 
might interact with the outcome of some treat- 
ments remains unconfirmed, and probably 
untested. 


Durability of treatment effects 

Follow-up results show the same general 
trend as seen in earlier studies: symptom substi- 
tution is not evident and both total relapse or 
further large gains are rare. Instead, a number of 
small changes lead to convergence of the 
treatment means with some evidence of in- 
creased variance within groups, and as a result 
most of the differences found after treatment are 
no longer significant. This convergence suggests 
that a large variety of life events and learning 
experiences occurring over the follow-up period 
tend to blur the specific learning which may 
have occurred in treatment. Despite this, most 
patients managed to hold on to worthwhile 
gains, and there is no convincing evidence that 
patients who benefited from flooding tended to 
lose more than patients in other groups. 


Mods of action of flooding treatment 

In one sense the resulis of our trial are 
negative. If there are differences between the 
clinical effects of flooding and desensitization 
for phobic patients they are marginal and 
certainly do not justify any widespread use of 
flooding treatment rather than desensitization 
for these patients. On the other hand, the 
finding that two treatments which are based on 
such different technical procedures can produce 
such similar clinical effects is itself of great 
interest. 

Whatever the features of flooding treatment 
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which lead to therapeutic effects equal to those 
of desensitization, they cannot be the non- 
specific factors which were included in the 
control treatment, for both treatments were on 
balance superior to the control. Nor can they be 
ascribed solely to their persuasive effects, 
because what evidence we have indicates that 
although both treatments have persuasive effects 
they lead to different changes in attitudes and 
expectations, 

Two further possibilities must be considered; 
first, that flooding acts mainly through psycho- 
logical mechanisms which are specific and 
different from those in desensitization, although 
they happen to lead to very similar degrees of 
improvement; and secondly, that it shares some 
psychological mechanism with desensitization. 
Tf this second possibility is true, it would suggest 
that desensitization does not act through the 
interaction of relaxation and the presentation 
of a phobic hierarchy, as had been suggested by 
earlier studies (e.g. Davison, 1968), and is more 
in accord with recent criticisms of the counter- 
conditioning model (e.g. Wilkins, 1971). If we 
accept that desensitization and flooding may act 
through a common mechanism, then systematic 
exposure to phobic stimuli must be given special 
consideration. 
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hypothesis should therefore be re-formulated in 
the following form: in highly anxious phobics 
imaginal exposure is necessary to potentiate the 
effects of subsequent practice, while in less 
anxious phobics real-life exposure alone is 
sufficient. This formulation can be tested by 
comparing flooding in imagination, followed by 
practice, with practical training alone. 

Even if the hypothesis is valid, it can still be 
argued that exposure in flooding treatment is 
relatively less effective than exposure in de- 
sensitization, because there was very much less 
total exposure via mental rehearsal in our de- 
sensitization sessions than in our flooding 
sessions, while the amount of practical exposure 
to phobic stimuli was the same in all three 
treatments. That the desensitization exposure, 
though shorter, gave equal results might indicate 
that exposure at low levels of arousal is more 
effective than exposure at high levels of arousal, 
or that intermittent exposure is more effective 
than continuous exposure, or both. These 
possibilities are being investigated. 

Whatever the outcome of these further 
investigations, it is possible that revision will be 
needed of the current explanation About the 
mode of action of desensitization or flooding, or 
perhaps both. It is also possible that our treat- 


In its simplest form, the exposure hypothesis 7 ment methods for agoraphobia will be revised, 


suggests that the essential common feature in 
flooding and desensitization is exposure to the 
phobic stimuli, either in imagination or in real 
life. Support for this view comes from the finding 
that specific phobias can respond extremely 
rapidly to exposure in real life without the use 
of any special procedures to control anxiety 
(Watson et al., 1971; Sherman, 1972). These 
results are in obvious contradiction to Wolpe's 
original view that exposure is only effective 
when anxiety is maintained at very low levels. 
The present results are consistent with the 
idea that systematic real-life exposure in a 
therapeutic context is sufficient to reduce 
specific fears, since non-agoraphobic patients 
improved irrespective of the prior imaginal 
techrtique. However, in the case of agoraphobic 
patients, our findings suggest that real-life 
exposure should be preceded by systematic 
exposure to phobic material in imagination if 
it is to have a significant effect. The exposure 


for example by combining more” prolonged 
exposure with low levels of arousal, perhaps 
induced by drugs. 


SUMMARY 


Thirty-six phobic patients were treated by 
flooding, by desensitization or by specially 
constructed non-specific control treatment. All 
three treatments were of equal duration and 
included both imaginal and practice procedures. 
Patients were assigned to treatment and therapist 
at random within a factorial design, and half the 
patients in each group were exposed to a pre- 
treatment interview designed to maximize their 
expectations. Multiple outcome measures were 
used, including ‘blind’ psychiatric assessment, 
behavioural testing, physiological and psycho- 
metric measurement; both before and after 
treatment, and at a six-month follew-up. 

Differences between treatments were confined 


to only some of the outcome measures, parti- ' 


Kd 
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cularly those directly concerned with phobic 
behaviour, and showed that flooding and 
desensitization produced more change than 
could be accounted for by non-specific effects 
alone. Differences between flooding and de- 
sensitization were few and did not clearly 
support previous findings that flooding has 
superior effects in agoraphobia. Few significant 
therapist or expectancy effects were found, and 
interactions between the variables examined 
were rare. The few found to be significant 
reflected the fact that the non-specific treatment 
components seemed insufficiently powerful to 
reduce agoraphobic symptoms by a clinically 
useful amount, in contrast to the more specific 
fears. The results suggest that current theories 
about the mechanisms underlying behavioural 
treatments are inadequate and in need of 
revision. 
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Arousal Levels and Attribution Effects in Diazepam-Assisted 
Flooding : 


By DEREK JOHNSTON AND DENNIS GATH 


INTRODUCTION 

The therapeutic effect of flooding was 
thought originally to depend on the induction 
of high levels of anxiety by the presentation 
of intensely frightening situations in imagina- 
tion or practice (Stampfl and Levis, 1967; 
Marks et al, 1971). More recent evidence 
indicates that high arousal may not be essential 
in flooding and may even be disadvantageous. 
Hussain (1971) reported that patients with 
agoraphobia and social phobias responded 
better to imaginal flooding when it was accom- 
panied by the intravenous infusion of thio- 
pental. Marks et al. (1972), treating patients 
with specific phobias, found that flooding 
carried out by exposure to the phobic situations 
was more effective if combined with an anxio- 
lytic drug, oral diazepam. There was some 
evidence, that flooding was most effective if it 
took place several hours after administration of 
the drug. 

“It is possible, however, that the use of 


= anxiolytic drugs as adjuvants to the behavioural 


treatment of phobias might have a disadvantage. 
If patients attributed improvement within 
treatment to the drug, then they might be less 
confident in meeting phobic situations outside 
treatment sessions. Conversely, improvement 
might be greater if patients attributed reduc- 
tions in anxiety to changes in their own ability 
to tolerate phobic situations. A study by Davison 
and Valins (1969) lends some support to this 
notion. 
. It was decided to carry out an investigation 

in such a way that this problem could be 
examined. 

Two hypotheses were tested: 

(1) The therapeutic effect of flooding would 
be greater if anxiety were kept low during 
exposure to phobic material. 
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(2) The therapeutic effect of flooding would 
be reduced or more transient if the patient 
attributed anxiety reduction and counter- 
phobic behaviour to the action of a drug. 

Diazepam was chosen as the anxiolytic drug. 
Attribution effects were tested by using a 
placebo given with appropriate suggestions. 


DESIGN 


There were four treatment conditions: in two 
a tranquillizing drug (diazepam syrup) was 
given, and in the other two an indistinguishable 
dummy syrup. The patient was told that a 
drug was to be given at half the sessions, but 
was given no reason to suppose that the syrup 
was to be the agent for this; instead, the patient’s 
attention was drawn to a large capsule (in fact 
placebo) which ‘might have a calming effect’. 
This suggestion was enhanced by a pre-treatment 
test dose of diazepam given in a capsule identical 
to the placebo. The four conditions were: 

1. Drug/placebo. Diazepam syrup and placebo 
capsule given. Patients correctly believe 
they have taken a tranquillizing drug. 

2. Drug/no placebo. Diazepam syrup given but 
no placebo. Patients are unaware that a 
tranquillizer has been given. 

3. No drug/placebo. Dummy syrup and placebo 
given. Patients believe incorrectly that 
they have been given a tranquillizer. 

4. No drug[no placebo. Dummy syrup given 
without placebo. Patients believe correctly 
that they have not been given a tran- 
quillizer. 

If hypothesis 1, concerning arousal level, is 
correct then conditions 1 and 2 will have 
greater therapeutic effect than conditions 3 and 
4. If, in addition, there is an attribution effect 
(hypothesis 2), then condition 2 will be thera- 
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peutically most effective, and condition 3 least, 
with conditions 1 and 4 intermediate. 

Every patient received each treatment condi- 
tion. Each lasted for three consecutive days 
(Tuesday, Wednesday and Thursday), making 
a total of twelve treatment sessions in four weeks. 


MeErHop 

Patients 

Six patients were treated, all of whom had 
severe agoraphobia with extreme fear and 
almost total avoidance of public streets, parks, 
shops, buses etc. There was one man and five 
women. Their mean age was 40, and the mean 
duration of phobia 13 years. Three patients had 
received previous in-patient care, and all. had 
received extensive out-patient care for the 
phobia. 


Treatment procedure 

All patients were admitted for 44 weeks 
in-patient treatment, and all medication was 
stopped on admission. 

(a) Induction. The first weekend was an 
induction period. An individual hierarchy was 
compiled and rated, consisting of approxi- 
mately 20 items relating to the neighbourhood 
of the hospital, e.g. walking in local streets or 
parks, bus or train journeys, visiting shops. The 
patient’s sensitivity to oral diazepam was 
assessed by a test dose. In every instance 20 mg. 
was judged to be a suitable dose. The dummy 
syrup was introduced to the patient as a routine 
part of polygraphic recording procedure, whilst 
the placebo capsule was introduced with a 
suggestion that it would have a calming effect. 

(b) Flooding procedure. Treatment was given at 
the same time each day. The syrup, and, where 
appropriate, the placebo capsule were given 45 
minutes before flooding. For the first 45 minutes 
flooding was carried out in imagination, the 
themes being based on the lowest hierarchy 
item which the patient regarded as unattainable 
and the next few higher items. Items were 
presented by the therapist, who attempted to 
maximize the patient’s anxiety. Continuous 
recordings of heart rate and skin conductance 
were made throughout each imaginal flooding 
session. Flooding in imagery was followed 
immediately by one hour in which patients 
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practised hierarchy items. In this no attempt 
was made to maximize anxiety. 


Assessment 

Treatment effects were assessed on the day 
before (Monday) and day after (Friday) each 
treatment block; no syrup or placebo was given 
on these test days. An independent assessor, 
who was unaware of the treatments, conducted a 
behavioural test in which the patient attempted 
hierarchy items to the point at which two 
successive items were failed. Anticipated anxiety 
for all hierarchy items was rated by the subject 
on a ten-point scale and summed. On the same 
days, the McNair and Lorr (1964) mood scale 
was completed by the patient, who also rated 
his self-concept on evaluative and potency scales 
of a semantic differential, 

The behavioural test and summed anticipated 
anxiety offered the most direct test of the 
hypotheses. The mood scales and semantic 
differential were included to see if non-target 
areas were sensitive to the manipulations we 
were attempting. 


RESULTS " 


Complete data were obtained оп four 
patients. A further two entered the experiment, 
but one completed her hierarchy in the first two 
weeks, while the other was excluded because the 
therapist departed from the standard treatment 
procedure in the fourth week of the treatment 
programme for clinical reasons. Although these 
four patients did not form a complete Latin 
square there was no significant difference 
between the treatments due to the position in 
which they occurred in the series, and no effects 
of position on outcome could be detected. In 
view of this the results from these four patients 
are presented. 

The results for the two main measures, 
number of items gained on behavioural hier- 
archy and total phobic anxiety, are shown in the 
Table. y? on the summed ranks of the four 
conditions was significant for the behavioural 
test scores (у? = 9'2; p < +05) but not for 
anticipated anxiety (x? = 4°5). Inspection of 
the table shows that the most effectivestreatment, 
on the behavioural measure, was Drug/placebo, 
and the least effective No drug/no placebo. 
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Taare I 
Mean number of items gained on behavioural test 
hierarchy 
No 
Diazepam Diazepam 
Capsule 4°5 2:25 
No capsule 2:5 —0:25 








« Mean decrease in summed anticipated anxiety 














No 

Diazepam Diazepam 
Capsule 10:0 2:5 
No capsule 27:3 0:3 

Mean log skin conductance X 1,000 

No 

Diazepam Diazepam 
Capsule i *92 1°33 
No capsule E “98 1:42 





This was confirmed by individual comparisons 
of the treatments, in which the two additional 
subjects who did not complete all four treat- 
ments were added. There was more improve- 
ment in the Drug/placebo condition than in 
No drug/no placebo or No drug/placebo 
(p < -:o3). Both Drug/no placebo and No 
. drug/placebo were also better than No drug/no 
placebo, p < -:06. These findings are therefore 
in general consistent with Hypothesis 1 (arousal 
level) but not Hypothesis 2 (attribution). 

There were no significant differences in 
mood ratings or semantic. differential between 
the four conditions. 

Skin conductance was measured during 
flooding sessions, sampled at the middle minute 
of each 15 minutes theme, and is shown in the 
table. As anticipated, conductance was lower 
during the two drug conditions than during the 
corresponding non-drug conditions (F — 46:1; 
р < -oor). Heart rate changes were small 
and differences not significant. 

One completed patient was unable to give 
ratings of anxiety during flooding, and this 
precluded statistical analysis of that data. No 
convincing relationship between the ratings 
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obtained and the experimental manipulation 
could be detected. 


Discussion 

Using a different subject population and a 
combination of flooding and practice not 
previously reported, we have confirmed the 
findings of other workers that flooding is more 
effective if carried out in combination with some 
anxiety-reducing drug. The skin conductance 
results suggest that subjects were less anxious or 
‘aroused’ in sessions in which diazepam. was 
given, giving further support to the notion we 
have advanced elsewhere (Gelder et al., 1973) 
that continuous exposure to phobic material in 
the absence of high levels of anxiety is the 
optimal form of treatment for severe phobic 
disorders. However, before the use of anxiolytic 
drugs as an adjuvant to flooding could be 
confidently recommended for routine clinical 
practice, it would be necessary to demonstrate 
its efficacy in a trial in which groups of patients 
had only one form of treatment, so that the 
interaction between treatments, possible in a 
within subject designs, could be removed. .. 

No support was found for the hypothesis 2, 
i.e. that the effect of flooding would be lessened 
if the patients attributed progress to the action 
of a drug. Indeed, the results suggest that a drug 
effect and a placebo-like effect operate in an 
approximately additive way. 


SUMMARY 


Severely agoraphobic patients were treated 
with a combination of imaginal flooding and 
exposure to phobic situations in practice. This 
behavioural treatment was found to be more 
effective if given together with an anxiolytic 
drug (diazepam). There was no indication that 
the therapeutic changes induced were smaller 
or more transient if the patient attributed them 
to the drug rather than to the behavioural 
treatment; instead there appeared to be a 
placebo-like effect as well as the drug effect. 
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The Set Test as an Aid to the Detection of Dementia 
in Old People 


By BERNARD ISAACS and AGNES T. KENNIE 


*Screening examinations are widely advocated 

for the early detection of disease in the elderly 
(Williamson et al., 1964; Lowther, McLeod and 
Williamson, 1970; Williams et aL, 1972; 
Richardson, 1964; Anderson and Cowan, 1955; 
Isaacs, Livingstone and Neville, 1972). There 
have been several successful experiments in the 
use of health visitors and district nurses in the 
initial interview (Burns, 1969; Hodes, 1971; 
McNabola, 1970; Williamson et al., 1966). 
.. Assessment of mental state is an important 
part of screening, but Williamson et al. (1964) 
found that health visitors, using a standard 
questionnaire, often failed to detect mental 
abnormality in elderly subjects. A brief objective 
test of mental function might be helpful in these 
circumstances. We report here further observa- 
tions of the Set test (Isaacs and Akhtar, 1972), 
which may be germane to the possible use of this 
test in screening examinations. 


Tue Test 


The test is performed by asking the subject to 
name as many items as he can recall in each of four 
successive categories or sets—colours, animals, fruits, 
towns. One point is awarded for each correct item 
offered, with a maximum of 10 in each set and a 
maximum total score of 40. In healthy old people 
from а mining community Isaacs and Akhtar (1972) 
obtained a mean score of 31:2-4-7:3. Ninety-five 
per cent of the subjects scored 15 or over on the test. 
A score of under 15 is thus considered abnormal. 
The test is not suitable for deaf and aphasic subjects. 


Materials 


The Set test was administered to 189 subjects who 
formed part of a sample of the elderly population of 
the East End of Glasgow. This sample was being 


Studied fog other purposes (Isaacs et al., to be pub- 


lished). The stages in the selection of subjects for 
mental testing were as follows: 
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1. An area of the city was defined. 

2. All general practitioners with practice premises 
in the area were identified. — 

3. From the list of each practitioner, ten subjects 
were selected at random, representing one of each 
sex in each five-year age-group from 65-69 to 85 and 
over. This yielded a sample of 615 subjects, of whom 
590 were at home and 25 in hospital. These were all 
visited by a social worker. 

4. 401 subjects living at home who were fully 
independent in daily living activities were not further 
studied. These all overtly appeared to be mentally 
normal. 

5. The remaining 189 subjects at home and the 25 
in hospital were interviewed by a doctor. These all 
required some assistance in daily living activities, 
ranging from help with shopping or cooking to full 
personal саге. After the interview a clinical diagnosis 
was written down and the Set test was offered. 
Additional information was obtained from relatives, 
the general practitioner and the hospital case notes. 

6. In 25 of the 214 subjects no valid test result was 
obtained. This was because of deafness in 7 subjects, 
dysphasia in 4, severe physical illness in 7, refusal in 
5, interference by relatives in one and an admini- 
strative error in one. Of these subjects 21 were at 
home and 4 in hospital. 

7. The remaining 189 persons on whom a valid 
test score was obtained comprise the subjects of this 
study. Of these 168 lived at home and 21 were in 
hospital. Their age and sex distribution is presented 
in Table I. Because of the method of selection of the 
sample there is a high representation of the very old. 


TABLE I 
Age and sex distribution of tested subjects 











Маје Female Total 
65-74 TE 19 - 35 
75-84 el 43 46 89. 
85andover ^ 31: 34 65 
Total 22 90 99 189: 


— 
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Significance af test score 

Tt was postulated that a low score on the test might 

be associated with one or more of the following factors: 
(i) dementia 
(Н) low intellectual endowment 

(iii) physical illness 

(iv) affective disorder 

We therefore classified the subjects into broad 
groups corresponding to these factors. 

Dementia was diagnosed by the usual clinical criteria 
(Roth, 1955) of progressive or episodic intellectual loss 
observed by the relatives and general practitioner, 
and by assessment of the subject's current mental state. 

Low intellectual endowment was difficult to measure, 
since the great majority of subjects had completed 
formal education by the age of 14. As an indirect 
measure we used social class, determined by the last 
full-time occupation of the subject or spouse and 
categorized according to the Registrar General's 
classification. This information was not available in 
the case of two subjects. 

Physical health was classified by dividing the subjects 
into ambulant and non-ambulant groups, the latter 
being defined as those unable to walk without human 
assistance as far as from bed to the bathroom or toilet. 

Affective siates were diagnosed by the usual clinical 
criteria (Roth, 1955) after interview with subjects, 
relatives and general practitioner, and after perusal of 
hospital notes. 


RESULTS 
The distribution of scores is shown in Table II. 
Of the 189 subjects 22 scored from о to 14, 21 
had scores of 15 to 24, and the remaining 146 
scored 25 or over. 











Tase П 
Distribution of scores 

Score Number of subjects 
0-4 6 

5-14 16 

15-24 21 
25-94 86 
35-40 60 





Scores of under 15 

Of the 22 subjects who scored less than 15, 
11 were at home and 11 in hospital. Ten of 
those at home and 10 in hospital had a clinical 
diagnosis of dementia. The non-demented 
subject at home was a garrulous alcoholic 
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woman who said that she knew ‘plenty of 
colours’ etc. but did not mention a single one 
and was awarded a zero score. The eleventh 
hospital patient was a man with recent left 
hemiplegia who scored 2. 


Scores of 15 to 24 

Of the subjects whose scores fell in the 15 to 
24 range 16 were at home and 5 were in 
hospital. Of the subjects at home 3 were 
demented, one suffered from a paranoid state, 
one from an anxiety state, and two were de- 
pressed. The remaining 9 subjects were mentally 
normal. Of the 5 hospital subjects, 3 were 
demented, one depressed, and one suffered from 
cardiac failure but appeared mentally normal. 


Scores of 25 and over 

Of the 25 hospital patients 5 scored 25 and 
over. One of these was suffering from a con- 
fusional state, while the other 4 were mentally 
normal. Of the 141 subjects at home, none was 
clinically demented, 11 suffered from anxiety 
or depression and 130 were mentally normal. 


Association of low score with other factors « 

















The relevant data are summarized in 
Table ПТ. 
Taste ШІ è 
Correlation of test scores 
Number who scored 
No. of ———————————— 
Condition subjects 25 and 
0-14 15-24 over 
Demented .. .. 26 20 6 o 
All others 163 2 19 146 
Social class I, IT, TIT 88 8 I1 69 
IV,V .. 99 14 10 75 
Unclassified .. 2 о о 2 
Ambulant . 168 10 18 140 
Non-ambulant e. 21 12 3 6 
Affective disorders .. 15 о 5 10 





Dementia. Of the 26 subjects with a clinical 
diagnosis of dementia, 20 scored under 15, 
6 had a score of between 15 and 24, and none 
scored 25 or over. Conversely, of 22 subjects 
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with scores under 15, 20 were diagnosed 
clinically as demented, and the other 2 had 
gross abnormalities (alcoholic psychosis and 
recent left hemiplegia). Of 21 subjects with 
scores in the range 15 to 24, 6 were diagnosed 
as demented. 

Intellectual endowment. This was measured in- 
directly. Of 22 subjects with scores of under 15, 
8 belonged to social classes I, П or ПІ and 14 
to classes IV and V. Of 21 subjects with scores 
of 15-24, 11 were in classes I, II and ITI and 10 in 
IV and V. Likewise, about equal numbers in 
the two groups scored 25 and over. There thus 
appeared to be a tendency for low test scores to 
be associated with low social class, but the 
association was not significant. 

Physical health. There were 21 non-ambulant 
subjects; 12 of these had scores of under 15; and 
three more were in the range 15 to 24, leaving six 
who scored 25 or over. All of the subjects who 
scored under 15 and none of those who scored 
25 or over were diagnosed clinically as de- 
mented. While an effect of poor physical health 
on test performance cannot be excluded, a more 
probable explanation of these results is an 
association between advanced physical and 
advanced brain disease. Indeed, 9 of the 12 
non-ambulant, low-scoring subjects were in 
hospital, 8 of these in a geriatric unit. 

Affective disorders. Of the 15 subjects with 
affective disorders none scored less than 15, 
5 had scores of 15 to 24, and 10 scored 25 and 
over. These scores did not differ materially 
from. those of the non-demented subjects in the 
sample-as а whole. 


Discussion 


The population studied here is representative 
of that likely to come within the reach of a 
screening programme, namely old and very old 
people, most of them living at home, who 
experience some need of help in their daily 
living activities. In this group the Set test was 
an acceptable procedure. It was performed 
rapidly and fairly easily and (provided relatives 
were not in the room at the time) it was usually 
enjoyed by the subject. In the population 
studied, a low score on the Set test corre- 
sponded closely with a clinical diagnosis of 
dementia. 


4n 
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The test score was apparently little affected 
by social class, although the evidence presented 
here is admittedly inconclusive. This is in 
contrast with the findings of Britton et al. (1967) 
and Williams (1960) who showed a relationship 
between poor performance in verbal tests and 
low social class and educational level. 

A close correspondence was demonstrated 
between a low test score and advanced physical 
disability, but tbis could be largely explained as 
due to the association of organic brain disease 
with physical disease elsewhere in the body 
rather than to the effect of physical health on 
test performance. 

"These results suggest that the Set test is worthy 
of further trial as a screening procedure. It 
would be of value to compare scores obtained by 
a health visitor in the field with the independent 
clinical assessment of a psychiatrist, as Milne 
and his colleagues (1972) have recently done 
using a questionnaire on mental health. The 
Set test may also prove useful in other situations, 
for example as a rapid initial indicator of the 
probable mental state in geriatric clinical 
practice; and as an objective method of classify- 
ing the mental state of the population in 
epidemiological studies. 


SUMMARY 

The Set test is a simple rapid test of mental 
function. It was applied to a sample of 189 
elderly subjects in the East End of Glasgow. 
A score of under 15 on the test corresponded 
closely to a clinical. diagnosis of dementia. 
Scores in the range 15 to 24 showed a lesser 
degree of association with dementia; while no 
subject with a score of 25 or over was demented. 
Low scores in the test were associated with 
physical illness; and to a limited extent with low 
social class, but not with affective illness. The 
test appears worthy of further studies in screen- 
ing programmes, and may have other clinical 
and epidemiological uses. 
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Codification and Automation of Psychiatric Data 


. 
. 


the CAPRICE System 


By M. VALENTINE 


‘Some COMPUTER PROCESSES IN PSYCHIATRY 

In the United States of America, many 
centres are now running automated data pro- 
grammes in the psychiatric field (Kline and 
Laska, 1968; Ulett and Sletten, 1971). In 
Britain, such developments have been much 
more restricted; prominent examples however 
are the North-East Scotland psychiatric register, 
and the Maudsley Hospital—Institute of Psychi- 
atry check-list, together with the Camberwell 
register. As a clinical itemization, the ‘Present 
Psychiatric State’ (Wing et al., 1967) presents 
a comprehensive listing of over 400 symptoms, 
the evaluation being confined to the previous 
four weeks of the patient’s experience. This is a 
valuable research tool, but for routine clinical 
history requirements it would be both too 
detailed and, by definition, too limited in scope. 

An experimental automated case-study pro- 
ject was developed at Hillside Hospital, New 
York (Klein et al., 1970). It is dependent on a 
computer-written first draft based on data 
collected by social workers; this was found to be 
clinically useful provided it could be put into the 
doctor's hands without undue delay. On the 
lines of the ‘data bank’ approach, Stillman et al. 
(1969), at Stanford University, proposed a 
system for interrogating the computer through 
a branching network; the concept is to put the 
patient and the computer directly in communi- 
cation with each other by means of a terminal. 
Eventually comparisons could be made from 
past ‘interviews’, but initially the authors were 
concentrating on getting the system operative 
, for data from the history. An advanced hospital 
information system is in operation at the Insti- 
tute of Living, Hartford, Connecticut (Rosen- 
berg et al., 1967; Rosenberg and Glueck, 1967; 
Glueck and Stroebel, 1969, 1969a; Stroebel and 
“Glueck, 1970). The Master Patient Record 
contains data not only on the medical evaluation 


and the behaviour analysis, but also admission 
data, demographic information, nursing and 
administrative data and costing procedures. 
More specifically, the behaviour analysis con- 
tains data on a personality inventory (MMPI), 
a personality assay (MHPA) and nursing 
assessments; these are available in graphic form 
either as an instantaneous visual display at the 
terminal, or as a printed copy to be filed in the 
patient's record. 

Programmes derived from such data (Mira- 
bile et al., 1971) have been claimed to be at least 
as accurate as the psychiatrist inselecting the 
most appropriate treatment and in estimating the 
degree of treatment success. Another emerging 
reason for considering centralized case notes is 
the growing insistence of other professional 
groups, such as psychologists, social workers and 
nurses, on maintaining their own files separate 
from the medical record. This ‘departmentaliza- 
tion’ of records makes it increasingly difficult for 
the psychiatrist to get a comprehensive view, 
and the most logical answer would seem to be 
central computer storage with access from 
terminals. 

In general, automated procedures of data 
collection obtrude very little upon the patient’s 
notice, or if they do they seem not to attract his 
disapproval should the enquiry tend towards the 
rigorous rather than the casual. The question of 
confidentiality always needs careful attention. 
In a multi-access system such as is in use at 
Hartford, a security-code system enables the 
hospital staff departments to request only the 
data which they are entitled to acquire. If 
further protection is necessary, data may, of 
course, be ‘scrambled’ (Baldwin, 1970). 

More specialized programmes have been 
devised, intended for example as diagnostic 
indicators (Spitzer and Endicott, 1968), or for 
dream analysis (Stewart, 1969), but as this 
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paper is concerned with basic general psychi- 
atric data processing it would not be appro- 
priate to discuss them in any detail. 

In the present instance, no attempt was made 
at going on-line to the computer, or at designing 
a programme to give a write-out of the history 
by return. At this stage of development, the 
function of the computer is seen as sorting and 
analysing by batch-processing. Since it would be 
wasteful of time and effort to take both a 
routine history and an additional codified 
history, the automated case-record had to 
serve both purposes. 

This meant that it had to combine the 
features of a codified check-list and a hand- 
written narrative. This was observed by setting 
out the codified portion in the usual way, with 
the numbered sections at the right-hand side of 
every page, listing alternative statements to be 
appropriately ringed. For each numbered 
section, the corresponding left-hand area of the 
page is free; it may be left blank, or filled in 
with any additional non-codified material which 
the doctor wishes to add there in script. 

In taking a reasonably complete history, one 
notes the points which in fact are used to build 
up clinical rating scales, such as the Medical 
Research Council's (1965) scale for evaluating 
depressive illness, or the Hamilton Depressive 
State rating scale (1960), or Taylor's Manifest 
Anxiety Scale (1953). It seems reasonable, 
therefore, to build in provisions whereby clinical 
rating scales could be extracted automatically 
from the data already in the case record. One 
then arrives at the concept of a psychiatric 
record which is basically codified, which is 
ready without further handling for automated 
data processing, which forms part of the patient's 
record for day-to-day use in ward or clinic, and 
which in addition gives indices of certain clinical 
measurements. This is the basis of the Codified 
Automated Psychiatric Record Indicating Clini- 
cal Evaluation, which has been given the 
acronym CAPRICE. 


Tue CAPRICE Ѕуѕтем 


The format of the record is in A4 size, to 
conform with other portions of the case notes. 
There is а margin for binding, and the codified 
information is entered at the right-hand side. 


CODIFICATION AND AUTOMATION OF PSYCHIATRIC DATA: THE CAPRICE SYSTEM 


The record is identified by the patient’s hospital 
registration number; for convenience, the name 
may be added on a peel-off label or addresso- 
graph which is detached before sending the 
record away for  batch-processing. The 
CAPRICE portion of the record is assembled 
together in the form of a 14-page set. The out- 
line of the record follows the orthodox case- 
history approach. After notes about the present 
illness, there is a section on the relevance of the 
life situation. Then the clinical enquiry relates 
to a number of symptoms and is also used for 
building up the rating scales; these are in the 
process of beingstandardized in the form of decile 
ranks, giving а о to 10 score on each of the scales. 
Next come notes on the past state of health, the 
personal and family history; finally, a list of 
common methods of treatment on which the 
patient’s response may be indicated, and a 
summary sheet which includes the diagnosis 
(G.R.O., 1968). 

It would be of great interest to have the data 
of the physical examination available Юг 
correlating with the social and clinical, but it 
seems impracticable at present to record the 
whole routine clinical investigation" (Card, 
1970). However, some unallocated slots have 
been left in the psychiatric examination pro- 
gramme, and these may be used to record the 
results of some specific enquiry, e.g. whether an 
electrolyte level is normal, or moderately 
elevated or lowered, or markedly elevated or 
lowered. These vacant slots can thus be given an 
operational significance; they can be made to 
mean, over a set period of time, anything which 
the enquirer wishes them to indicate. 

Anyone using the codified approach is likely 
to find it a little cumbersome initially, but 
acquaintance with the lay-out of the record 
grows quickly; after recording between ten and 
twenty cases, one becomes quite familiar with it, 
and the history can be taken at least as rapidly as 
by non-codified methods. As always with these 
techniques, a certain amount of discipline is. 
necessary before one can obtain the very consi- 
derable rewards awaiting in the form of en- 
hanced information. After a pilot study in 100 
cases had confirmed that the method was 
practicable, and did indeed produce a generous * 
outflow of useful information, some revisions 
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were made to the subject matter and the pro- 
gramme altered accordingly. It is intended that 
records should be batch-processed at intervals of 
six months. 

The pilot study, a run of 100 cases carried out 
as a feasibility project, was confined to cases 
with the presenting complaint of depression in 
order to acquire a reasonable number of cases 
of a similar type for analysis. Even in this small 
greup, interesting findings emerged; as there 
was no control group, the results are not being 
tabulated here, but some inter-sex comparisons 
may be valid. Insomnia was a prominent 
symptom, and showed no significant difference 
between the sexes as regards the proportion of 
those who had insomnia, or the numbers show- 
ing sleep disturbance of the early, middle, or late 
onset variety. Other features, however, such as 
weight loss (commoner in females) and irritabi- 
lity (commoner in females) may possibly be sex- 
related (in both cases p < 0-05). 

Now that the system is operative for a section 
of the hospital's admissions, the first routine 
batch of cases and controls is being processed. 
Attention is being focused on itemization of 
cases DV diagnosis as regards: (a) clinical 
findings; (b) personal and family history; 
(c) life situation at the onset of the illness; and 
(d) methods of treatment found most effective. 

LJ 


EXTENDED Use or А Data-Processinc SYSTEM 

Areas of the CAPRICE enquiry can be 
extended by bringing in accessory scales where 
appropriate. For example, if it should become 
desirable to estimate the intensity of delusional 
symptoms, the ‘Delusion Scale’ of Foulds and 
Hope (1969) can be incorporated in the 
CAPRICE section which records the presence 
and type of delusional processes. 

A measure which would have much wider 
application would be the incorporation of a 
scale of social adaptation; the practicability of 
such a rating has been demonstrated by 
Heimler's ‘Social Function Scale’ (1967). A 
scale of social adjustment offers interesting 
possibilities of linking ‘social recovery’ data with 
the ‘clinical improvement’ data, and also, of 
course, of Jinking adverse factors which might 
be common to the individual’s psychiatric 
health status and to his adjustment to society. 
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'The CAPRICE record forms the basis for a 
wide approach to the collection of psychiatric 
data. Psychiatric screening tests are currently 
under examination, such as one of the versions 
of the General Health Questionnaire (Goldberg, 
1972) or the items put forward by Gordon 
(1971), as part of a multiphasic health screening 
programme. In ‘screened’ individuals who are 
subsequently recorded on the CAPRICE system, 
the comparison of the two sets of data may prove 
useful. To date, the only subjects who have both 
taken the screening test and also have been 
recorded on CAPRICE are normal controls and 
a section of the intake at the psychiatric out- 
patient department. 

Another investigation which is being pursued 
at present is a comparison of the vector scales 
on the automated MMPI (Minnesota Multi- 
phasic Personality Inventory——see Fowler, 1969) 
and the clinical scales derived from {һе 
CAPRICE records. Four such correlations are 
currently under study (Stephens and Valentine). 

So far, the CAPRICE items have been 
confined entirely to clinical and personal plus 
family data, but additional items could be 
included to answer questions which the hospital 
administration might find helpful as a guide to 
the organization of patient care. The system 
also lends itself readily without additional 
revision to the evaluation of treatments already 
in use. This can be carried out by measuring the 
clinical scales, and later re-estimating them, in 
groups of patients receiving different forms of 
treatment. ‘Statistical packs’ are available as 
accessories in computer software (Hamilton, 
1965), and it would not be difficult to organize 
the additional refinement of receiving an 
automatic write-out of the significance of the 
results in such a comparison. 

In general, such a data system offers prospects 
of improving the level of case management 
through analysis of day-to-day work such as has 
not hitherto been available, and in addition a 
considerable pool of information- will become 
available for epidemiological study. 


SUMMARY 
A brief review is made of some systems of 
psychiatric data-recording which lend oS 
selves to automated processing. 


* 


474 CODIFICATION AND AUTOMATION OF PSYCHIATRIC DATA: THE CAPRICE SYSTEM 


The CAPRICE system is described; this is a 
case-paper which contains both the psychi- 
atrist’s narrative account of a diagnostic inter- 
view and a codified record from which addi- 
tionally clinical scales are derived. It is intended 
for computer batch-processing. 

Extensions of the system are also noted; some 
of these are in use and others are projected. 
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ABSTRACT 


Controlled Trial of Dipotassium Clorazepate (“Tranxene’) 
in Anxiety* 


By ALAN J. COOPER, RALPH V. MAGNUS, MICHAEL ROSE, ANDRE PHANJOO, 
NEVILLE P. LANCASTER, PATRICIA POLLARD and PATRICK KNOWLSON 


Dipotassium clorazepate is a new benzodiazepine 
derivative with pharmacological and clinical pro- 
perties resembling diazepam. This report concerns a 
double-blind placebo-controlled crossover comparison 
of clorazepate and diazepam which was carried out 
simultaneously at four centres in the United Kingdom. 


PATIENTS AND METHODS 

Working to a common protocol, four consultant 
psychiatrists recruited male and female out-patients 
between 15 and 60 years of age presenting with 
‘non-psychotic anxiety’. After initial assessment, 
patients received, consecutively, placebo (1 weck), 
first drug (2 weeks), placebo (1 week) second drug 
(2 weeks) and placebo (1 week). Throughout the 
patients took 3 capsules daily, these being identical 
presentations of clorazepate 7:5 mg., diazepam 5:0 
mg. or placebo: allocation of the two active treat- 
ments was randomized. Assessments were made at 
each medication change, and the following were 
recorded: blood pressure, pulse rate, weight, possible 
side effects, illness severity (global rating by psychi- 
atrist: 7 point scale). The patients also under- 
went symptom-rating evaluation (Kellner et al, 
1967a, 1968), and to provide a more continuous 
appraisal between visits they were asked to parti- 
cipate in self-rating by means of a linear analogue 
scale to be completed at the same time each day 
(Aitken, 1969). Data from the latter, however, were 
incomplete and unsuitable for analysis. Blood and 
urine were examined at every visit. Of 62 patients, 
44 were from one centre, 12 from the second, and 6 
from the other two. There were 7 drop-outs: 2 
patients complained of drowsiness while taking 
placebo and 1 while taking diazepam; one patient 
became hysterical; for 3 patients, reasons were not 
known. Data from the other 55 patients were con- 
sidered to be homogeneous and were pooled for 
“analysis. Of these patients, 32 were female and 23 
male, mean age 34 years (range 17 to 62). There 
was a prior history of mental iliness in 17 patients, 
and median duration of the current episode was 4 


* A supply of the drugs used in this study was provided 
by Boehringer Ingelheim Ltd., Bracknell, Berks. 
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months (3 weeks to 14 months). Forty-six patients 
were diagnosed as suffering from anxiety neurosis and 
7 as having associated depression (diagnosis not ге- 
corded in 2, although initial rating confirmed anxiety), 


ReEsuts 

Throughout the trial, there were no significant 
changes in body weight, pulse rate or blood pressure. 

Changes in score for illness severity were evaluated 
by a two-way analysis of variance. Improvements in 
score were significantly greater (P < 0:001) during 
active medication than during placebo periods, 
although there was no statistical difference between 
the active drugs. There was also a small improvement 
during the the first placebo period, which was 
significantly greater (Р. < 0:01) than the small 
deterioration during the other two placebo periods. 

The 39-item symptom rating test gives two overall 
scores (checklist and symptom rating) and subscores 
(anxiety, somatic symptoms, depression, general 
neurotic symptoms) derived from selected combina- 
tions of answers to these 39 questions. These, together 
with four global ratings, and the rating of the main 
(target) symptoms, as described by Kellner and 
Sheffield (1966), completed the assessment. Fifty-one 
patients satisfactorily went through all attendances 
and completed all evaluations. For all ratings the 
same techniques of analyses were used. Analysis of 
the checklist scores reveals a significant reduction in 
the number of symptoms suffered (P < 0-001) for 
both active treatments compared with the three 
periods of placebo. A. decrease in the number of 
symptoms over the first placebo period contrasts with 
an increase in the other placebo periods, but this is 
not of statistical significance. In the overall symptom 
rating, together with the sub-scores highlighting 
anxiety and somatic symptoms, a precisely similar 
pattern is seen; but in the analysis of the other sub- 
scales no significant: difference is found between 
active and placebo medications in respect of de- 
pression and general neurotic symptoms. The global 
rating scores also show the same pattern as the check- 
list scores. ; 

Target symptoms could be followed through the 
study where the nature of such symptoms was ші-, 
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changed (45 patients), and a significant decrease 
occurred during active medication in comparison 
with placebo (Р < о:оот). The familiar difference 
between first and subsequent placebo periods is 
again noted. 


ADVERSE REACTIONS 

Following the initial visit, patients were asked at 
subsequent interviews if they had noticed any unusual 
effects during the preceding period; a structured 
questionnaire was then administered which also 
allowed the investigator to express his opinion as to 
whether these were likely to be due to the treatment. 
Eighteen patients volunteered side effects, 9 during 
the first active treatment (3 clorazepate, 6 diazepam): 
of these, three reported side effects during placebo 
periods, During the second active treatment period 
there were eight spontaneous reports (7 diazepam): 
of these, one noted unwanted effects on placebo. 
With a structured questionnaire, only 5 of 55 patients 
did not report side effects at some time during the 
trial. The Cochrane Q test was used to determine 
whether there were any significant differences 
between treatment periods in the occurrence of side 
effects. For individual pairs of periods, if an overall 
difference of statistical significance existed, the 
McNem ar test was applied. The numbers of patients 
with sid : effects in the five trial medication periods 
exhibit statistically significant differences: signifi- 
cantly f wer patients had side effects on clorazepate 
than on diazepam (P < 0-01); significantly more 
side effects were associated with clorazepate than 
placebo (Р < 0:05). Analysis of the two major side 
effects, sleepiness and lassitude, shows significantly 
more such complaints on diazepam than on clora- 
zepate (P < осо). There were more episodes of 
sleepiness during treatment with clorazepate than 
with placebo (P < 0°05). In respect of lassitude, 
there is no significant difference between clorazepate 
and placebo, whereas diazepam was associated with 
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this symptom more frequently (Р < o-or). Side 
effects were more severe on diazepam (12 severe (8 
patients) of 94 = 13 per cent) than clorazepate (3 
severe (2 patients) from 57 = 5 per cent). Laboratory 
monitoring revealed no evidence of toxicity. 


COMMENT 

On the criteria applied in this clinical trial, clora- 
zepate is as effective as diazepam in reducing symp- 
toms of anxiety, and clearly superior in causing fewer 
and less severe side effects, especially sedation. Thus it 
would seem to approximate more closely to the ideal 
pharmacological requirement for a tranquillizer 
(calming without sedation) and must be seen as 
representing an advance in the field. 

There is a high degree of correlation between 
the psychiatrist’s global rating and the Kellner scale, 
both of these instruments providing good and 
apparently reliable indices of clinical change. On 
the other hand the linear analogue system, which was 
supposed to be completed by the patient at home, was 
disappointing. Only a minority of patients appeared 
to fully understand what was expected of them; it is 
accepted, however, that with full supervision, as with 
in-patients, the instrument probably could have been 
better used. 

Global system scoring based оп a comprehensive 
structured interview is suggested by this stufly to be 
the most reliable and possibly economic manner of 
assessing clinical change in anxious patients. This 
should probably be corroborated by a standard 
questionnaire such as the Kellner. • 
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For many patients with phobic anxiety, 
terror has no specific cause — it’s a faceless 
chimera. Nardil is now known to offer hope 
of dramatic improvement in these relatively 
non-specific phobias — particularly social 
phobias and agoraphobia. In one recent 
controlled study! Nardil proved successful 
in a majority of patients with phobic 
anxiety — acting, in the authors’ opinion, not 
as a typical antidepressant, but as a special 
kind of anxiolytic, 

*,.. in agoraphobia and social 
phobias phenelzine has a definite 
place in treatment." 

1, Psychological Medicine (1973) 3: 120. Nardil is 
supplied as tablets containing 15 mg. Phenelzine 
(as the sulphate B P) 
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prompt symptom relief. Melleril is a 
major tranquilliser with an impressive clinical 
record in acute schizophrenia. Within b 
24 hours of starting Melleril a tranquillising effect 
is seen' ; in 3 - 4 days the patient becomes 
calm, co-operative and sociable?, and by the end of 
the first week the target symptoms have 
begun to respond.’ 
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Synopses of Papers Awaiting Publication 


The Post-graduate Education and Training of 
Consultant Psychiatrists. By PETER BROOK. 


The paper reports some aspects of a survey made 
of the training experiences of all consultants appointed 
for the first time to a post in general psychiatry 
between 1 October 1969 and 30 September 1972; it 
is the third such survey made by the author. Com- 
pleted questionnaires were returned by 125 con- 
sultants, that is 92-6 per cent of those eligible. The 
respondents reported major deficiencies in certain 
areas of their training, notably psychogeriatrics, 
simple medico-legal work, experience with ward 
consultation and dealing with psychiatric emergen- 
cies, and in the specialties of mental handicap, child 
psychiatry and forensic psychiatry. Too much experi- 
ence is reported on as poorly supervised and taught, 
and there has been little substantial change in this 
pattern over the past six years. The findings suggest 
that a high priority should be given to formulating 
guidelines for programmes of training, the wide- 
spread introduction of rotational schemes involving 
experience in many settings, the provision of more 
consultant posts, ideally joint appointments between 
universities and peripheral hospitals, and the need 
to strengthen academic units in universities, parti- 
cularly ir the specialties of child psychiatry and 
mental handicap. 

Peter Brook, 

Consultant Psychiatrist and Clinical Tutor, 
Warley Hosfntal, 

Brentwood, Essex. 


Effects of Hypnotics on Anxious Patients. 
By A. Marras, N. J. Leca and D. Е. Scorr. 

Earlier studies (Malpas ef al, 1970; Lader and 
Walter, 1971) have shown that hypnotics given in 
single doses to normal subjects lead to behavioural 
decrement and EEG signs of drowsiness and sleep 
detectable for as long as 18 hours after administration. 
However, the relevance of these findings to the patient 
population for whom these drugs might be prescribed 
is unknown. In the present study 10 anxious out- 
patients who had sleep difficulties were given three 
of five posstble treatments (amylobarbitone sodium 
100 or 200 mg., nitrazepam 5 or 10 mg. and placebo) 
as hypnotics for a period of a week. At the end of each 
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treatment sequence the patients were tested for signs 
that drugs effects persisted into the daytime, using 
behavioural tasks and EEG. On the behaviour tasks 
there was no consistent decrement in performance, 
though the EEG showed that there were more signs 
of drowsiness and light sleep after drug than placebo. 
These EEG scores were much less marked than those 
found in normals tested in our earlier study. It there- 
fore appears that anxious patients show less persistent. 
drug effects than normals. 


р. Е. Scott, 
Section of Neurological Sciences, 
The London Hospital, 

London Ет ІВВ. 


Sex Chromatin Anomaly in Chinese Females: 
Psychiatric Characteristics of XXX. By 
Mme Tso TsuaNG. 

Sex chromatin studies were done on 614 female 
patients consecutively admitted to the psychiatric 
wards of two hospitals in Taipei. For comparison, 
2,182 girls from a primary school in Taiwan were also 
studied. No significant abnormalities were found 
other than the presence of double sex chromatin. The 
rates of double sex chromatin for the psychiatric in- 
patients (3°3/1,000) and for the schoolgirls (0*5/ 
1,000) are similar to those reported by others. 
Combining the results of the present study and those 
reported from other countries, the pooled figures 
show that the rate of 2-7 per 1,000 (48/18,010) for the 
psychiatric population is statistically different from 
that of 0*7 per 1,000 (11/15,789) for the general 
population (Fisher's exact test, 1 tail, p < :00001). 
This seems to indicate that females with double sex 
chromatin bodies are more predisposed to mental 
disease than are females in the general population. 
Brief case histories of the three females with double 
sex chromatin found in the present study are pre- 
sented, and the psychiatric characteristics of cases 
with an ХХХ chromosome complement in this and 
other studies are discussed. 


Ming T. Tsuang, 

Associate Professor of Psychiatry, 

University of Iowa College of Medicine, 

500 Newton Road, 

Towa City, Iowa 52242. E 
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Serum Anticonvulsant Concentrations in Epi- 
leptic Patients with Mental Symptoms. 
A preliminary communication. By E. Н. 
RxvNorps апа К. D. TRAVERS. 


Serum anticonvulsant levels were measured in 118 
out-patient epileptics. After exclusion of patients with 
(1) signs of acute toxicity, (2) mental symptoms 
preceding the onset of epilepsy, and (3) evidence of 
a gross cerebral lesion, it was found that, among 57 
patients on a combination of phenobarbitone and 
diphenylhydantoin therapy, those patients with 
psychomotor slowing, intellectual deterioration, psy- 
chiatric illness or personality change had significantly 
higher drugs levels than those without such mental 
changes, These findings were independent of thedegree 
of seizure frequency. The value of serum anticon- 
vulsant measurements in detecting unsuspected 
toxicity in mentally-retarded brain-damaged patients, 
who may not exhibit the classical signs of toxicity, was 
confirmed. The relationship of chronic anticonvulsant 
medication to mental changes in epileptic patients is 
discussed and the need for research in this area 
emphasized. 

E. H. Reynolds, 

Department of Neurology, 

Institute of Psychiatry and King’s College Hospital, 
Denmark Hill, London, S.E.5. 


The BBC ‘Befrienders’ Series and its Effects. 
Ву T. A. Hotpme. 


There is an absence of data regarding the impact 
of the Samaritans on parasuicide (‘attempted 
suicide’). If ıt is hypothesized that the Samaritans 
do prevent parasuicide, then an increase in Samaritan 
referrals would be associated with a decrease in 
parasuicide, other factors being equal. The ‘Be- 
frienders’, an eleven episode weekly series screened on 
BBC: from 19 February 1972, portraying the 
Samaritans as a suicide prevention service, afforded a 
natural experiment for testing this hypothesis by 
monitoring the effects on new client referrals to the 
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Edinburgh Samaritans and on parasuicide admissions 
to the Regional Poisoning Treatment Centre at the 
Royal Infirmary. 

There was a marked increase in the number of new 
Samaritan clients but no preventive effect on para- 
suicides known to the hospital services was observed. 


Т. A. Holding, 

MRC Uni for Epidemiological Studies in Psychiatry, 
University Department of Psychiatry, 

Royal Edinburgh Hospital, 

Morningside Park, 

Edinburgh EH10 5HF. 


Suicidal Feelings in the General Population: 
A Prevalence Study. By E. S. PayxeL, J. К. 
Myszrs, J. J. LiNpgNTHAL, J. TANNER. 


Seven hundred and twenty subjects from a general 
population survey were interviewed as to the occur- 
rence of suicidal feelings of five different degrees. 
In the last year a total of 8*9 per cent reported 
suicidal feelings of some degree. Responses ranged 
along a continuum such that subjects reporting more 
intense feelings also reported the less intense. For 
3 5 per cent the maximum intensity consisted only 
of feelings that life was not worthwhile; 2*8 per cent 
reached the point of wishing themselves dead, 1 per 
cent the point of having thought of taking their lives, 
I per cent seriously considered suicide or made plans, 
and о:6 per cent made an actual suicide attempt. 

Subjects experiencing suicidal feelings in the last 
year reported more minor psychiatric symptoms, 
particularly of depression, were more socially isolated, 
less religious, and to a lesser extent had experienced 
more stressful events and more somatic illness. In 
these respects they resembled descriptions of com- 
pleted suicides. Unlike suicides however they were 
more likely to be female and did not show any 
specific demographic characteristics. 


E. S. Paykel, 
Consultant Psychiatrist, 
St. George's Hospital, 
London, $. И/.тў. 
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Book Reviews 


CRIMINOLOGY 
Crime and Insanity in England: Volume Two: 
New Solutions and New Problems. By 
Мок, WALKER and Saran McCase. Edin- 

» burgh: University Press. 1973. Pp. 316. Price 

£5.00. 

The two volumes of Crime and Insanity in England 
deal with the overlap between the penal and medical 
fields, an area of which at long last we are becoming 
increasingly aware and which is even now being 
considered in detail by Lord Butler’s committee on 
the abnormal offender. Volume I dealt with liability 
to be tried, culpability and the history of medical 
defences. This second volume considers the relative 
suitability of penal and medical measures. It is not 
a study of decision-making by courts, nor of psychi- 
atric diagnosis or treatment, and is not so much 
focused on clinical description as оп Ње operation of 
a system, and in particular the hospital order. 

The design was to collect a sample of all hospital 
and guardianship orders made over a period of one 
year from April 1963 (a point at which the Mental 
Health Act and its hospital orders might be expected. 
to have settled down) and to follow them for one or 
two years. The sample was 90 per cent complete and 
data were collected through co-operation with the 
police and the Criminal Record Office, the Home 
Office Statistical Division and the receiving hospitals. 
Ignoring the 9 guardianship orders, the final dossiers 
concerned 942 male and 218 female patients. Amidst 
the vast accumulation of facts, the authors steer a 
selective course which is intelligible and readable. 
The book will, of course, be of great interest to 
forensic psychiatrists, who will, however, have been 
well prepared for its principal findings by the several 
writers who have previously studied one or another 
aspect of the stage army which shuffles round between 
prisons, hospitals, reception centres, lodging houses 
and railway arches or park benches. 

Perhaps the hospital psychiatrist will have most to 
learn, for here are the facts about how the 'other 
half” lives; he will observe many significant differences 


- between hospital admissions as a whole and those 


who come through the courts. The sex ratio, for 
instance, of the offender-patient is quite different 
from that of other compulsory admissions to mental 
hospitals—titey resemble offenders in general in this 
respect rather than patients. There are interesting 
differences in diagnosis and in both sexes there is a 
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very great predominance of schizophrenia and sub- 
normality over depression; there are greatly higher 
than expected rates of admission for patients from 
outside the United Kingdom; 14 per cent of men, and 
IO per cent of women of this sample were from out- 
side the United Kingdom, especially from Eire, while 
Jamaica contributed nearly three times the expected 
number of men. 

Surprisingly, none of the main diagnostic groupings 
(paranoid schizophrenia, other schizophrenia, sub- 


“normality, affective-disorder or. psychopathy) was 


significantly associated with re-admissions, and 
diagnosis was a better predictor of reconviction than 
is hospitalization. Even more surprising, a negative 
association between schizophrenia, especially in the 
paranoid form, and reconviction was the strongest 
coefficient that emerged from the whole analysis. 
There was, too, a surprising lack of a significant 
relationship between age and outcome so far as the 
male offender-patient goes; in disordered offenders 
there is little support for the notion that ‘maturity’ in 
terms of age, is predictively useful. 

There are a wealth of fascinating hard facts which 
can be used to question existing theories. For example, 
this survey shows that the diagnosis of psychopathy 
is not based simply on an absence of ‘symptoms’ in an 
antisocial person, for go per cent of them had also 
such vague attributes as hysteria, paranoid traits 
and schizoid episodes. The authors feel justified in 
casting serious doubt on the theory that it is absence 
of other symptoms in very troublesome offenders 
which causes them to be classified as psychopaths. It 
does need to be remembered, however, just how 
highly selective the authors’ sample must have been, 
especially in the area of psychopathy. The reader 
may not fully appreciate from this book how large a 
part the Prison Medical Officer plays in precisely this 
area. We know that it is the homeless, disturbed and 
more serious offender who is remanded in custody. 
It will then be up to the Prison Medical Officer to 
decide whether or not to head the patient in the 
direction of hospital. He knows just how few places 
there are and which patients are most likely to be 
accepted. His choice is not governed by diagnosis 
alone, but by diagnosis plus availability of treatment. 
Alter the latter and the whole picture as regards 
which offenders are labelled psychopathic could 
change dramatically. Perhaps as long as prisons 
retain their penal image we should not be surprised 
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to find that only the psychopaths with some admixturg 
of psychiatric symptoms are moved on. But that does 
not tell us much about those that are left. It could be 
argued that the hundred or so psychopaths dealt with 
under Part V of the Mental Health Act each year, are 
largely formes frustes of mental illness and that this 
token facility only serves to direct attention away from 
the vast majority of psychopaths who remain inside 
the penal system. P. D. Scorr. 


FREUD 
Freud: Living and Dying. By Max Ѕснов. The 
Hogarth Press and the Institute of Psycho- 
analysis. 1972. Pp. 587. Price £7.00. 
Students of Freud will recognize Schur’s posthu- 


mous study as a major achievement, despite its . 


undue length and its insufficient organization. New 
material not previously published is provided, fresh 
interpretations are placed on information formerly 
available only 1n part, and sources which previously 
seemed definitive are called into question. For 
example, Schur disputes the conclusion in the 
Jones biography that Freud frequently experienced 
anxiety about dying and that his cardiac symptoms 
in the 18903 were due to a ‘very considerable 
neurosis’. He argues on the evidence he supplies that 
Freud suffered from organic cardiac disease. 

Schur became Freud’s general practitioner, on the 
recommendation of Marie Bonaparte, five years 
after Freud developed mouth cancer at the age of 67, 
in 1928; he came to London from Vienna with the 
Freud family in June 1938, and in September of the 
following year, at Freud’s request and in keeping 
with a promise made when they first met, he admini- 
stered a terminal morphine injection. Another 
undertaking Schur made was that he would always 
tell Freud the truth, a pact severely tried by the 
recurrences of mouth cancer, by the discomfort with 
the prosthesis, and by Freud’s inability to contral 
his smoking, an addiction over which he ruefully 
admitted he could never establish ‘the dominance of 
the ego’. The biography is of particular importance 
also as an extraordinary chronicle of a doctor’s 
devoted care of an aging patient who performed 
creative work to the very end of his life. 

Schur was given access to the meticulous and 
detailed notes kept over 15 years by the Viennese 
oral surgeon Pichler who carried out more than 30 
surgical interventions, from the first and highly 
successful radical operation in 1923, until he followed 
Freud to do a final operation in the London Clinic 
in 1938. Pichler had used his personal influence to 
protect Freud after the Nazi invasion of Austria. 

The book also chronicles an association which was 
less responsible professionally but which was of the 
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greatest importance in Freud’s intellectual life. The 
charged relationship with Wilhelm Fliess is analysed 
in rewarding detail. A statement often made is that 
the original psychoanalyst lacked a training analyst. 
It becomes clear that the value to Freud of his 
association with Fliess was that he could relate to this 
ENT specialist and from 1887, when Freud was 31, 
until 1901, they met regularly, although they lived in 
different cities, for dyadic ‘conferences’. The Fliess 
correspondence was not preserved by Freud. He 
could not remember subsequently whether he bad 
mislaid the Fliess letters or had destroyed them 
(Jones reports the latter). However, Freud’s 284 
letters to Fliess were, after the recipient’s death in 
1928, sold by his widow to a Berlin bookseller, 
Stahl; she gave strict instructions that they were not 
to be sold to Freud, as she felt certain he would 
destroy them. Freud did indeed demand their 
destruction when Stahl, having fled to France 
during the Nazi regime, sold them to Marie Bona- 
parte, but she refused. 

Freud had gained his main investigative tool 
when he penetrated ‘the mystery of dreams’ after 
analysing his ‘Irma’s Injection’ dream in 1895. He 
began his systematic self-analysis two years later, 
proceeding with Fliess as the necessary alter ego, the - 
essential transference figure. ‘I am so immensely 
happy that you bestow on me the gift of an Qther... 
I do not at all mind writing only for you.’ Schur 
makes it clear that Freud overvalued Fliess, tried to 
obey his injunctions against smoking, confided to him 
his most personal concerns, trusted him unreservedly, 
and meekly allowed him to perform numerous nasal 
interventions such as local applications of cocaine, 
cauterization, and surgery. (Fliess, in addition to a 
pet theory about 'periodicity and inner natural 
clocks, which today might not be dismissed as so 
completely absurd, had a favourite theory about 
nasal reflex neurosis.) Fliess was not left in ignorance 
of his role. Freud wrote to him that something from 
the deepest depths was blocking his progress to 
understanding, ‘and you have somehow become 
involved in this'. When his self-analysis demonstrated 
that the sexual seductions by relatives which patients 
reported were fabrications, Freud reported this to 
Fliess. After giving up his seduction theory of hysteria, 
he began to recover memories from his own child- 
hood, particularly sexual interference by a maid who 
got imprisoned for stealing, ‘the old woman who - 
provided me at such an early age with the means for 
living and surviving . . . gave me a high opinion of 
my own capacities . . . my instructress in sexual 
matters . . . old and ugly but very sharp Sind efficient 
. .. her words could be harsh if I failed to reach the ° 
required standard ...’. 
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As his own self-understanding and his confidence in 
his life’s task grew, Freud became increasingly 
critical of Fliess’ theories and began to withdraw his 
regard. He wrote to Fliess that the transference 
somehow prolongs a compromise between illness and 
health and that it was an ‘almost feminine’ side of 
himself that had demanded the close contact between 
them. The final, unpleasant break came in 1904 
when Fliess accused Freud of plagiarism. Schur 
holds, convincingly, that the self-analysis was closely 
interrelated with the complex friendship; its break 
was followed by a difficult period for Freud, who 
became obsessively preoccupied with a superstition 
about the date when he was destined to die. Fliess 
published an attack on Freud in 1906, just before 
Freud met Jung; in this new relationship there was 
to be a recurrence of complications resembling those 
experienced in the Fliess friendship. 

The new material in Schur’s biography richly 
extends our understanding of Freud. Freud is often 
regarded as one of the architects of the present social 
climate; this life again affirms the absolute priority 
he gave to morality as the chief protection against 
the destructive forces of ‘unconscious’ motivation. 

Henry WALTON. 


PSYCHIATRIC SERVICES 
Approaches to Action—A Symposium on Ser- 
vices for the Mentally Ш and Handicapped. 
Edited by С. Маланг. Nuffield Provincial 
Hospitals Trust and Oxford University Press 
1972, Pp. 117. Price £1.20. 

This book reports a one-day conference at which 
various research workers presented studies undertaken 
in the mental health field and sponsored either wholly 
or in part by the DHSS. The purpose of the con- 
ference was to review the strategy of this research in 
Order to assess its relevance to health service problems 
and to identify gaps and make them known to in- 
terested research workers. In a thoughtful postscript, 
the editor writes that ‘though the administrator is 
anxious for guide-lines from research studies, as a 
policy-maker he is also concerned with balancing 
priorities and scarcities . . . On the other hand, the 
research worker is not concerned with these admini- 
strative preoccupations. His job is to find answers that 
are as complete, fair, and accurate as possible, and 
for this task his independence is of paramount 
* importance’. 

With the advent of the customer-contractor 
principle into centrally funded research the DHSS 
becomes one of the more powerful customers for 
research in° psychiatry, and many research workers 
will be eagerly reading this book with more thought 
for their livelihood than their independence. Broth- 
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wood writes of the future nceds for research in mental 
health on behalf of the Health Department, and 
divides them into epidemiology, the responses of 
individuals to treatment, and operational research. 

Epidemiology is certainly strongly represented in 
this volume, with sections by Wing on the Camber- 
well Register, Mezey on organization of psychiatric 
services in a metropolitan area, Shepherd and 
Cooper on general practice and Kushlick on the 
prevalence of mental disorder in Wessex. However, 
with the exception of Cooper's interesting account of 
social correlates of minor psychiatric illness, most of 
this work has been published at greater length 
elsewhere. 

No study deals with ‘the responses of individuals to 
treatment', although there are preliminary reports 
concerning the therapeutic effectiveness of two new 
services: Arie’s psychogeriatric service at Goodmayes, 
and Kushlick's residential services for the mentally 
handicapped. Dr. Kuchlick's research is particularly 
well described, and is a model of humane research 
which touches upon all three of the arcas mentioned 
above. 

Brothwood draws especial attention to the need 
for research into the effectiveness of ECT and 
leucotomy. He points out that ECT suites form 
integral and costly parts of the new standard psychi- 
atric units being supplied, and that while it is 
theoretically possible to use them for other purposes 
while not in use for ECT, it seldom happens in 
practice. Elsewhere in the volume Mezey gives cogent 
arguments for supposing that the minimum bed 
requirement will be for 1-0 beds per 1,000 population. 
Many psychiatrists would hold that even this assess- 
ment is on the low side, but since even this is double 
the number envisaged by the DHSS perhaps Dr. 
Brothwood's anxieties about under-used ECT suites 
should be allayed; after all, we are going to need 
somewhere for the chronic patients, 

Рау GOLDBERG. 


THE VIOLENT PATIENT 
Evaluation and Management of the Violent 
Patient. By Joun R. Lion. Springfield, Ill.: 
C. C. Thomas. 1972. Pp. 77. Price $6.00. 

"This modest-sized book gives much sensible advice 
on handling, assessing and treating violent patients. 
Some points, such as the advantages of quiet and 
isolation, and the art of gentle probing, are elemen- 
tary. The emphasis on latent homosexuality and 
homosexual panic, as «explanations of violence 
among men in drinking bars and military billets, is 
characteristically American. So is the chapter 
describing how to persuade the dangerous patient to 
yield up his gun. On the other hand, the descriptiops 
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of marital violence arising out of masculine insecurity 
and paranoid suspicions of sexual infidelity have a 
more familiar ring. So does the account of the misuse 
of the motor car as a potentially lethal means of 
expressing anger. 

Chapter 4 discusses the commoner organic causes 
of lack of control over aggression. The minimal brain 
dysfunction syndromes are characterized by ‘soft’ 
neurological signs and a history of temper outbursts 
and hyperactivity in childhood. Limbic disease, and 
psychomotor epilepsy, may require pharmacological 
activation to confirm the diagnosis, Electrode im- 
plantation may be a justifiable investigatory pro- 
cedure in rare cases. 

Chapter 14 discusses treatment strategies. It 
explains the need to train violent patients to come for 
help before they lose all control and to talk about 
their feelings rather than to act impulsively. More 
specific treatments, such as group psychotherapy, 
disulfiram for dangerous alcoholics, and anti- 
convulsants for seizure-like conditions, receive brief 
mention without being discussed in detail. Indeed, 
excessive brevity in dealing with complex issues is a 
weak point in this otherwise valuable book. 

D. J. Wesr. 


THE LAW AND SOCIAL PROBLEMS 

Not the Law’s Business: An Examination of 
Homosexuality, Abortion, Prostitution, 
Narcotics, and Gambling in the United 
States. By Спвевт Ge. Publication No. 
(Н.5.М.) 72-9132. 1972. National Institute of 
Mental Health, Rockville, Maryland. Pp. 262. 
Price $1.50. 

This is a welcome addition to a series of mono- 
graphs on current issues sponsored by the Center for 
Studies of Crime and Delinquency at the National 
Institute of Mental Health. Should the criminal law 
include such acts as homosexuality between con- 
senting adults, abortion, prostitution, the use of 
soft or hard drugs, and gambling? Are such forms of 
behaviour ‘socially harmful’ to the individuals 
involved or to society at large? Such extrapolation 
brings into the criminal field countless individuals 
who cannot be helped by the penal system, nor are 
such social sanctions likely to deter others. The acts 
examined are not in any true sense ‘crimes without 
victims’ but rather consensual acts which pose 
deleterious consequences both for individuals and for 
society as a whole. Our own current preoccupations 
with the problems of the mentally abnormal offender 
have once more focused the attention of criminolo- 
gists, lawyers and psychiatrists on these fundamentally 
complex and overlapping fields. 

, The level of discussion is of a high order and wide- 
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ranging, even though the reader may find frequent 
references to both classical and modern writers 
stimulating as well as provocative. Thus we en- 
counter in the earliest pages references to the Wolfen- 
den Report, to Mario Puzo’s The Godfather, John Stuart 
Mill’s On Liberty, Patrick Devlin’s Enforcement of 
Morals, Seymour L. Halleck’s Psychiatry and the 
Dilemmas of Crime, and Desmond Morris’s The Human 
Xoo, Although the references are clear and definitive, 
at the foot of each page, it is a matter for regret that 
there is no index. This book raises many fundamental 
and theoretical problems both in the fields of the 
social sciences and in the ever expanding one of 
community psychiatry. 
Morris MARKOWE. 


BEHAVIOUR THERAPY 
Behavior Modification Principles and Clinical 
Applications. Edited by W. S. Acras. London 
and Edinburgh: Churchill Livingstone for 
Little, Brown & Co. 1972. Pp. 227. Price £5.00. 

This book comprises six reviews of some of the 
more important behaviour modification techniques. 
Although they include technical details, the chapters 
maintain a fairly elementary level; all of them are 
easy to follow and the editorial introductions help 
to place each method in its context, while simulta- 
neously offering critical caution as needed. As an 
introduction to the subject, the book has clarity and 
brevity to recommend it. 

Agras provides a balanced historical introduction 
to the subject, but is perhaps over-kind in his attribu- 
tion of credits. Leitenberg conducts a thoroügh review 
of reinforcement procedures, and Ayllon, a major 
pioneer in the subject, discusses token economy 
systems, The latter’s writing is characteristically 
entertaining and over-enthusiastic—especially in his 
claims for the success of the famous programme at 
Anna State Hospital, for, contrary to his remarks, 
the behaviour of the patients was not shown always 
to be contingent on reinforcement and the blanket 
claim of success with a wide range of patients omits 
the fact that numbers in this and subsequent pro- 
grammes did not respond. The licence allowed for his 
undoubted ingenuity should, in an introductory book, 
perhaps have been limited. Barlow's account of 
aversive procedures is a sound and full introduction 
to the subject, and Brady on desensitization is 
similarly reliable, despite a somewhat uncritical 
acceptance of the case for methohexitone-aided 
treatment. The final chapter, on flooding, is by 
Marks, and is distinguished by its greater length and 
topicality. He provides a comprehensive review of 


research in this interesting branch of behaviour ' 


modification and succeeds in conveying enthusiasm 
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for the developments which are unfolding monthly. 
While I would place a rather different interpretation 
on much of the data, finding faults in his arguments 
is not an easy task. Perhaps his dismissal of any 
distinction between flooding and desensitization is 
one of the weaker links. 

In all, this readable and informative book provides 
a useful introduction for readers with little knowledge 
of the subject. 

S. RAGHMAN. 
PSYCHODYNAMICS 
Problems of Psychoanalytic Technique and 
Therapy: 1966-1970. By Anna Freon. I.P.A.L. 
No. go. Hogarth Press. 1972. Pp. 312. Price 
£5.00. 

Psychiatrists who are not familiar with recent 
developments in psychoanalytic thought sometimes 
fail to appreciate the many changes in theory and 
practice which have occurred in this field during the 
last few decades; some of them therefore still tend to 
think only in terms of classical Freudian concepts 
rather than in terms of ego-psychology, object- 
relations theory and the early stages of the mother- 
infant relationship in determining later development 
towards mental health or ill health. 

This volume, which consists of 20 separate papers 
written Љу Anna Freud between 1966 and 1970, 
reviews critically some of these current issues facing 
workérs in the field of child and adult analysis. Some 
of the papers are published here for the first time, 
whilst others have previously appeared elsewhere. 
Among the latter, the 18th Freud Anniversary 
Lecture on ‘Difficulties in the Path of Psychoanalysis’ 
provides a particularly valuable review of these 
fundamental issues of practice and theory; similarly, 
the paper on “The Symptomatology of Childhood’ 
provides a proposed classification of childhood 
disorders which is meaningful in terms of child 
development; this classification is based on the 
diagnostic profile which is being used by Anna 
Freud and her co-workers at the Hampstead Child 
Therapy Clinic. Other papers concerned with child 
analysis deal with such topics as the infantile neuroses, 
indications and contra-indications for child analysis 
and problems of terminating treatment. The relation 
of child to adult analysis and problems of selection 
and training of analysts are also discussed. 

Of special interest from the point of view of general 


psychiatrists is the paper on ‘The Place of Psycho- 


analytic Theory in the Training of Psychiatrists’, in 
which the author describes how analytic concepts 
can help psychiatrists to understand the structure 


- and function of mental processes, an aspect of training 


which is still often neglected in psychiatric education. 


The author herself maintains a cautious attitude 
towards some of the more recent developments, for 
example the emphasis placed on analysing in the 
transference events which are thought to have occur- 
red in the first year of an infant’s life; at the same time 
she stresses the need to grow beyond rigid and out-of- 
date analytic concepts, to pay proper attention to 
environmental factors, and especially to modernise 
rigid analytic training programmes and to realise 
‘that many of the restrictions by which they are now 
hedged in are conservative relics of the past, in need 
of a revolutionary overhaul’. 

Inevitably some of the collected papers in this 
volume are of more limited or specialized interest, 
but the book as a whole provides the reader with an 
instructive and stimulating view of the present scene 
of child and adult analysis expressed with the clarity 
and vision so characteristic of the writings of Anna 
Freud. 

Нема Wore. 


Attachment and Dependency. Edited by Jacos L. 
Gewirtz. Chichester: John Wiley. 1973. Pp. 
251. Price £4.85. 

It is salutary to realise that despite the wealth of 
information and theorizing on attachment and 
dependency, this area is still very confused and 
clinical practice remains largely uninformed by the 
research that has been done. Professor Gewirtz has 
brought together in this book contributions from some 
of the most prominent American research workers on 
these topics. Many of the issues in dispute are clarified, 
even though the arguments are not resolved. Five 
main points of view are outlined. Robert Sears sees 
dependency as the concept central to behaviour which 
prompts care or attention, and attachment as a 
separate process which is only fortuitously related to 
dependency because the mother plays a part in both 
of these interactions. Cairns believes that both terms 
are only global constructs referring to a complex set 
of mechanisms, and that the exact mechanisms have 
to be understood in the light of the biological signi- 
ficance of these behaviours. Unfortunately, he does 
not discuss the criteria needed to justify the validity 
of the comparisons of behaviour between species 
which are necessary to a biological analysis. Yarrow 
points out that social behaviours are specific to 
certain stages of development and that the concept of 
attachment or dependency will have different 
meanings during a child’s development even within so 
short a span as the first year. 

Ainsworth, in contrast to Sears, places more 
emphasis on attachment, but distinguishes between 
the underlying structure of attachment and attach- 
ment behaviour, because she feels the concept. of 
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motivation must be separated from the behavioural 
system it activates. Gewirtz goes even further in a 
behaviourist analysis which largely dispenses with 
both concepts by concentrating on stimulus-response 
sequences. Gewirtz also devotes a most useful chapter 
to the measures and criteria of attachment, depend- 
ency and relevant behaviours and to the research 
strategies which determine the measures used. This 
point ıs also raised by Mary Ainsworth and by Cairns. 
Such discussion is usually omitted from the traditional 
scientific paper, yet it is often meaningless to report 
the findings of behavioural research without an 
explanation of the reasons for choosing the methods 
employed and the possible effects of using alternative 
techniques. 

As befits such a scholarly work, the index is well 
compiled and quick to use. All the contributors have 
been at pains to argue from experimental data, and 
each chapter has a generous list of references. An 
index of authors cited which distinguishes textual 
references from reference lists makes it possible to 
compare the way in which the same data have been 
used differently by each author. The references are 
commendably up-to-date. 

The book is essential reading for anyone who 
wishes to research in this area or who believes that 
research findings are relevant to clinical work. It 
deserves to be widely read. 

ANTHONY COSTELLO. 


Persuasion and Healing: A Comparative Study 
of Psychotherapy. By Jerome D. FRANK. 
Johns Hopkins University Press. New, revised 
edition. 1973. Pp. 378. Price £5.65. 

This revised edition of a classic is required reading 
for all those involved with mental illness and will be 
of interest to many others. 

The author's aim is to stress features common to 
all psychotherapies, lay and professional, ancient and 
modern, without—as he stresses in his preface to this 
edition— wishing to propagate nihilism about the 
effects of psychotherapy in general. Indeed, the whole 
tenor of the book is to emphasize that ‘persons can 
powerfully influence and help one another by strictly 
psychological means’. 

The topics dealt with include the conceptual frame- 
work of psychotherapy, non-medical bealing, reli- 
gious revivalism and thought reform, experimental 
studies of persuasion, the placebo effect, individual 
and group psychotherapy, and the therapeutic 
community. 

Its style makes this a pleasant book to read; perhaps 
a trifle too bland and superficial in places, but fair 
and balanced overall. It forms an interesting com- 
plement and contrast to Ellenberger's The Discovery 
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of the Unconscious; both have similar themes, the one 
with a mainly historical approach, the other arguing 
more frequently from experimental studies. That 
Ellenberger does not suffer from the comparison, 
and indeed sometimes carries more bite and con- 
viction, is perhaps a point worth making. 

Davin ABRAHAMSON. 


SEXOLOGY 
The Female Orgasm: Psychology, Physiology 
and Fantasy. Ву Seymour Fisuer. Allen Lane. 
1973. Pp. 533. Price £5.00. 

Professor Fisher continues the vogue begun by 
Kinsey and extended by Masters and Johnson for 
investigating objectively the psychological and 
physiological aspects of sexual behaviour; in this 
instance female sexual responsiveness. Commendably, 
the author continues to question the ‘pseudofacts’ 
which are the basis of much counselling and psycho- 
therapy of orgasmic disorders. The first third of the 
book is an extensive review of the relevant post-war 
literature from which are culled a few grains of 
truth. It neglects, however, the writings of the earlier 
sexologists, such as Havelock Ellis and his con- 
temporaries, who explored the constitutional differ- 
ences of sexual responsiveness in women and the 
extent to which later learning modified their basic 
disposition. . 

The author presents а personal study 8f femal 
sexual responsiveness in a group of women who had 
answered his advertisements in the Syracuse Univer- 
sity Student newspaper, and who were paid. His own 
admission about the selective nature of this sample 
attempts to forestall the criticism so vigorously 
applied to the work of his predecessors in the field. 
Nevertheless, he finds no difficulty in drawing such 
general conclusions as ‘orgasm difficulty in women is 
fundamentally a function of anxiety about the lack of 
permanence of love objects’. Much of the author’s 
findings are difficult to digest and are based upon 
questionnaires and rating scales of which most 
British psychiatrists will be both unaware and not a 
little sceptical. 

The book will, by virtue of its title, be assured of 
good sales but most clinicians will not find enough 
validated conclusions to justify the efforts of plough- 
ing through the 500 pages of text. 

J. Jonson. 


CHILD PSYCHIATRY 
Child Psychiatry in the Soviet Union: Prelimi- 
nary Communications. By Nancy ROLLINS. 
Oxford University Press for Harvayd University 
.Press. 1972. Pp. 293. Price £6.50. 
This book is of outstanding merit. Dr. Rollins is an 
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American specialist in child and adolescent psychi- 
atry, who polished up her Russian before under- 
taking a four-month study of child psychiatry in the 
Soviet Union. 

Her interest sprang from the realization of how 
little the U.S.A. and the U.S.S.R. knew of each other's 
culture, and hence of their child-rearing practices. 
She therefore set out to expand Western knowledge of 
Soviet theory, diagnosis and treatment of psychiatric 
disorders of children and adolescents, and in so 
doing help the West to know itself better. 

Dr. Rollins comments on the crowding in the 
Russian cities, the sense of time rush there, with rigid 
restrictions on external behaviour and submission to 
authority, all working towards the ideal of ‘collecti- 
vism'. She contrasts this with the vast expanses in the 
rural areas and their sense of apathy and timelessness. 
In both settings there is a tolerance of inner, and 
even of deviant, emotional states. In the U.S.A. 
emphasis is on self-awareness, self-responsibility, 
intellectual striving and an obsession with maleness 
and femaleness—a country where deep and tender 
feelings tend to be suppressed. 'T'hus the approach to 
harmony in human groups is very different in the 
two great countries. 

In case the above introduction gives the impression 
that this book is a chatty xeport of a medical tour in 
the Soviet Union, let me emphasize that it is a dis- 
passiongte report on what Dr. Rollins was allowed to 
sec. It is written in the most beautiful, lucid English 
with an objectivity which is rare in such surveys. The 
book is most attractively produced, with four 
Appendice, with references listed under seven head- 
ings such as 'Research' and 'Conclusions', and an 
index. The author's suggestions for further study are 
highly stimulating and should be known to all child 
and adolescent psychiatrists. STEPHANE M. LERSE. 


BRIEF REVIEWS 
Crime or Disease? By AwrHoNv Frew. London: 
Macmillan. 1972. Pp. xii+ 136. Index 3 pp. 
Price £2.20. 

It is appropriate and useful that a philosopher 
should review the much tangled issues underlying an 
argument which has important implications for the 
role and scope of psychiatry. This short account is 
valuable but is marred by a prolixity of style and 
eccentricity of punctuation which compounds diffi- 


-culties of adjustment to an unfamiliar discipline. 


After drawing preliminary parallels with Plato's 
Republic, Professor Flew reviews the definitions of 
mental illness and of mental health. He argues 
persuasively for the abandonment of idealized con- 


*cepts of health, and for mental illness to be regarded 


by analogy with physical disease as functional 
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incapacity. He claims, ‘The disease must be defined, 
not in terms of the mere inclination towards the 
disfavoured behaviour, but in terms of an inability to 
inhibit that inclination'; thus mere deviance of 
motivation, whether it be criminal or not, is excluded 
even where there may be some defect of reason. 
Professor Flew illuminates such difficult areas as 
psychopathy, malingering determinism and the 
political misuses of psychiatry. It is worth the effort 
of following his tortuous grammar. 
: RuicgaRD Mayov., 


Psychology and Race. Edited by Peter Watson. 
' Penguin Education. Pp. 466. Price gop. 

This book is composed of 23 chapters, two of which 
are contributed by its editor. Perhaps no single volume 
should be expected to cover as broad an area as the 
interaction of psychology and race, but nevertheless 
this volume makes a valiant attempt to present an 
objective guide to the field. 

Social psychiatrists and psychologists will find 
much to interest them, but it would be a pity if this 
book's post-graduate, professional readership were 
limited to those specialties. I found large sections to 
be stimulating and enlightening, and Watson's 
account of the race/intelligence issue is the most 
objective and principled that I have yet read. 

The bias of the book is necessarily American, and 
it contains a fair amount of sociological jargon. 
However, this is kept to a minimum, and I have no 
hesitation in recommending the book to as wide a 
readership as possible. С. ROBERTSON. 


Intellectual Functioning in Adults. Edited by 
Lisy Е. Jarvis, CARL E:sporrer and June E. 
Brom. New York: Springer Publishing Co. 1973. 
Price $7.50. 

This is a selection of papers presented at conferences 
of the American Psychiatric Association in 1968 and 
1970. Although primarily concerned with how age 
affects psychological functioning in senescence, the 
data on intelligence collected in the mammoth 
Berkeley and Oakland longitudinal studies extending 
over the first 50 years of life are noteworthy. However, 
these chapters provide an overview of some of the 
results only; for detail one must refer elsewhere. 
Sections on development of life-history schedules and 
assessment of somatic and cerebral correlates of 
performance emphasize the continued interaction of 
physical and psychological variables in both ‘normal’ 
and ‘abnormal’ ageing. Although fraught with 
methodological problems, these attempts to define 
the variables associated with successful ageing as well 
as morbidity provide some foundation for prediction 
and potential modification of the quality and length 
of an individual’s life. E. A. DREWE. `, 
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The Mentally Handicapped Child. Ву В. Н. 
Kirman. Thomas Nelson & Sons Ltd. 1972. 
Pp. 220. Price £2.95. 

This book is written in simple language, with 
minimal use of technical terms. The style and 
approach are such as to render it particularly 
suitable for parents of subnormal children or other 
interested people who have no professional training 
in this field. 

The author briefly describes the causes and types 
of mental subnormality, and ‘methods of assessment. 
There is also a brief history of social attributes, 
explanations and attempted remedies. Particular 
attention is paid to social and practical problems. 
A part of the book is devoted to parental problems and 
to advice on the care and upbringing of subnormal 
children, and to education and employment. 

The book contains much common sense and 
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practical advice and should be helpful tó those for 
whom it is intended. 
В. W. RICHARDS. 


Communication in Social Work. By Pzrzr К. 
Day. Pergamon Press. 1972. Pp. 121. Price £2.75. 
Peter Day, a tutor in the Education Department at 
Nottingham, has put together a useful introductory 
text about communication in relation to social work, 
and its value to social work students is enhanced by 
chapter notes and a bibliography. After considering 
theory, Mr. Day discusses factors influencing com- 
munication between social worker and client, general 
social factors, and the ‘helping process’ and relation- 
ships within organizations. Unfortunately, the con- 
tents of this book resemble a series of amplified lecture 
notes, and this, ironically, makes it dull and difficult 
to read. Н. С. S. SERGEANT. 


Brit, J. Psychiat. (1973), x23, 487-8 


PSYCHOANALYSIS 
The Patient and the Analyst: The Basis of the 
Psychoanalytic Process. By JosrpH SANDLER, 
CHRISTOPHER DARE and ALEx HOLDER. George Allen 
4? Unwin. Price £2.95 (hard), £1.75 (paper). 


THE TAVISTOCK CLINIC 
Support, Innovation and Autonomy: Tavistock Clinic 
Golden Jubilee Papers, Edited by Roserr Созыно. 
Tavistock Publications. Price £4.60. 


MEDICAL PRACTICE 

Law Relating to Medical Practice. By С. R. A. MARTIN. 
Pitman Medical Books. Price £8.50. 

Notes on Eliciting and Recording Clinical Informa- 
tion. By Тнк DEPARTMENT OF PsvouiaTRY TEACHING 
COMMITTEE OF THE IwsrrrUTE or PsvoHiATRY. 
Oxford Uniwersity Press. Price 50p. 


SOCIAL PROBLEMS 
To Live and to Die: When, Why and How. Edited by 
Коверт Н. Wura. Springer. Price $12.95. 
Problem Pregnancy and Abortion Counselling. 
Edited by Ковккт К. Wirsow. Family Life Publications, 
Inc. Price $3 


The Р haley of Obesity: Dynamics and Treat- 
ment. Edited by Norman Km. Charles С. Thomas. 
Price $12.95. 

Psychologigal Consultation with a Police Depart- 
ment: A Demonstration of Cooperative Training 
in Mental Health. By Pamir А. Mann. Charles С. 
Thomas. Price $9.50. 


BEHAVIOUR 

Child Behavior Modification: A Manual for Tea- 
chers, Nurses and Parents. By Luge S. Watson, 
JR. Pergamon Press. Price £4.25 (cloth), £2.50 
(flexi-cover). 

Behavior Change through Self-Control. Edited by 
Marvin К. Gotprrrep and МиїснАв MERBAUM. 
Holt, Rinehart & Winston. Price £2.95. 

Psychotechnology: Electronic Control of Mind and 
Behaviour. Edited by Ковевт L. SagwrrzGEBEL and 
Rares К. SouwiTZGEkBEL. Holt, Rinehart & Winston. 
Price £2.50. 

Homosexuality. Ву F. E. Kenyon (A B.M.A. ‘Family 
Doctor’ booklet). British Medical Association. Price 
19p. 


CHILDREN AND YOUTH 
Childhood Psychosis: Initial Studies and New 
Insights."By Leo Kanner. John Wiley. Price £5.50. 
"Mental Health at School. National Institute of Mental 
Health. Price 30 cents. 


bv 
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Books Received 


Mentel Health on the Campus: A Field Study. 
By Raymonp M. GrasscorE and Міснлш, Е. 
Furman. Joint Information Service of the American 
Psychiatric Association and the National Association for 
Mental Health. Price $7.00. 


PSYCHOPHARMACOLOGY 
Psychopharmacology: An Introduction to Experi- 
mental and Clinical Principles. By Luror VAL- 
ZELLI. John Wiley. Price £7.50. 


GENERAL 

Awakenings. By OrrveR Sacxs Gerald Duckworth. 
Price £3.25. 

Personality: The Human Potential. By MzrviN L. 
Werner. Pergamon Press. Price £1.95. 

Hypnosis: A Social Psychological Analysis of 
Influence Communication. By Txzopore R. 
Sars and ҮуплАм С. Coz. Holt, Rinehart & 
Whnston. Price £3.50. 

Selections from Extraordinary Popular Delusions 
and the Madness of Crowds. By CHARLES 
Maakgay. George Allen & Unwin. Price £2.75 (cloth), 
76р. (paper). 

Annual Editions Readings in Psychology, 1972—73. 
Holt, Rinehart & Winston, for Dushkin Publishing Group, 
Guilford, Connecticut. Price £2.50. 


PROGEEDINGS 

Community Psychiatry; Vision or Miracle: Pro- 
ceedings of a Symposium on the Provision of a 
District Psychiatric Service for the Adult Mentally 
Ш, held in November 1972. Edited by Anraony W. 
CARE. Association of Psychiatrists in Training. Price 
2op. 

The Medical Use of Psychotropic Drugs: Report ofa 
Symposium sponsored by the Department of Health 
and Social Security, July 1972. Edited by P. A. 
Parsa, W. M. WiLLiAMS and P. C. Eras. Journal of 
the Royal College of General Practitioners. Price £1.75. 


KING EDWARD'S HOSPITAL FUND 
Accounting for Health: Report of a King’s Fund 
Working Party on the Application of Economic 
Principles to Health Service Management. King 
Edward’s Hospital Fund for London. Price £1.25. 
Annual Report for 1972. King Edward’s Hospital Pind, for 
London. No price stated. 


NEW EDITIONS 
About Epilepsy. By DoNALD Soorr (second edition; 
originally published in 1969). Gerald kun. 
Price £3.45. ; 
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Motherhood and Personality: Psychosomatic FROM ABROAD ? 

' Aspects of Childhood. By Lion Сневток (paper- Dimensione de la Psiquiatria Contemporanea: 
back edition of book published in 1969). Tavistock Libro Homenaje al Professor Dionisio Nieto Gomez. 
Publications. Price 05р. Edited by Gásar Prez ров FnaNoamco. Editorial 

Beyond Freedom and Dignity. By B. F. SKINNER Fournier, S.A. Mexico. No price stated. 

(originally published in 1972 by JoNATHAN Garr). Perspektiven der Heuten Psychiatrie. Edited by 
Penguin Books. Price 45p. Немет E. ЕнкнАнрт. Gerhards, Frankfurt. No price 

The Nervous System. By Perer NaTHAN (revised stated. 
edition, originally published in 1969). Penguin Books. Dynamische Psychiatrie. By Günter Ammon. Hermann 
Price 7op. Luchterhand, Neuwied. No price stated. 

Many of these books will be reviewed at a later date. " 
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THE MANAGEMENT OF 
. . RESISTANT DEPRESSION 
Drar Sm, 

Most patients who suffer from the depressive phase 
of affective illness remit spontaneously or respond to 
treatment readily, but in a very small number the 
illness appears to be relatively resistant to therapy. 
We would like to initiate discussion on this group, 
mainly because really intractable illness occurs in 
such a small proportion of depressed individuals that 
it is difficult to accumulate experience with a large 
sample. 

In those with the clinical picture of the depressive 
phase of unipolar or bipolar affective illness, charac- 
terized by depression, diurnal variation of mood, loss 
of appetite and libido, early morning waking, 
diminished energy, interest and concentration, self- 
blame, etc., there are no known means of distinguish- 
ing those who will become ‘non-responders’. When 


such individuals are identified it is obvious that the 
initial diagnosis, together with any psychosocial 
factors, drugs, endocrine abnormalities, physical 
illness, etc. which may be hindering recovery, should 
be re-examined. Management is easier if the order 
of treatment caters in advance for the few patients 
who require a continuous and systematic series of 
therapies. The scheme tabulated gives two of the 
possible formats, but each new treatment is consi- 
dered in the light of the needs and circumstances of 
the patient at the time. 

Both the timing and methods of therapy are ten- 
tative. The position of bilateral electroconvulsive 
therapy (ECT) in the order of treatments poses 
particular difficulties, especially since Abrams (1972) 
has suggested that bilateral ECT is more effective 
than unilateral treatment. We have tended recently 
to replace unilateral with bilateral ECT for some 
patients and omit the second course of ECT, in which 


PuvsaAL TREATMENT[ 





Tertiary amine tricyclic* 


Unilateral ЕСТ (drugs discontinued) x 2-9/week 
up to a maximum of 14. 


"'ranylcypromine (up to 30 mg./day)** 
L-tryptophan, 2 g. t.d.s. added during second 
and third weeks 


Bilateral ECT (drugs discontinued) x 2/week up to 
a total of 12 


eee 


OR 


Bilateral ECT (drugs discontinued) x 2-g/weck 
to a maximum of 12 


{ 

Tranylcypromine (up to 30 mg./day)** 
L-tryptophan, 2 g. t.d.s. added during second 
and third Шу 

At least 1 week off drugs 


eae 


Phenelzine (45 mg. during the day) and* 
Amitriptyline (25-75 mg. at night) 


No physical treatment at all, await natural remission 
and probably give lithium salts i 





OR 


Stereotactic tractotomy (for unipolar illness only) 





* Discontinue at 4 weeks if patient not beginning to respond by this time (e.g. to amitriptyline, 150 mg. or more/day). 
** Discontinue after 3 weeks if patient not beginning to respond by this time. 
*** After the first g or 4 treatménts for intractable depression we have tried secondary amine tricyclics, tertiary and 
secondary amine tricyclics combined, tricyclic antidepressants and thyroxine, tricyclic drugs and reserpine; but as 


discussed, we Have doubts about the use of drug treatments in general at this stage. 
” o T It is important to remember that МАО] and tricyclic drugs cannot be given sequentially without a period off 
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case one week free from drugs must be left between 
discontinuing the monoamine oxidase inhibitor and 
starting the combined antidepressants. 

When patients have received three types of treat- 
ment without benefit it becomes difficult to decide 
where their best interests lie. For both bipolar and 
unipolar groups one can repeat the treatments 
already given, proceed with different therapies as in 
the scheme suggested, or do nothing at all, while 
awaiting spontaneous remission. If this should occur, 
the subsequent treatment of choice might be lithium, 
to lessen the chances of a further attack of what has 
proved to be a refractory illness. In a small group of 
‘non-responders’ we have not experienced much 
success with various selections of drugs when courses 
of treatment which bave included a tertiary amine 
tricyclic, bilateral ECT and a monoamine oxidase 
inhibitor (plus L-tryptophan) have failed. If the 
combined antidepressants also prove ineffective we 
feel there is little to offer patients with bipolar illness 
other than to hope for natural remission. 

For unipolar patients we re-examine the diagnosis 
yet again and usually ask a colleague to reassess the 
patient, since any long and apparently intractable 
illness often has its dynamic and social consequences, 
and it is not uncommon for the situation to be 
slightly clouded by some changes in the pattern of 
symptoms. Where the symptoms and basic problem 
are those of a resistant episode of unipolar affective 
disorder, it is unlikely that remission will result from 
manipulation of psychosocial/environmental factors, 
which appear to be largely secondary phenomena in 
this particular group of patients. 

Decisions on subsequent treatment are not helped 
by our inability to say with any confidence when 
spontaneous recovery can be expected in patients 
who are so refractory to treatment; if remission 
occurs, how complete it will be and for how long it 
will be maintained; whether lithium salts will prevent 
recurrences, and if not whether any subsequent 
attacks will be as resistant as the current illness. 

When attempts to treat patients have been un- 
successful for nine months or more, wc have advised 
stereotactic tractotomy (as described by Mr. Geoffrey 
Knight, 1972) rather than await remission. This is 
because af the need to prevent further psychological 
and physical deterioration resulting from more 
prolonged illness, to alleviate intense suffering, to 
prevent suicide, and also because we know so little 
about the natural progression of the illness in these 
individuals. In the small group for whom we have 
requested stereotactic tractotomy the treatment has 
been most successful, as might be predicted from the 
review by Strem-Olsen and Carlisle (1971). 

*' However, we would be interested in other people's 
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views on alternative methods of treatment for this 
selected group of affective illnesses. Specifically, we 
would question the value of successive attempts at 
therapy when the first three or four treatments have 
been given without success, but as yet we are unable 
to say when therapeutic defeat should be accepted. 
We would like to hear of the outcome in similar 
patients for whom the decision has been to await 
natural remission. 
Davin M. Saaw. 


Rosyn HgwLARD. 
M.R.C. Neuropsychiatry Unit, 
West Park Hospital, 
Epsom, Surrey. 
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CREATINE PHOSPHOKINASE ACTIVITY 
IN PSYCHIATRIC PATIENTS 
Dear Sm, 

Loebel and Robins in the May num of the 
Journal (1) report no significant differences in the 
serum CPK levels of 8 newly admitted female 
psychotic patients compared with 10 non-psychotic 
female psychiatric patients. Their conclusion that 
raised CPK levels are not a distinguishing charac- 
teristic of psychotic patients can be disputed on at 
least two grounds. Firstly, the authors excluded all* 
patients who had received intramuscular injections. 
Such injections would be likely to be given to the 
group of patients with the greatest probability of 
having increased serum CPK activity, namely the 
most severely disturbed acutely psychotic patients (a, 
3). If no effort had been made to avoid the use of 
intramuscular injections in such patients, it could 
have happened that the group of psychotic patients 
left for inclusion in the study would have been the 
less sick acute patients or chronic psychotic patients 
with less florid symptoms who would be unlikely to 
have increases. Secondly, because the period of 
increased serum CPK activity in acutely psychotic 
patients is generally for only 1-10 days after the onset 
of the psychosis (2), it is necessary to indicate whether 
the serum CPK activity of the patients in the study 
was determined during this period. For example, 
although СРК levels are an excellent indicator ofa _ 
myocardial infarction when the plasma is obtained 
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up to 48 hours after the infarction, less than 10 per 
cent of myocardial infarct patients still have increases 
96 hours after the infarct (4). There is no indication 
in the report of Loebel and Robins that they studied 
recent onset acute patients. 

HERBERT Y. MELTZER. 
University of Chicago, 
Pritzker School of Medicine, 
Department of Psychiatry, 
950 East 59th Street, 
Chicago, Illinois 60637. 
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*HALOPERIDOL IN THE 
TREATMENT OF STUTTERERS 
Dear SIR, 

Having read the letter from P. T. Quinn and 
E. C. Peachey, University of New South Wales, 
Australia, on haloperidol in the treatment of stutterers 
(1), we would like to convey some further information. 

We have followed-up nine of the 12 patients who 
originally received haloperidol in our trial (2). More 
than three years after haloperidol was taken, it was 
found that fluency alone remained significantly 
improved; the other two measures, repetitions and 
interjections, though much improved failed to show 
significance or improvement. 

Side effects were a serious problem: orphenadrine 
controlled extrapyramidal side effects but depression 

‘and drowsiness occurred in more than half the 
patients. The abrupt withdrawal of medication 
brought about some subjective and objective 
worsening and the question of maintenance therapy 
needs to be considered further. 
' Imipramine taken with haloperidol reduces its 
efficacy but subsequently the value of flupenthixol 
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has been explored, producing good results with 
minimal side effects. 

It seems highly likely that the more severely handi- 
capped, ic. those who are slow and show tic-like 
movements, may have some biochemical lesion in 
the basal ganglia (3); this would account for their 
response to haloperidol and flupenthixol. To clarify 
this we are shortly undertaking a double-blind cross- 
over trial of diazepam and flupenthixol. 


Ian B. Соокѕом. 
Royal Southern Hospital, 
Liverpool. 
i P. С. WELLs. 
Young People's Unit, 
Victoria Road, 
Macclesfield. 
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TARDIVE DYSKINESIA 
Dzar Sir, 

We should like to comment on Dr. George M. 
Simpson’s letter on the subject of tardive dyskinesia 
published in the Journal, May 1973, 122, 618. 

Recently a survey has been carried out of all psycho- 
geriatric patients (aged 65 and above) at the St. 
Louis State Hospital to study the incidence of tardive 
dyskinesia and drug-induced neurological syndromes. 
In all, 160 patients were studied of whom 35 patients 
were noted to have tardive dyskinesia. In view of 
Dr. Simpson’s interesting observation that female 
patients with Eastern European Jewish background. 
may be more liable to develop tardive dyskinesia 
when exposed to neuroleptics, we studied the ancestry 
of our 35 patients of whom 30 were females and 5 
males. Only 2 were Jewish (1 male and 1 female), 
31 patients were Caucasian, 1 Chinese and 2 Negroes. 
Of the Caucasian patients 1 was of Austrian descent 
(female), 1 of Polish descent (female), 3 of Irish 
descent (1 male, 2 females), 1 of Italian descent 
(male), 2 of German descent (both females), 1 of 
English descent (female), т of Russian descent (male), 
1 of Bohemian descent (female). The rest of the 
patients were third or fourth generation Americans 
born in the United States, and no detailed informa- 
tion of their ancestry was available. Taking inta 
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account the sort of population we serve in the catch- 
ment area of St. Louis State Hospital, we did not 
find any excess of patients of Eastern European 
Jewish background with tardive dyskinesia. The vast 
majority of the patients were of course female, elderly, 
organically impaired and edentulous, and had had 
long-term phenothiazine therapy. 

D. В. МЕнтА. 

T. ITa. 

St. Louis State Hospital, Missouri Institute of Psychiatry, 
5400 Arsenal Street, 
St. Louis, Mo. 63139, U.S.A. 


A DOUBLE BLIND TRIAL OF PHENELZINE 
AND AMITRIPTYLINE IN DEPRESSED 
OUT-PATIENTS 

Dear SR, 

It seems important to make a comment on the 
paper by Kay, Garside and Fahy (Journal, July 1973, 
123. 63-7). 

It is curious, and highly unfortunate, that the 
design of this interesting informative trial gave it an 
inevitable handicap against phenelzine. It is difficult 
to equate comparate doses of different drugs, and 
one way might be to establish the relative doses 
which produce the same proportion of therapeutic 
successes; another criterion of comparable dose 
might be the incidence of side-effects. On both of these 
premises, it is clear that the doses of phenelzine used 
in the trial were too low. It is stated in the paper that 
the dose used was between 15 mgm. and 45 mgm. a 
day ‘according to the discretion of the consultants’. 
The former is, to say the least, a cheeseparing dose! 
There are ample published reports to show that 45 
mgm. рег day is usually the minimum, and that many 
patients who show no response to this level improve 
on double this dose. It has been my own experience, in 
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extensive use of the MAOI drugs, that in contrast to 
other groups of drugs the dose used is rather critical 
and must be carefully adjusted for each patient, so 
that a difference of 1 or 2 tablets per day can turn 
dismal failure into remarkable success. 

This seems to be confirmed by Ian Oswald (7. Int. 
Med. Res., 1973, 1, 296) who states ‘In the case of the 
MAOIs there is a critical dose phenomenon, and 
only if a critical dose is exceeded does REM sleep 
suppression occur. He adds that in those patients 
with endogenous depression who respond to phefiel- 
zinc the delay in effect on REM sleep coincides with 
that on mood response. . 
E. M. Kano. 
St. John’s Hospital, 

Stone, ‘ 
Aylesbury, Bucks. HP17 8PP. 


BURDEN RESEARCH MEDAL AND PRIZE 
Dear Sm, 

Entry for the Burden Research Medal and Prize 
is open to all registered medical practitioners who 
are working in the field of mental subnormality in the 
United Kingdom or Republic of Ireland. 

The award for 1974, total value £250, may be 
presented at Stoke Park Hospital on or about 1 April 
1974, for outstanding research work which has been 
published, accepted for publication or ented as 
a paper to a learned society during the year 
period ending 31 December 1973. 

Five copies of the paper or papers, with application 
form, should be submitted to the Secretary of the 
Burden Trust by 10 January 1974. 

Further information and application forms are 
available from the Secretary, Burden Trust, 16 
Orchard Street, Bristol, BS1 5EA. 

W. A. HgATON-WARD. 
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Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society’s response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
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contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
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Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or Aq paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for airmail. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up lo 250 words long on a separate sheet, giving undere 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 





4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 





5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in ^C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or raillilitres. 


6. A summary should be provided at the end of every article. 


7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 


8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on*white 
paper and properly lettered. Prepare them on quarto or A4 paper about 1} times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 


9. References should be listed alphabetically at the end of the paper, the titles of journtls being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals; the last as well as the first page should be included in the reference. 
Chapters in books should be treated in the same way as articles in journals. For exampie: 


1. ABEL-SMrTH, В. & Trrmus, R. M. (1956) The Cost of the National Health Service in England 
and Wales. Cambridge. 


2. ABENSON, M. H. (1969) Drug withdrawal in male and female schizophrenics. British 
Journal of Psychiatry, 115, 961—2. 
3. APPEL, K. A. (1959) Religion, in American Handbook of Psychiatry (ed. Arieti). New York. 
In the body of the paper, references may be by author and date: ‘Abenson (1969); or by reference 
number: ‘Abenson (2)', as the author wishes. 


Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 


Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 


10. Reprints must be ordered from the printers, Headley Brothers Limited, The Invicta Presis Ashford, 
Kent, at the same time as proofs are returned to the Editor. 
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yr KABI\EY Kabi Pharmaceuticals Ltd, Bilton House, Uxbridge Road, Ealing, London W5 2TH 
Telephone : 01-567 4717 or 01-579 1871 
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Delusions, hallucinations, withdrawal, 
the bizarre symptoms that haunt the schizo- 
phrenic are now commonly associated with 
an excess of cerebral dopamine. Selective 
blockade of this neurotransmitter by Orap* 
(pimozide) offers the psychiatrist a new 
dimension in the treatment of schizophrenia. 
Now the inactive and apathetic schizophrenic 
can be treated with only a remote risk of 
noradrenaline blockade and hence undesired 
sedation and stupor can be avoided. 
With little or no Parkinsonian side effect 
liability Orap is well accepted by patients. 
They become amenable and co-operative 

. during rehabilitation and are able to under- 
take tasks requiring mental alertness. 


Once-a-day 


"especially indicated for schizophrenics 
who are inactive and apathetic and for 
these patients it appears to be superior to 
previously available neuroleptics" 





(pimozide) 





Chairman gommen, “An [nternational Symposium on 


Pimozide (Огар)”, Clin. Trials J. 8 (Suppl. 11,) 1971 


, Further information is available on request 
Janssen Pharmaceutical Limited 
f Saunderton, High Wycombe, Buckinghamshire, HP1 44H] 
Tel: Naphill (0240 24) 3541 and 2264 *Trade Mark 
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When the problem is 
larger than reality 





Once-a-day  . 
Tranxene 





restores reality 


Tranxene* is a new but distinctive benzodiazepine 
offering these major benefits to anxious patients. 


Convenient once daily dosage 
The problems of forgotten doses are reduced with once daily Tranxene. 


Fewer side-effect problems 
Sedation, lassitude and other side-effect problems associated 
with previous members of the benzodiazepine family occur significantly less 
frequently with Tranxene. !** 


Specific anxiolvtic action 
Double-blind studies have demonstrated that the frequency and severity of 
anxiety symptoms are significantly reduced with once-a-day Tranxene.! 
The results of these studies confirm the proven anxiolytic action of Tranxene.*! 


1 In Press 
2 Brit.J.Psychiat., 1973, 123, 475 
з Nordisk Psykiatrisk Tidsskrift 1973, 27, 40 
4 Current Therapeutic Research 1973, 15, Х3 
* Capsules containing 15 mg. potassium clorazepate 


Further information on Tranxene is available on request 
Boehringer Ingelheim Limited 
Bracknell Berkshire 


The first controlled release preparation 
of lithium carbonate in the world 
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The majority of depressive and manic-depressive patients 
experience an increase in frequency and intensity of relapse 
with advancing age. After three or more episodes patients 
treated by conventional methods can expect to spend nearly 
half their lives incapacitated by their il|ness.! The risk of 
suicide also increases end more than 15 per cent will kill 
themselves. Retrospective studies suggested that as many as 
20 per cent of 100 known suicides might have been 
prevented by the prophylactic use of lithium. 


Priadel tablets contain 400 mg Li ,CO , В.Р. ina controlled 
release formulation ; a single daily dose of up&o 4 tablets 
provides effective prophylaxis in manic-depression. x 


Active supervision of serum levels to ensure values in the 
range 0.6—1.5 mEq/Lis essential initially ; less frequent • 
estimations should be performed during long term 
treatment. 4 


‘priadel_ 


reduces the frequency and duration of recurrent 
depressive and manic-depressive episodes” 


Clinical Trial Results: 


Priadel prevented relapse in 86% of patients! 
Priadel eliminated the need for ЕСТ! 


Priadel reduced the time spent in hospital 
from 26.9 weeks to 3.5 weeks? 
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А A guide giving full details of the prophylactic use of Priadel is 
available from 


Delandale Laboratories Limited, 37 Old Dover Road : Canterbury · Kent. F 0155 ` 
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Control somatic symptoms of sympathetic 
hyperactivity with Inderal 


Detailed information available on request. 


TMÉ QA€EHS 


Inderal$H - 
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A journal of clinical pharmacology 


Although Clinical Pharmacology has for some time been 
recognised as a subject of major importance in all medical fields, it 
has lacked a truly specialist communication medium. 

To fill this urgent need, a new journal, the British Journal of 
Clinical Pharmacology will be published from January 1974. 

British Journal of Clinical Pharmacology will appear 
bi-monthly and contain complete papers as well as short 
communications and abstracts of communications from the clinical 
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behavioural treatments, with special emphasis А 

on applications to adult psychiatric patients. 7-8 Henrietta Street 
Total cost of the Course will be £22 including 
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-the first line treatment in epilepsy 
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The Confluence of Psychiatry and Demography* 


By С. Р. BLACKER 


The world as a whole, and to a lesser extent 
thig country, is confronted with the strong 
possibility of an unprecedented increase in its 
population. Pressure of population will produce 
tensions which will pose problems to psychi- 
atrists. But other social events will give rise to 
generally similar tensions which will thus have 
multiple causes. It will then be difficult to 
separate the effects of population pressure from 
the effects of other causes and there may be ill- 
justified swings of opinion such as we have seen 
in the past. . 

Population policies will be demanded. These 
will be mainly concerned with births, deaths, 
marriages, migration and longevity—that is to 
say the raw materials of demography. Popula- 
tion policies will consist of proposals and pro- 
grammes to control these vital movements. 
The movements and our efforts to control them 
will have psychiatric aspects; and these aspects 
will become areas of confluence between 
demography and psychiatry. 


Demography 

The term demography can be used in a 
broad or a narrow sense. A recent dictionary 
definition (Webster, 1961) is the following: 


The statistical study of the characteristics of 
human population, especially with reference to size 
and density, growth, distribution, migration and 
vital statistics, and the effect of all these on social 
and economic conditions. 


Note how wide is this definition, which covers 
the effects of changing vital statistics on social 
conditions. For present purposes I will treat 
demography as also covering the converse effects 
of social change on vital statistics, for example 
the effects of a population policy on numbers. 


* The Mapother Lecture, delivered at the Institute of 


' "Psychiatry, London, on 29 November 1972. 
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Ай raid casualties anticipated 

A relation between demography and psychi- 
atry became evident in 1938 when the threat of 
war suddenly loomed up. The late R. D. 
Gillespie raised the question of how London 
could best deal with the numerous psychiatric 
casualties which everyone expected from full- 
scale air attacks. He had in mind the scares 
caused by the Zeppelin raids during the earlier 
war. A sensible scheme was devised, geared to 
the nascent Emergency Medical Services, but 
in the event there were no air attacks on 
London or on any other large cities in 1939. 
Such attacks were not delivered until the 
following year, by which time there had been 
a massive exodus from the Metropolis of children, 
old people and many others. When, in the later 
months of 1940 (September was the worst) 
the air attacks came, everyone was astonished 
by how tough Londoners proved to be. Psychi- 
atric casualties were surprisingly few. Why was 
this? Probable reasons are that by July 1940, 
London had been largely emptied of young, old, 
helpless and fear-prone people, and that those 
who remained had been put on their mettle 
by the challenging events enacted across the 
channel including the escape of our army from 
Dunkirk. Nobody was taken by surprise. Nobody 
was caught on the wrong foot, as they had been 
in 1915—18 by the few and much less destructive 
Zeppelin raids. 


War-time survey of neurosis 

Later I was myself involved in the problem of 
neurosis. The Beveridge Report (December 
1942), recommended that complete medical 
and rehabilitation services should be provided 
for everyone, including victims of neurosis. I was 
asked to devise and organize a survey of the 
out-patients psychiatric services of England 
and Wales (not Scotland) such as they were in 
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1943 and such as were likely to be needed when 
peace-time conditions were resumed. I was also 
invited to make recommendations. I was with- 
drawn from the army and comfortably installed 
in the Ministry of Health, then in Whitehall. 
Use was madt of the eleven Civil Defence 
Regions into which England and Wales were 
then divided, each of which contained a 
university. In each region a team of three 
people was convened to help. Each team 
included a respresentative from the Emergency 
Medical Services (E.M.S.), one from the Army, 
and onc from the Mental Hospitals Services 
(appointed by the Board of Control) We 
called these teams of three ‘triumvirates’ of 
which there were eleven corresponding to the 
eleven regions. 

The project worked well because of the 
admirable way in which the members of each 
team pulled together. Indeed, looking back 
after thirty years, and taking into account how 
easily frictions arise over such projected co- 
operations, I am to-day astonished by how 
harmoniously everything worked out. 

The survey was based on information pro- 
vided by 177 psychiatric clinics. I formulated 
various indices of their activity, among them 
the number of doctor-sessions per million of 
population per geographical region and per 
administrative area. I quote myself: 

"There were enormous regional disparities. These 
ranged between a weckly provision of 26-7 doctor 
sessions per million of population in London during 
1942 (an underestimate of the realities) and one of 
4:9 such sessions for Wales.’ 


This finding about London was in line with 
another main finding which provides a pointer 
to the future: the more densely populated an 
area, the more neurosis. 


Birth control 

“J will next say something about the evolution 
of the birth control movement with which I was 
concerned. 

It might be difficult for some of you who were 
not socially conscious during the years which 
followed the First World War to appreciate the 
intensity of the prevailing taboos and the 
awkwardness of free discussion. The conspiracy 
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of silence which then prevailed had been 
momentarily dissolved by the Bradlaugh-Besant 
trial in 1877 (after which the birth-rate began 
to decline); but the silence was not finally 
broken till 1918. 


Margaret Sanger and Marie Stopes 

When the first war was ending, two coura- 
geous women, Margaret Sanger in the United 
States and Marie Stopes in this country, caused 
themselves to be seen and heard. Both vere 
eloquent and persuasive speakers possessed of 
the fervour of missionaries. They were at their 
best with large audiences which they could 
dominate and among which they made con- 
уегїз. More than a scattering of these converts 
became ardent disciples eager to spread what 
was increasingly felt to be, and by Dr. Stopes 
proclaimed as, a ‘new gospel’. For many, a new 
era seemed to be dawning. The greatest war in 
history was over. The League of Nations had 
been born. Later, the Kellogg Pact renouncing 
war was sworn by the leading nations; and it 
was open to the world to adjust its population 
to its resources, thereby inaugurating an era of 
lasting peace. 

From this time onwards the birth control 
movement spread, first in Europe and North 
America, later to the rest of the world; and 
despite the set-back of the Second World War, 
it has gained momentum since. But in doing so 
it has given rise to fierce resistances. The high 
hopes raised in the early twenties were felt most 
strongly by idealists and liberals. In no countries 
were these aspirations univeral. Their appeal 
was limited in Germany where the national 
temper, steeped in resentment over the peace 
treaty, and subsequent miseries, was preparing 
itself for another war. In most countries a failure 
to maintain numbers was feared on grounds,of 
econonmiocs, self-defence, and national prestige. 
It was from such fears that opposition to birth 
control gained force. Germany and Italy em- 
barked on a ‘struggle for population’, and 
France continued to be haunted by its low 
birth rate. Thus the tide carrying the new 
movement forward generated a counter-tide. 
It was nowhere unresisted. The momentum 
mainly came from the Anglo-Saxon countries; 
the resistances from the Latin countries. 


~ 
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A committee to investigate birth control 

In 1928 a Birth Control Investigation Com- 
mittee came into existence, with Sir Humphrey 
Rolleston (President of the Royal College of 
Physicians) as its chairman. It was formed when 
people were beginning to recognize that all 
contraceptives then in use were imperfect. 
Better methods were needed. I became the 
committee's medical secretary. The committee 
togk the view that the most promising line of 
advance visible at that time was in the use of a 
soluble tablet possessed of sufficient spermicidal 
power to be used by the woman as sole contra- 
ceptive agent. Research was organized, and 
much credit was due to Dr. J. R. Baker, Reader 
in Zoology at Oxford, for perfecting a testing 
procedure and for discovering thereby the 
unsuspected efficacy as a spermicide of phenyl- 
mercuric acetate. This substance was incorpo- 
rated in a product marketed by British Drug 
Houses which saw many women through their 
reproductive lives without unwanted preg- 
nancies. 

I retain some vivid memories of the adverse 
tide of that time. When, for example, in 1927 
I entered for some reason the amiable presence 
of the Treasurer of the Royal College of Physi- 
cians, he asked me if I was the secretary of a 
committee formed to investigate birth control. 
I replied that I was, at the same time wondering 
if his friendly features would show signs of 
distaste or pleasure. In fact, an expression of 
dire distress crossed his face. ‘I have no doubt’, 
he said, ‘that what you are doing is timely. It is 
a pity that the subject is so sordid’. This view 
was then widely held, not least strongly by 
gynaecologists. 

The widespread practice of coitus interruptus 
provided a contact with psychiatry. Freud, over 
a'long period of years, believed that it produced 
anxiety states, and many psychiatrists, Crichton- 
Miller among them, came to the same con- 
clusion from their own observations. Crichton- 
Miller, indeed, called this the most ‘unnatural’ 
of methods. І 


A population conference in Geneva 
It was in the 1920’s that, here and in the 


. United States, people supporting the birth 


control movement began to put out inter- 
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national feelers. The first tentative suggestions 
came from Mrs. Sanger, who by this time had 
made converts of some rich men who had lively 
imaginations and were on the look-out for useful 
causes to support. Funds were thus provided for 
an important international conference in Geneva 
which was held in the autumn of 1927. The 
course of this conference was peculiar. Mrs. 
Sanger had ingenuously supposed that the 
demographers of the world, who then rarely as- 
sembled together, only needed to take cognisance 
of the world’s trends in population to become 
convinced that sooner or later births would 
have to be controlled. She did not appreciate 
how deep and widespread was the fear of de- 
population in France, where between 1911 and 
1920 deaths had actually exceeded births. The 
French called birth control ‘malthusianism’, and 
held its practice in a distaste which amounted 
to abhorrence as being both immoral and 
subversive of national interests. But today 
feclings are calmer. The Population Division of 
the United Nations and many cognate organiza- 
tion including the influential Population Council 
of the United States have no inhibitions about 
discussing all aspects of the formidable problem 
of how to slow down the rate of increase of the 
world's population. The full implications of the 
tremendous growth which seems to lie immedi- 
ately ahead are not being ignored. 


Change in 1936: Influence of three books 

I now turn to how attitudes to population 
questions have changed since the 1927 con- 
ference in Geneva. There have been erratic 
fluctuations between depopulation and over- 
population scares, which have agitated different 
types of people in various parts of the world. 
Different policies have been demanded and 
different predictions made. Some majestically 
wrong forecasts have been publicised by people 
who might have expressed themselves more 
cautiously. Confidence in the projections of 
demographers has been shaken so that some 
confusion and scepticism exist. 

Most of us will remember the measures taken 
in France before and during the inter-war years 
to encourage parents to have numerous children. 
They will also remember the measures adopted 
in Germany and Italy with the same object. 
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It was in 1936 that, in this country a change 
set in which had the surprising effect of con- 
verting a mild disquiet about possible over- 
population into quite a lively depopulation 
scare. The switch can be pin-pointed, for it 
began on a particular day—28 September 1936. 
It was then that the first of two turn-over 
articles appeared in the Times reviewing three 
books independently written by Carr-Saunders, 
Kuczynski and Glass. In these books attention 
was drawn to the country’s net reproduction 
rate which had fallen below unity, thereby 
demonstrating that, though births might con- 
tinue to exceed deaths, the country’s popula- 
tion was, in the long run, failing to replace itself. 
But the Times went too far. I quote its words: 


‘There is no evidence that the British race will 
maintain its numbers in the future. Its numbers will 
certainly fall, perhaps catastrophically, during the 
next fifty years.’ 


There was, in fact, no certainty of a fall, and 
none has taken place. These two articles pub- 
lished by the Times on 28 and 29 September 
1936, were seized on by the provincial press and 
given full publicity. In consequence it is true to 
say that, almost overnight, a muted over- 
population scare was changed into a strident 
depopulation scare. A note of panic, not unlike 
that sounded by the French, was heard here 
and there. 

Something of this panic extended to the 
National Birth Control Association. I was 
present at an agitated meeting when its name 
was changed to the now familiar Family 
Planning Association or F.P.A. The idea was 
that damaging criticism could be avoided if 
the Association dropped the term birth control 
from its title and made it known that it con- 
cerned itself with the treatment of infertility no 
less than with its other activity. In response to 
the depopulation scare, which it had not fore- 
seen, the Association became Janus-faced: in 
future it would help women to have wanted 
children in the same spirit as it would help them 
to avoid having unwanted children. 

The fateful decade slipped by. The second 
-war broke out; and from 1939 to 1942 the birth 
rate, which in the preceding years had been 
stable, slipped but slightly. I recall expressions 
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of surprise that it did not slip more, as it had 
done in the first war. The view had, moreover, 
been prevalent that fears of another war were 
deterring women from having children. But 
these misgivings proved unfounded. In 1941 
the birth rate was down to 14 per thousand. 
In 1942 it rose by nearly two points to 15-7 per 
thousand. Thereafter it came to exceed the 
death rate by a large margin, and continued to 
do so till 1947 when the birth rate reached the 
surprising figure of 20-5, the highest attained 
since 1920. 


Conference in Bombay during 1952. Population 
explosion foreshadowed 

It was in 1945, after the second war, that 
people in Europe and the United States became 
conscious of how populations of countries outside 
Europe were increasing. India and Pakistan 
acquired independence in 1947. The upshot of 
various initiatives, including travels abroad by 
Mrs. Sanger, who was accompanied by the 
modest but persuasive Dr. Abraham Stone, was 
that an impressively organized international 
conference on planned parenthood was held 
during November 1952 in Bombay. I, vividly 
remember the brillant inaugural ceremony 
held in the huge Sir Cowasji Jehangir Hall. 
The floor and galleries were packed with a 
resplendent audience, brilliant with turbans, 
jewels and saris. The occasion was unprece- 
dented in the world’s history. Birth control was 
receiving a nihil obstat from the highest society in 
India. Proceedings were opened by Dr. Sarve- 
palli Radhakishnan, Vice-President of India, 
who dealt tactfully with Mahatma Gandhi’s 
teaching that sexual abstinence would suffice to 
bring about the needed control of India’s 
population. 

Misgivings about over-population were then 
beginning to loom up all over the world. Anti- 
biotic drugs and insecticides were sending 
down death rates, especially from malaria in 
tropical countries. The term ‘population explo- 
sion’ jumped into popularity. The pill and the 
loop were introduced and became universally 
known. The birth-control, or family planning 
movement, as it was by then called, was reborn 
with renewed vigour on a world scale. 

The ‘population explosion’ is now so familiar 
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that we can easily fail to realize how astonishing 
this event would have seemed to those who 
were carried away by the depopulation scare 
thirty-five years ago. It had certainly not 
occurred to the demographers of those years that 
the wholly unpredictable discovery of anti- 
biotics and insecticides would totally falsify the 
alarming projections which had been con- 
fidently advanced and seemed well-based. The 
lesson is there for us to learn. We cannot foretell 
today what events will influence births and 
deaths in coming decades. 

This having been said, we can ask ourselves 
what the future seems to hold. 


What the future seems to hold: a useful data sheet 

Briefly, the prospect is that the population 
of the world which, in recent decades, has been 
rising at an accelerating speed, may nearly 
double by the end of the century—that is to say 
within the next 30 years. 

The estimates of the United Nations have 
been concisely set out in a useful World Popula- 
tion Data Sheet issued by the Population 
Referenge Bureau of Washington.* If current 
rates are sustained, the mid-1972 figure for the 
world's total of some 3:8 billion will have 
increased by 2000 A.D. to some 6:5 billion— 
a near doubling. The data sheet shows for 
each country how long it would take at current 
rates for the population to double. It would 
comfort Frenchmen to read that their rate of 
increase today is conspicuously higher than 
that for West and East Germany. Indians arc 
doubling in 27 years; Pakistanis in 21 years. 
At current rates the United Kingdom's popula- 
tion would modestly double in 139 years. 

It would be surprising if the near-doubling of 
the already large population of the world which 
seemingly impends did not contribute to an 
increase of antisocial behaviour, such as hooli- 
ganism and drug-taking among the young, and 
among adults to violence and miscellaneous 
offences against law, order and property. There 
eould follow in developed countries a series of 
political or economic crises sparking each 
other off in a running firework display. 


* 1755 Massachusetts Avenue N.W., Washington D.C., 
20036, U.S.A. 
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Population pressure: Minor degrees of ill-health 

It will not be easy to distinguish that part 
of the unrest which is a response to population 
pressure from that due to other foreseeable 
causes of unrest which will be unequally felt in 
different sections of each community. Accele- 
rating devaluations of the currency and rises 
in the cost of living will mainly affect those who 
have fixed incomes, particularly the ageing and 
retired, who already feel that the future is dark. 
Quite other prospects cheer the Registrar 
General’s Classes Four and Five, many members 
of which are now better off than they have ever 
been. 

I now express a personal opinion. If popula- 
tion pressure contributes to the stresses and 
tensions of ordinary life, which I think it does, 
the effect will impinge less on psychiatrists than 
on general practitioners who deal with psycho- 
somatic disorders and minor degrees of ill- 
health. Such patients attend their doctors with 
vague symptoms and minor complaints; the 
older patients may say that life is getting diffi- 
cult—as it used to be during the war. Some take 
to smoking too much or ask for tranquillizers. 
Indeed, the demand for tranquillizers may be 
an index of the pressures I am discussing. 


Comparison of sparsely with densely populated areas 


It is, I think, possible that some sort of light 
may be shed on this difficult problem by com- 
paring the incidence of minor nervous troubles 
in countries with dense, urban populations with 
those of scantily populated countries with small 
urban concentrations. The Netherlands and 
Belgium, with high densities might be com- 
pared with the Scandinavian countries in- 
cluding Finland and Iceland. Or, you might 
compare the urban with the rural populations 
of sparsely inhabited countries, such as Den- 
mark, which have a metropolis to which rural 
families tend to migrate. New Zealand and 
Australia have sparse but locally concentrated 
populations. That densely inhabited towns 
and parts of towns are, in several developed 
countries, now being shunned is obvious from 
the demands of people from nearly all income- 
groups to move out of tenements and flats into 
homes with simple rural amenities. 
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If there is here a confluence between demo- 
graphy and psychiatry it will become more 
obvious as population pressure rapidly increases. 
Inhabitants of garden cities, whose experiences 
are here relevant, confirm this point. 


Voluntary sterilization 

Some think that more might be done about 
voluntary sterilization, which has spread in the 
last few years in Britain, in the United States, 
and in Asian countries. 

An item of recent history is here worth 
recalling. Some sixty years ago, there developed 
a public interest, fostered by certain voluntary 
organizations, in the social implications of 
mental defect and subnormality. The Wood 
Report of 1929 suggested that certain high- 
grade defectives were abnormally fertile and 
that the volume of such subnormality was 
probably increasing. The families concerned 
presented multiple social problems and con- 
stituted a ‘Social Problem Group’ of high 
fertility. Since children were not responsibly 
conceived by parents in this group and were 
mostly unwanted, and since the methods of 
birth control then available were not practicable 
for the people concerned, the possibilities of 
voluntary sterilization, which was then little 
known, were raised. The upshot of much activity 
was that a Departmental Committee on Sterili- 
zation was set up under the able chairmanship 
of Sir Laurence Brock. The committee consisted 
of eight members among whom were Wilfred 
Trotter, R. A. Fisher and A. F. Tredgold. 
Evidence was heard from many witnesses who 
either spoke for themselves or represented 
various organizations; among these were Edward 
Mapother and Aubrey Lewis. 

The outcome was the Brock Report (1934) 
which unanimously recommended that volun- 
tary sterilization, which was then held to be 
illegal or doubtfully legal, should be formally 
legalized for various categories. Compulsion, 
which was then applicable in certain countries 
was, of course, ruled out. 


Havelock Ellis on vasectomy policy 

There was much publicity, and discussion 
was lively. The issue was raised in Parliament 
by Major A. С. Church, on 21 July 1931. But 
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strong prejudices had by then been raised by 
events in Germany, and Major Church’s Bill 
was defected by 167 to 89 votes. It had done 
better than most of us expected. The Eugenics 
Society, which had had much to do with these 
events, was at the time criticized by the sage- 
like Dr. Havelock Ellis on grounds which, in 
today’s retrospect, are interesting. Ellis agreed 
that, in 1931, it would probably be held to be 
illegal to sterilize anyone who was non compos 
mentis. But, Ellis contended, there was nothing 
in law to prevent a surgeon sterilizing a normal 
man or woman who asked or applied to be 
sterilized. He dismissed as nonsense the argu- 
ments about maiming. But he supported the 
view that legislation might be necessary to 
allow sub-normal members of the social 
problem group to be sterilized even if they 
applied. Hence, said this critic, get ahead as 
fast as you can with sterilizing normal appli- 
cants, and only when prevailing misconceptions 
have disappeared and a reassured medical 
profession is with you, proceed with the move 
to encourage the operation for other categories. 

All this was some forty years ago. Hence it is 
interesting that this is exactly what happened 
later. In the middle 1960s the Simon Population 
Trust took the matter up. Fears about side- 
effects by patients and about legality by surgeons 
were dispelled, and many men have sce been 
vasectomised. It is possible that medical opinion 
may by now have so changed that most surgeons 
would be willing to vasectomise any man 
provided only that he and his spouse duly 
applied: so that none of the legislation suggested 
by the Brock Committee may be necessary. 
The last instalment of the story is that vasectomy 
has now become obtainable under the National 
Health Service. 

Could vasectomy ever become acceptable fo 
the point of affecting the birth rate? All- 
important in this context is when the operation 
is performed. At what stage in the couple’s 
reproductive life? In a report published by the 
Simon Population Trust on a thousand vasecs 
tomies performed in Britain, it was found that 
only 28 per cent of the men in the sample had 
had, when operated on, more than three 
children. The average per family was just under 
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three. Thus nearly three-quarters had decided 
that three children were enough. 


The two- or three-child family 

If, with an increased awareness of population 
pressure, the small family were to become 
accepted, and if vasectomy continues to be as 
free as it now appears to be of adverse side- 
effects, then a pattern of early marriage and 
prompt child-bearing, followed by vasectomy, 
which we are told is already noticeable in some 
parts of America, may find favour here. With 
little delay after an early marriage, the couple 
have two or three closely-spaced children. 
Thereafter the male takes the calculated risk of 
getting himself vasectomised. The children are 
near to each other in age and grow up together, 
keeping their mother busy during her early 
years of marriage. But the home-ties are relaxed 
sooner than if the children were more widely 
spaced, and the mother can look forward to a 
life of more independence at a predictable age. 

Vasectomy might commend itself more to 
fathers of two or three if the expenses connected 
with the operation were generously met by a 
‘vasectomy grant’; such a grant might form part 
of a population policy which recognized the 
possible usefulness of vasectomy. The exercise 
would be freed from some obvious objections 
if, with farther research, a technique of reversible 
vasectomy were perfected. In those countries 
where male children are hoped for, the birth of 
daughters tends to prolong the period of child- 
bearing and to increase the number of children. 
Hence power to determine the sex of unborn 
children would reduce the size of families. 

The prospect of the population of the world 
possibly doubling by the end of the century has 
already caused anxiety to a small minority, and 
some of these have gone so far as to advocate as a 
solution the two-child family. What will prove 
acceptable as the best family size, and on what 
scale, will depend on how threatening the future 
is held to be. The worse the prospect, the more 
acceptable (or even attractive) drastic remedies 

‘become. A government policy advocating the 
two- or three-child family might be premature 
today, though it may be feasible tomorrow if 
anxieties about over-population mount. But that 
children should be born only when they are 
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wanted is by now so widely acknowledged as a 
worthy objective that the principle might forth- 
with be made the keystone of a national policy. 


Abortion as an interim measure 


How about abortion? I confess that 1 am in 
two minds. On the one hand I have a distaste for 
abortion on both aesthetic and moral grounds. 
On the other I recognize that, in certain 
exceptional circumstances, it should be done. 
It also weighs with me that easy abortion 
can have big effects on the birth rate. The effect 
is immediate and obvious: not delayed as is 
that of vasectomy. It is a remarkable and not-to- 
be-forgotten fact that between 1947 and 1955 
the birth rate in Japan was halved by a policy in 
which easy abortion was the central feature. 
The Japanese birth rate fell from 34 to 17 per 
thousand. 

It is possible that as an interim measure 
abortion might be helpful in some developing 
countries, in Africa, for example, where numbers 
are increasing with almost fulminating speed, 
and where maternity services are being in- 
creasingly strained. It is surely obvious that the 
more effectively birth control is practised in a 
community the less the need for abortion. 
In the measure that couples become responsible 
and sophisticated in these intimate exercises, so, 
in due course, will they want abortion less. 
Abortion will diminish as infanticide has done. 
Perhaps an encouraging thought. 

Less encouraging is the thought of how 
venereal diseases and the contemporary demand 
for abortions are increasing. Nor do I find it 
agrecable to think of the influx of pregnant 
women from abroad secking terminations. I will 
be happy when this traffic stops. The least we 
can hope for is that, as women of all ages learn 
to look after themselves better, the demand will 
diminish. I would like to think that our sex 
educators, who will not be backward in giving 
technical instruction, will not omit to mention 
the all-round advantages of self-restraint. 


Death conirol 

Is a revision of our attitudes to death called 
for? A century ago births and deaths were held 
to be divinely ordained events with which it was 
impious for man to interfere. Today taboos 
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about birth are rapidly relaxing. Those about 
death remain almost intact. That a modest 
change may be setting in is suggested by the 
existence of a Euthanasia Society and by a 
weakening of the conviction that suicide is 
necessarily wicked. 

Not impossible is a change of attitude towards 
the irremediably senile who feel, and whose 
relatives feel, that they have nothing more to 
live for and that death would be a merciful 
release. Such thoughts are often whispered. 
The time may be near when they are spoken 
out loud and when positive measures are 
demanded. The demands may increase if, as is 
probable, life is still further prolonged by 
medical advances. What role would doctors 
play in these exercises? There will be reluctance, 
partly because of the Hippocratic Oath, partly 
because of how, in hospitals, deaths by suicide 
are feared by all members of staffs. The shadow 
of the Coroner is not cast over abortions, as it 
is over deaths. Those doctors who have written 
about suicide seldom say or even hint that a 
death by suicide might have been a good 
thing, though they may have secretly thought so. 
The influence of organized religion, which 
indiscriminately favours the prolongation of life 
in all circumstances, is not without effect on the 
outlook of doctors and nurses. 

The subject of voluntary death is now dor- 
mant. It is in a state of suspended animation 
awaiting a prophet who will crystallize the 
saturated solution, That person may turn out 
to be a militant agnostic bent on combating 
what he regards as a superstitious and un- 
enlightened code, now outmoded, about death 
and its aftermath. Such a prophet might be 
a woman who might arise as unexpectedly as 
Margaret Sanger arose. With television and 
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other media at her disposal, an enormous public 
could be speedily reached. As in the early 
propaganda about birth control, a com- 
passionate theme would take first place. Demo- 
graphic considerations would be subordinate. 
Death, well-timed, curtails the unhappiness of 


.stricken people who are living without joy or 


hope, who, when they are falling asleep at 
night, think how splendid it would be if they 
never woke up. The case for voluntary and 
painless death could, I think, become so quickly 
accepted that a later generation may wonder, as 
many people are today wondering about birth 
control, why this humanitarian revaluation was 
held in such abhorrence and was delayed for 
so long. 


More unanimity among psychiatrists might be 
welcome 

It would be agreeable to think that, in a 
controlled confluence between demography and 
psychiatry, these issues would be raised by 
psychiatrists, that study groups in different 
countries would exchange ideas and that they 
would make sensible and acceptable recom- 
mendations. . 

I end by saying that in general psychiatrists 
do not provide outstanding examples of a 
harmonious co-operation with one another. 
More than their colleagues in other specialties, 
they tend to affiliate themselves to different 
schools which influence their thinking and their 
loyalties. 

If an exception were manifested over this 
unprecedented and most challening population 
crisis, and if beneficient results ensued, our next 
generation successors might count it a miracle 
for which no formula of thanks would be 
adequate. 
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Amitriptyline, Weight Gain and Carbohydrate Craving: 
^"... A Side Effect 


By E. S. PAYKEL, P. S. MUELLER and P. M. DE LA VERGNE 


INTRODUCTION 

Increase in weight is a well-known side effect 
of phenothiazine drugs (Dally, 1967). There 
have been scattered reports of weight gain on 
tricyclic antidepressants (Arenillas, 1964; Dally, 
1967; Kline, 1969), but this possibility has 
received little systematic study. Investigation is 
confounded by the fact that depression itself 
often produces weight loss. Crammer and Elkes 
(1968) reported weight gain in responders to 
desipramine, but regarded this as a limited 
phenomenon which never built up to obesity 
and was due to reversal of depression-induced 
weight loss. 

This paper will report findings derived from 
a therapeutic trial in which amitriptyline was 
used as a maintenance treatment in recovered 
female depressives. Unexpectedly, reports of 
excessive weight gain and craving for carbo- 
hydrates emerged as frequent complaints by 
patients soon after recovery, and were suffi- 
ciently marked in some cases to result in refusal 
to take further medication. A systematic study 
was therefore undertaken, both of the clinical side 
effect and of a possible mechanism in glucose 
and insulin metabolism. The design of the 
maintenance trial, involving medication mainte- 
nance and withdrawal in well subjects, enabled 
drug effects to be investigated free of the effects 
of depression. 


MxzTHOD 

Subjects 
Subjects were 51 female depressives aged 26-60, 
derived from one of two clinics partipating in a larger 
out-patient therapeutic trial of maintenance amitrip- 
tyline and social casework, of which details have been 
described elsewhere (Paykel zt al., 1973). Inclusion in 
the trial wag limited to patients achieving an initial 
. rating of at least 7 on a three area scale of severity of 
depression of range 3-15 (Raskin et al., 1970) and 
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responding with at least 50 per cent improvement to 
four wecks preliminary treatment with amitriptyline. 
In order to confine the analyses reported to patients 
who were well during maintenace treatment, subjects 
were also excluded who at any point underwent 
clinical relapse, defined as persistent return of 
symptoms to the initial criterion severity rating of 7. 


Medication 

Patients were treated with amitriptyline in a 
flexible dose within the range of 100-150 mg. daily. 
Mean doses were 123 mg. in the third month of 
treatment and 117 mg. in the seventh month. For the 
first three months (including initial treatment when 
depressed) all patients received amitriptyline. They 
were then assigned by randomization to three groups: 
maintenance on active amitriptyline; withdrawal 
double blind to placebo; and open withdrawal to no 
medication. Ín both cases drug withdrawal was in 
two steps, the dose first being halved for one month. 
Treatment continued in these three groups for a 
total of nine months. Preliminary analyses showed no 
differences in the present side effect between open 
withdrawal and placebo groups, and these were 
therefore combined, leaving two groups, mainte- 
nance amitriptyline (№ = 19) and drug withdrawal 
(N = 32). In addition, half the subjects in each 
group received weekly psychotherapy from social 
workers, but this treatment was also found in preli- 
minary analyses not to influence the side effect. 


Ratings 

Subjects were weighed monthly and were rated by 
the treating psychiatrists. Symptom ratings included 
the 13-point depression scale, a global rating of 
severity of illness, the Brief Psychiatric Rating Scale 
(Overall and Gorham, 1962), and a modified version 
of the Hamilton Rating Scale for Depression (Hamil- 
ton, 1960). Systematic appetite ratings were made on 
later subjects after the side effect was recognized. 
These included a bipolar thirteen point rating of 
appetite increase and decrease, and ratings on four 
point scales of craving for carbohydrates and feelings 
of faintness relieved by eating. They were made on 
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initial assessment, after two months and six months 
treatment. Additional self-report ratings of appetite 
increase and decrease were obtained at two-month 
intervals on all patients. 


Insulin tolerance tests 

Intravenous insulin tolerance tests were carried 
out on a partial sample of subjects. Twelve subjects 
were tested during the third month when all were on 
amitriptyline, and retested during the seventh month 
when 5 were still on amitriptyline and 7 had been 
withdrawn. An additional 11 were tested in the 
third month but not retested, due in all except two 
cases to supervening relapse. 

Subjects were admitted to hospital overnight. The 
test was begun between 9.00 a.m. and 10.00 a.m., 
and was preceded by 10 hours of no medication, food 
or smoking. Patients rested for at least one hour before 
the test to avoid alterations in growth hormone related 
to exercise (Schalch, 1967). Blood samples of 10 ml. 
were drawn through a Cournand needle situated in 
an arm vein. After removal of an initial blood sample, 
glucagon-free regular bovine insulin (Regular Iletin) 
was injected in a dose of o+ 1 unit per kilogram of body 
weight. Further blood samples were removed at 
intervals of 15, 30, 45, 60, go and 120 minutes. 
Serum glucose was determined by the glucose oxidase 
method of Fales et al. (1961). Serum free fatty acids 
were determined by the method of Mueller and 
Watkin (1961). Serum insulin and growth hormone 
were measured by double-antibody immuno-assay 
(Soeldner and Slone, 1965; Boden and Soeldner, 
1967). 


RESULTS 
Weight gain 

Weight gain was examined separately for the 
first three months when all patients were on 
amitriptyline, and the next six months when 
some had been withdrawn. During the first 
three months most patients gained weight 
rapidly. This gain might well have been associa- 
ted with recovery from depression. When the 
groups were compared, the patients later to be 
withdrawn from amitriptyline showed a slightly 
higher mean weight gain (4-59 kg.) than those 
destined to be maintained on the drug (3 -33 kg.). 
The difference was not statistically significant 
and reasons for it are uncertain. 

Weight changes from the third month onward 
are illustrated in Fig. 1. The subjects maintained 
on amitriptyline continued to gain weight 
steadily. Their mean weight gain over the last 
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six maintenance months was 2:50 kg., almost 
doubling their total weight gain. By contrast, 
subjects withdrawn from amitriptyline did not 
show this continuing gain. After a smaller gain ' 
during the month of withdrawal, when the 
medication dose was halved, they lost a little 
weight and then regained it. T'heir mean weight 
gain over the last six months was 0:20 kg. The 
difference between the two groups in weight 
gain over these six months was highly significant 
(t = 2:82; p < -or). 


e—e Maintenance Amitriptyune 


Gan O---0 Drug Withdrawal 


WEIGHT 1 





CHANGE 
IN Kg 
0 
Loss 
-1 
MONTHS TREATMENT 
Гю. 1.—Weight gain from third month (stayt of drug 
withdrawal). 


These subjects were also followed up six 
months after the termination of maintenance 
treatment. Weight changes were examined in 
a sub-sample of 11 subjects who withdrew from 
active medication and remained off it over the 
follow-up period. They lost weight, the mean 
loss being 2:38 kg. By contrast 17 patients who 
have been off medication in maintenance 
treatment, and remained off it during the six 
months follow-up period, remained almost 
steady in weight (mean weight gain = 0:45 kg.). 
The difference between the two groups fell 
minimally short of statistical significance (t = 
2-01; р = 0:57). This finding would support 
the view that weight gain in the amitriptyline 
group was due to the drug; the mean weight loss 
of 2-4 kg. was close to the excess gain shown by 
maintenance amitriptyline patients. 
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These mean values do not fully convey the 
severity of the weight gain in some subjects. 
Thus, one patient started treatment with an 


' initial weight of 68 kg., 2 kg. below her usual 


weight, gained 6 kg. (14 Ib.) in the first three 
months and a further 6 kg. in the next six 
months. She then stopped the medication and 
in the following six months lost 10 kg. Another 
women presented initially with a weight of 
63 kg., 6 kg. below her normal weight. In 
the next four months she gained 18 kg. (39 1Ь.), 
and she then refused to take the medication 
any longer or to attend the out-patient clinic. 
A year later her weight had dropped 5 kg. 
A third patient put on 11 kg. (24 lb.) over 
three months. She attended a weight-watchers 
organization twice, and after the second session, 
when her continuing weight gain was apparent 
to all, became very upset, ultimately developing 
a major depressive relapse. 


Craving for carbohydrate 


Ratings of overall appetite failed to differen- 
tiate the two groups significantly, although they 
showed trends towards increased appetite in 
the masntenance amitriptyline group. However, 
there were striking findings with respect to 
craving for carbohydrates. These are shown in 
'Table I. Ratings were made on a sub-sample of 
patients,*using a scale range 1-4 (none, mild, 
moderate, severe). They were made initially, 
after two months and six months treatment. At 
initial rating during the acute episode there 
was little craving for carbohydrates in either 
treatment group. Both groups reported some 
craving during the second month, when both 
were on active medication. At the sixth month 


TABLE I 
Ratings of craving for carbohydrate (1—4 scale) 











Maintenance Drug 
amitriptyline withdrawal 
= I5 exo t 
value 
Mean S.D. Mean S.D. 
Initial rating .. 1°43 0:79 1:30 0:68 0°36 
Second month.. 2-73 1:10 2:50 1:16 o:51i 
Sixth month 2:60 0:99 1:41 O'71 3:94* 


* p < соо: 
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the group remaining on active medication still 
reported the craving, while the medication 
withdrawal group showed little evidence of it. 
The difference between the two groups was 
highly significant. 

The magnitude of this difference is best 
appreciated by comparing the frequency with 
which subjects reported any degree of this 
craving, of borderline or greater extent. In these 
terms 87 per cent of the maintenance amitripty- 
line patients reported this effect in the sixth 
month, as opposed to 29 per cent of non-drug 
patients (x^ with Yates correction = 8-42; 
р < -о:). Moreover, in the amitriptyline 
patients there was a significant correlation 
between the amount of weight gain in the six 
months after drug withdrawal and the degree 
of craving for carbohydrate in the sixth month 
(г = +59; p < :05). 

As these findings would suggest, spontaneous 
reports by patients of craving for carbohydrate 
were among the most prominent complaints 
clinically. They usually developed after between 
one and two months treatment. There was a 
ravenous appetite for a variety of sweet sub- 
stances, including chocolates, cake, pastry and 
ice-cream. One patient reported being unable 
to wait for frozen pastry to thaw before eating it. 
Although these cravings suggested the possibility 
of hypoglycaemia, they were not associated with 
feelings of faintness or dizziness. 


Relationship to dose and to depression 


Relationship to dose of medication was 
examined by product moment correlations. 
Carbohydrate craving in the second month was 
significantly related to dose of amitriptyline 
(т = :42; N = 27; p < :05). At the sixth 
month the relationship fell short of significance 
owing to the small number of subjects (г = :44; 
N = 14; NS). Weight gain however, was not 
related significantly to dose. 

A further set of analyses were made to exclude 
effects of depression. The subjects had been 
selected for absence of clinical relapse, but it 
was possible that a greater prepondernace of 
sub-clinical depression in the subjects with- 
drawn from drug might explain differences. To 
explore this possibility, symptom ratings were 
used; on these no significant differences were 
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found between amitriptyline and withdrawal 
groups. As a further precaution depression 
ratings were used as covariates to adjust group 
means for weight gain and sugar craving. The 
between-group differences remained significant, 
indicating their independence of depression. It 
should not, incidentally, be concluded that 
amitriptyline was ineffective. These patients 
comprised only a selected and limited sample of 
subjects from the drug trial biased by omission 
of relapses. Evidence from the main trial 
reported elsewhere showed therapeutic efficacy 
for the maintenance drug treatment (Paykel 
et al., 1973). 


Intravenous insulin tolerance 


Two tests were available, in the third month 
when all patients were on amitriptyline, and in 
the seventh month when some had been with- 
drawn. For analysis, third month tests were 
used as baselines to examine the effect of drug 
withdrawal, using changes over the same time 
in patients maintained on amitriptyline as 
controls. There were no significant differences 
in fasting values of glucose or insulin, or in 
serial changes over the two hours following the 
insulin injection. Patients on amitriptyline 
showed the normal responses with decrease in 
serum glucose and free fatty acids to a nadir 
15-30 minutes after the insulin infusion and 
the usual compensatory rise in growth hormone 
reaching a peak 45-60 minutes after insulin. 

Correlations were also examined between 
insulin tolerance parameters and degree of 
carbohydrate craving, at the time of the first 
test, using all 23 subjects on whom tests were 
carried out at that time. Only two correlations 
were significant at the 5 per cent level; 45 
minute growth hormone (г = +44) and бо 
minute growth hormone (г = +49). Both these 
suggested that in patients on amitriptyline 
greater carbohydrate craving was associated 
with a higher growth hormone response to 
exogenous insulin. 

Correlations between insulin tolerance para- 
meters and symptom ratings of depression were 
also examined in view of previous work indi- 
cating insulin resistance in severely depressed 
patients (Mueller et al., 1969). Symptom ratings, 
made at a monthly rating within three weeks 
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of the insulin tolerance test, included the thirteen 
point depression severity scale, the global rating 
of severity of illness, and individual ratings 
from the modified Hamilton Depression Scale" 
and the Brief Psychiatric Rating Scale. Findings 
for the depression severity scale and the global 
rating of severity of illness are shown in Table II. 
Glucose values showed a consistent pattern 
indicative of insulin resistance. More severely 
depressed patients showed higher glucose values, 

particularly from 30 minutes on. They also 
showed smaller falls in glucose expressed as a 
percentage of baseline. There was also a ten- 
dency to lesser growth hormone values at go and 
120 minutes. These findings, especially those 
for glucose, appeared specific to depression. 
When a variety of ratings of individual symp- 


TABLE II 


Correlations between insulin tolerance and symptom 
ratings in third month 








Time Global Depression 
Test in severity severity 
minutes of illness scale 
Insulin Baseline *20 . 
Glucose Baseline *25 *40* 
15 -18 "35 
30 "37 :61** 
45 .божжж -72%%% 
60 656 * бож 
9o Jos жж» 
120 jo*** ote 
% Fall in 30 — —*51* 
glucose from 45 —+65*** gyk 
ine 60 —'5B** —-40 
Free fatty Baseline *14 03 
acid 15 "34 19 
30 "22 10 
45 -28 10 , 
60 "II —:01 
go "II 07 
120 -04 10 
Growth Baseline 13 05 
hormone 15 937 22 
II *OI 
4 — "23 —*16 
О —*32 —*80 
== 50% "— *52* 
120 —4] ө —'5i* 





*р< 05; ** p< ‘01; *** p < 


^ 
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toms were examined they were consistently 
found for ratings of depressed mood, but were 
absent for such other symptoms as anxiety, 
psychomotor retardation and hostility. The 
findings were in keeping with those previously 
cited for severe depression, but were here 
extended to the mild range, since these patients 
were all substantially recovered. This sample 
did, however, include the 11 additional subjects 
excluded from the main study on account of 
later relapse, and many of these showed some 
symptoms at the time of rating. 


Discussion 

This study indicates that continuing treat- 
ment with amitriptyline after recovery from 
depressive illness results in significant unwanted 
weight gain. Even, more striking is a consider- 
able craving for carbohydrate foods which is 
more marked than any general increase in 
appetite and which is dose-related. When the 
drug is withdrawn the carbohydrate craving 
subsides and the excessive weight gained is lost. 
The mechanism for this side effect remains 
unclear. It is not merely a reflection of recovery 
from depression. Neither is it mediated through 
hypoglycaemia or any direct effect on insulin 
tolerance. Minor depression in these patients 
was, however, associated with insulin resistance. 

The design of the present study enabled effects 
of recovery from depression to be separated from 
effects of continuing treatment. The most rapid 
weight gain occurred, in fact, in the first three 
months, during clinical recovery and before the 
period shown in Fig. 1. A little over half the 
total mean weight gain could be attributed to 
this. The remainder occurred only after the third 
month and in patients maintained on the drug. 
An additional control was provided by the 
group withdrawn double blind on to placebo. 
Although in the main analyses these subjects 
were pooled with patients withdrawn overtly, 
separate analyses showed no difference between 
the two withdrawal groups and confirmed that 
findings for the relatively crude rating of carbo- 


* hydrate craving were not due to observer bias 


or patient expectations. 

Increased appetite and weight gain are cer- 
tainly not effects of all mood-elevating drugs in 
well patients; the amphetamines are well known 


for their anorectic effects. Weight gain is, 
however, a recognized concomitant of treatment 
with another group of psychotropic drugs, the 
phenothiazines (Dally, 1967). The mode of 
action is not clear. Tricyclic antidepressants 
show some similarities to phenothiazines in 
ring structure and pharmacological action 
(Klerman and Cole, 1965). Recently, cypro- 
heptadine, a drug with a tricyclic structure and 
antihistaminic action, has also been found to 
produce weight gain (Bergen, 1964; Benady, 
1970). The mechanism by which cyproheptadine 
produces the weight gain remains uncertain. 
Drash et al. (1966), reported a slight reduction 
in fasting blood sugar levels, but Bergen (1964) 
did not confirm this. 

The mechanism of this side effect of ami- 
triptyline is also not clear. An indirect action 
via depressed mood was ruled out by sample 
selection and the analyses of covariance. The 
weight gain did appear due to increased food 
intake. The factors regulating appetite are 
complex, but one important factor is the effect 
of diminished glucose levels on the hypo- 
thalamic appetite centres (Grossman, 1955). 
In the present case the most central side effect 
seemed to be the carbohydrate craving. It was 
more marked than weight gain or general 
appetite increase, and was dose-related. This 
craving originally suggested the possibility of 
hypoglycaemia. Hypoglycaemia can be pro- 
duced by MAO inhibitors (Cooper and Ash- 
croft, 1966) and has been reported in a single 
case of a diabetic on insulin who was also 
treated with amitriptyline and perphenazine 
(Shader and DiMascio, 1970). 

This simple explanation can be ruled out. 
There was no evidence from resting levels of 
either hypoglycaemia or hyperinsulinism. Nor 
was there any abnormal sensitivity to exogenous 
insulin as reflected in glucose or free fatty acid 
levels. In contrast to these two direct effects of 
insulin, the growth hormone rise following 
injection of insulin is mediated by hypothalamic 
Stimulation in a protective response to hypo- 
glycaemia (Frohman et al., 1968). There was no 
direct evidence of an abnormal growth hormone 
response in the comparison of amitriptyline and 
control groups, but there was a correlation 
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between height of growth hormone response 
and degree of carbohydrate craving in patients 
on amitriptyline. Patients with more carbo- 
hydrate craving showed a greater degree of 
growth hormone response to hypoglycaemia. 
'This raises the possibility that amitriptyline 
may alter hypothalamic sensitivity to a given 
level of glucose. This action might well be 
shared by other drugs with similar structure, 
such as cyproheptadine and the phenothiazines. 
For the latter group other hypothalamic effects, 
such as hypothermia and endocrine changes, 
have been described (Goodman and Gilman, 
1970). This possible action remains, however, 
speculative. 

What the insulin tolerance tests did show was 
a correlation between minor depression and 
insulin resistance, mainly reflected in the 
glucose response. This finding, although inci- 
dental, is interesting. Previous studies in severely 
depressed untreated patients have indicated 
correlations between depressive manifestations 
(particularly psychomotor retardation) and 
diminished glucose response (Mueller et al., 
1972). The present data extend these findings 
to the mild range. These patients were all 
substantially improved from their initial de- 
pressed state, but some, particularly among the 
additional subjects who later relapsed, showed 
mild depression. The correlations were specific 
to depressed mood, providing further support 
for a more general relationship between insulin 
resistance and depressive affect. 

Since this study involved only a single drug, 
we cannot say whether the side effect of carbo- 
hydrate craving and weight gain is specific to 
amitriptyline or characteristic of all tricyclic 
antidepressants. Within the group of tricyclics 
general similarities in pharmacological actions 
are high (Klerman and Cole, 1965). We did 
attempt, after completion of the main study, to 
change some patients to other tricyclic anti- 
depressants; the results were equivocal. 

In describing this side effect we would 
certainly not argue against the use of amitripty- 
line. Its efficacy in acute depression is clear 
(Klerman and Cole, 1965), and evidence is 
accumulating of maintenance efficacy (Paykel et 
al., 1973; Mindham et al., 1973). The weight gain 
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was not large in most cases, and the therapeutic 
benefit would well outweight it. However, in 
a small proportion of cases weight gain was 
marked and intractable, causing considerable 
distress and interfering with treatment. Such 
complaints of weight gain and craving for 
carbohydrates, developing soon after recovery 
on tricyclic antidepressants, should not merely 
be discounted as return of normal appetite but 
recognized as a possible side effect. Although 
the requirements of the therapeutic trials did 
not permit adequate investigation of the issue, 
both the dose relationship found and clinical 
experience of the effect suggested it could be 
controlled to some extent by reducing the dose. 
For a minority of more severe cases, however, 
it may render early discontinuation necessary. 


SUMMARY 

This paper reports excessive weight gain 
associated with craving for carbohydrates, 
occurring as a side effect of treatment with 
amitriptyline. Subjects were 51 depressed 
women who had responded to initial treatment 
with amitriptyline and remained well. Nineteen 
were maintained on amitriptyline for nine 
months; 32 had the medication withdrawn 
after three months. Both groups gained weight 
during recovery. Subsequently the amitriptyline 
group continued to gain weight exfessively, 
while the drug withdrawal group did not. 
This difference was not due to persisting de- 
pression. Withdrawal of active drug after nine 
months treatment was followed by weight loss. 
Amitriptyline patients also reported a striking 
and dose-related craving for carbohydrates, 
developing within one or two months of starting 
the drug. Fasting insulin and glucose, and 
intravenous insulin tolerance were not affected, 
and the mechanism of the side effect is not clear. 
However, in confirmation of previous work, 
insulin resistance was found in subjects with 
minor residual depression. 
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e Is Response to Antidepressants an Aid to the Differentiation 


of Response-specific Types of Depression? 


By M. FAKHR EL-ISLAM 


INTRODUCTION 


The problem of classification of depressive 
illness has in recent years been reviewed by 
Kiloh and Garside (1963), Sandifer et al. (1966), 
McConaghy et al. (1967), Kendell (1968 and 
1968a), Roth (1969) and Roth and Kerr (1970). 
Among the parameters differentiating types of 
depression, response to antidepressants has been 
employed by Pare et al. (1962), Lopez Ibor 
(1962) and Kiloh et al. (1962); their results 
suggest that one type of depression responds to 
the tricyclic group of antidepressants and the 
other to the monoamineoxidase inhibitors. 

The present investigation is an attempt to 
study the effect of antidepressants in relation to 
the severity of the depressive illness rather than 
to individually specific predispositions. 


Cask MATERIAL AND METHODS 


A prospective study was carried out at the 
main psychiatric out-patient clinic for the 
Health Insurance Medical Service in Cairo 
from March 1967 to October 1971. The popula- 
tion served derives mainly from industrial 
factories and trade organizations in Central 
and East Cairo. 

The patients investigated suffered from de- 
pressive illness in which a mood of sadness was 
the primary and leading manifestation. The 
patients usually complained of feeling sad, or 
the sadness was inferred from their facial ex- 
pression or from the content of their talk. Cases 
where a sad mood might have been masked by 
a sense of inertia or exhaustion were not 
included. 

' Patients who responded to antidepressants by 
full remission (outcome group A) or partial 
remission (outcome group В) in their first 
- attack treated during the period of study were 
included in the series when they developed a 


recurrence of depression. A recurrent depression 
was diagnosed when it occurred after at least 
six months’ remission. 

Nialamide, a monoamineoxidase inhibitor 
drug (M) was given to patients suffering from 
mild depression. A tricyclic drug (T), which was 
either imipramine or amitriptyline, was given 
to the more severe cases showing marked re- 
tardation, severe agitation, marked weight loss, 
suicidal features and/or depressive delusions, as 
described by Lewis (1934). Imipramine was 
used for retarded cases and amitriptyline for 
agitated cases. All drugs were used in thera- 
peutic doses of 75-300 mg. daily and in main- 
tenance doses of 50-100 mg. daily. Therapeutic 
doses were reduced to maintenance doses after 
a full remission had been achieved and main- 
tained for two weeks (outcome group A), or 
when a partial remission left some symptoms 
that persisted for two weeks in spite of con- 
tinuation of therapeutic doses (outcome group 
B). Gases which did not respond to antidepres- 
sant drug therapy (outcome group С) in first 
attacks were not included in the study. These, as 
well as С group cases of recurrent depression, 
had to have other therapeutic measures. 

A therapy pair was formed by every two 
successive illnesses in the same patient. Thus a 
patient who had one recurrence had one 
therapy pair, a patient with two recurrences 
had two therapy pairs... etc... .; the number 
of therapy pairs equals that of recurrences. 


RESULTS 
Because of the nature of the population 
served, the majority of cases of depression seen 
at this clinic were males aged 22-58 years 
(mean 35:5 years); the few female depressed 
patients seen were not included in the series for 


the sake of homogeneity. 
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The study concerned 158 male patients 
having recurrent depressions. Altogether they 
had 259 recurrences during the period of 
investigation (Table I). 


TABLE I 
Depressive recurrences and therapy pairs 





Number Number 
of of therapy 

patients pairs 
Cases with one recurrence .. 89 89 
Cases with two recurrences.. 44 88 
Cases with three or four re- 
` currences . Ё " 25 82 

158 259 





Therapy pairs were divided into four groups: 
TT, TM, MT and MM. In the TT group the 
patients had tricyclic drugs in the two treatments 
of the therapy pair. In the TM group, the 
patient had a tricyclic drug in the first treat- 
ment of the therapy pair and monoamineoxidase 
inhibitor in the second; the reverse order 
obtained in the MT group. Patients included 
in the MM group had monoamineoxidase 
inhibitor drug therapy twice in the therapy pair. 

Table II shows the outcome of therapy pair 
groups. If the outcome of both treatments in a 
therapy pair was the same this was rated con- 
cordant (AA or BB). If the results of therapy 
were better in one treatment than the other in 
the therapy pair this was rated partially con- 
cordant (AB or ВА). Cases that failed to show 


"TABLE II 
Outcome of therapy in various therapy pair groups 





Number of therapy pairs 
Therapy outcome | —————7———————————— 
TT MM TM MT Total 





Concordant АА .. 12 17 17 10 56 
BB... g B R ig 5 

Partially 
concordant AB .. 10 18 16 13 57 
BA .. 7 102 8 7 34 
Discordant AC .. 5 rr 7 6 29 
BC .. 5 10 8 8 з 





48 86 68 57 


improvement in the second of treatments of 
therapy pairs were rated discordant (AC or BC). 

There was no statistically significant differ- 
ence in the distribution of outcome concordance, 
partial concordance or discordance among the 
four therapy groups. If one depressive illness 
reacts better to T than to M type drugs while the 
other does better with М than Т, then in each 
case the same drug will tend to produce the 
same result in successive recurrences. Accord- 
ingly, one can expect concordance in treatment 
from first to second attacks in a therapy pair to 
go with concordance in outcomes. But con- 
cordance in treatment shows only a random 
association with concordance in outcome 
(Table III). 


Tase ПІ 
Outcoms of therapy in similar and different treatment pairs 





Number of therapy pairs 
Therapy outcome === 
Similar Different Total 


Concordant  .. .. 56 52 108 
Partially concordant .. 47 44 91 
Discordant zs зә gi 20 4 60 
194 125 259 

DiscusstoN . 


Pare et al. (1962) interpreted the different 
responses of depressed patients and their first 
degree relations to monoamineoxidase inhibitors 
and tricyclic derivatives as a pointer to the 
presence of two independent underlying de- 
pressive predispositions. On the other hand, 
Roth and Kerr (1970) pointed out that the 
effectiveness of antidepressive remedies in both 
groups of patients with depressive disorders 
‘testifies to the physiopathological factors they 
must have in common’. Moreover; we do not 
know the extent to which the pattern of de- 
pression remains consistent in the same patient 
in recurrences of the depressive illness, though 
Roth and Kerr suggested that a ‘limited cross- 
over’ takes place. Having suffered from {һе 
manifestations of depressive illness once, patients 
and their relations tend to learn to pick them 
earlier in subsequent attacks, and therefore - 
these patients re-present with milder symptoms, 


M 


* 


м. 


іп recurtences. On the other hand, patients who 
have experienced the dietary restrictions assp- 
ciated with monoamineoxidase inhibitor anti- 
depressant therapy anticipate the same therapy 
and restrictions in some instances on recurrence; 
they put up with recurring symptoms trying to 
‘pull themselves together’ in order to avoid the 
expected inconvenience. They become more ill 
and present to the psychiatric clinic only when 
they have lost all interest in food and have 
lost weight, thus qualifying for tricyclic anti- 
depressant therapy of their recurrence though 
they had monoamineoxidase inhibitor therapy 
in these earlier attacks (TM therapy pairs). 

The criteria employed to distinguish the 
features of severe from those of mild cases of 
depression might be considered by others to 
differentiate between neurotic and endogenous 
depressive illness. However, the consequential 
occurrence of both groups of features in the same 
individual was common enough to deny support 
to any hypothesis postulating a consistent one- 
to-one relationship between individuals and the 
severity/type of depressive illness. 

Having used patients as their own controls 
from one attack of depressive illness to another, 
it is concluded from the absence of any significant 
over-representation of concordance of response 
to antidepressants in similar therapy pairs that 
the present investigation does not lend support 
to the suggestion that various patients have 
individually specific predispositions to respond 
to one group of antidepressants rather than the 
other. It is therefore suggested that antidepres- 
sant therapy be administered according to the 
severity of the illness without bias as to typo- 
logical response specificity. 


SUMMARY 
-Among 158 young adult and middle-aged 
depressed patients, the first attack seen during 
the period of investigation (4°5 years) as well as 
259 recurrences were treated with monoamine- 
oxidase inhibitor or tricyclic antidepressants 
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according to depression severity, irrespective of 
their previous response to one drug or the other. 
The incidence of concordance or discordance in 
therapy outcome did not differ to any significant 
extent between cases treated similarly or differ- 
ently in successive attacks of depressive illness. 
Therefore, under the conditions of this experi- 
ment, the results obtained do not provide evi- 
dence for regarding antidepressants as a specific 
aid in ‘typing’ depressed patients according to 
their therapeutic responses. There is evidence 
that the whole range of depressive symptoma- 
tology could be displayed by a single patient 
over a number of attacks of illness. 
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Oral Contraceptives and Psychiatric Disturbance : 
Evidence from Research* 


By MYRNA M. WEISSMAN and ANDREW E. SLABY 


INTRODUCTION 


There is a commonly held conviction among 
physicians and the lay public that oral con- 
traceptive agents are associated with a high 
incidence of adverse psychological effects, parti- 
cularly depressive symptoms. This belief is 
enhanced by a body of literature which includes 
case reports, studies of small samples, and overall 
side effect incidence rates (1-22). Careful, 
adequately controlled, objective studies of 
emotional reactions are, however, lacking, and 
this can be ascribed to the serious problems 
inherent in the design of such studies. For 
example, adequate control groups are difficult 
to establish, and contraceptives cannot easily 
be randomly assigned. Studies using a placebo 
must also introduce other contraceptives; non- 
random processes operate in the selection of 
women for study. Suggestibility secondary to 
use of m€dication requires placebo double-blind 
studies in order to differentiate the psycho- 
logical from the pharmacological effects. 

Overall incidence reports of psychological 
side effects are of questionable value. A large 
' number of women are using oral contraceptives, 
and so it is inevitable that psychological 
disturbances will arise during the time these 
agents are in use, and these reactions may be 
unrelated to the drug. Since reliable overall 
incidence rates of psychological disturbance in 
the general population are not available, 
increased incidence in oral contraceptive users 
cannot be easily determined. These problems 
are compounded by the fact that oral contra- 
ceptives differ in their pharmacological pro- 
perties and that attrition from contraceptives is 
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high regardless of the particular method used. 
In this paper we present a synopsis of the repre- 
sentative studies which form the body of avail- 
able evidence. We will focus on a critique of 
their methodology in an attempt to determine 
what conclusions about psychiatric side effects 
are justified, given the available data. 

The results presented from these studies will 
be considered in terms of their evidence for 
either a pharmacological or a psychological 
effect. A pharmacological effect is likely to be 
relatively independent of the premorbid per- 
sonality and suggestibility of the patient, 
whereas a psychogenic effect will more probably 
be related to the patient's suggestibility, expec- 
tations and overall adjustment, or may be the 
consequence of using a contraceptive. 


Synopsis ОЕ THE LITERATURE 


The earliest studies of the behavioural effects 
of oestrogenic and progestational compounds 
were reviewed in 1966 by Glick (3), who noted 
several phases of investigation. The earliest work 
began in 1942 following the discovery of these 
hormones which led to their therapeutic use in 
psychiatric conditions. However, the doses used 
in these studies were small, and remissions noted 
were probably spontaneous. The next phase of 
studies, according to Glick, began in 1960 with 
the advent of the oral contraceptive agents 
used for birth control and in the treatment of 
various obstetrical and gynaecological condi- 
tions. These studies were largely clinical case 
reports of mood changes concurrent with oral 
contraceptive use. Even these clinical reports 
were contradictory. At least three studies 
reported that depression decreased on the ‘pill’; 
while others reported a 2 per cent to 30 per cent 
incidence of depression and still others associated 
the development of depressive symptoms with 
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predisposition to affective reactions. Similarly 
equivocal findings were reported for dysmenor- 
rhoea, euphoria, and frequency of intercourse. 
Glick concluded from his review that there was 
not enough evidence in the literature to arrive 
at definitive. conclusions about behavioural 
effects of the.oral agents, and that carefully 
controlled pilot studies were still needed. 

Since 1966 there have been several further 
studies. Kane, in 1967 (11) asked doctors to 
refer women suspected of having psychiatric 
symptoms secondary to progestational agent use. 
Fifty such women werc studied, all but one of 
whom were using the medication for contracep- 
tion. All were interviewed concerning their 
experience with the oral agents. Of the 50 
women 11 were psychiatric in-patients. While 
28 of the women reported adverse effects (e.g. 
depression, decreased libido, lethargy), 11 re- 
ported increased well-being and 11 no change. 
Historical data did not predict response. This 
study lacked controls, and the subjects were 
pre-selected for psychiatric symptoms; the 
reporting of adverse psychological effects was 
therefore to be expected and cannot necessarily 
be attributed to the oral contraceptive. 

Moos, in 1968 (17), reported a retrospective 
survey of graduate student wives, collecting 
data on psychiatric symptoms from 450 women 
using the agents and from 298 not doing so. 
'Ihe results indicated that menstrual distress, 
irritability and depression tended to occur early 
in oral contraceptive use and diminished to a 
low level over time. This was a careful study of 
substantial sample size. However, attrition from 
oral contraceptive use because of effects attri- 
buted to the ‘pill’ was high and in the same 
range as for IUD use. Tremendous individual 
variability in reactions was noted at both 
extremes, with subjects reporting both benefits 
and adverse psychological effects. 

Lewis and Hoghughi (15) compared 50 
clinically depressed patients on oral contracep- 
tives with 50 non-randomly selected women in 
their practice. Those using the ‘pill’ tended to be 
older. When affective status was assessed, the 
authors found that women taking oral contra- 
ceptives were significantly more depressed. 
However, examination of the reasons for pre- 
scription indicated that pre-selection factors 


might have existed. For example, several women 
were noted to have been prescribed oral con- 
traceptives for social and psychiatric reasons. 
Premorbid history of depression was associated 
with increased depression. While the investi- 
gators concluded that a relationship between 
oral contraceptive use and depression existed, 
any aetiological relationship was uncertain. 
One interpretation from their data was that 
women with a history of depression may more 
frequently have oral agents prescribed and 
report adverse effects. 

Culberg (1) studied 198 women prospectively 
during their first six months of use of the oral 
contraceptives. Fourteen per cent had psychi- 
atric disturbance during the first month, and 
13 per cent stopped pill use before six months 
elapsed. The patients who dropped out and 
reported psychiatric disturbance had a consi- 
derably higher frequency of premorbid diffi- 
culties, were initially negative to ‘pill’ use, and 
were insecure both about the ‘pill’ as a mode of 
contraception and about sexual relations. The 
authors concluded that the patients’ expectations 
of the ‘pill’ were fulfilled, and that these results 
suggested a psychological rather than nesessarily 
a pharmacological effect. 

Another prospective study of psychological 
side effects was reported by Herzberg et al. in 
1970 (g) and 1971 (10). One-hundred-and- 
fifty-two women attending a family planning 
clinic and on the oral agents (not randomly 
selected as to method of contraception or inclu- 
sion into the study) were compared to 40 women 
attending the same clinic who were using either: 
the cap or the sheath method. ‘Pill’ users were 
interviewed three times during r1 months, but 
non-users were interviewed ‘at less regular 
intervals’, so that more opportunity was avail- 
able to elicit symptoms in the 'pil group. After 
11 months, 6 per cent of the women on oral 
contraceptives and 2 per cent of the controls 
complained of moderate to severe depression. 
The numbers, however, were too small to 
establish statistical significance. The women 
who developed depression as a side effect had 
higher neuroticism scores (using the MMPI), 
suggesting that a small number of women with 
poor premorbid psychological adjustment tend . 
to report more depressive symptoms when on 
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the ‘pill’. Since those who stopped use had more 
pre-morbid neurotic and depressive symptoms, 


ore symptoms over an 11-month period, since 


p is not surprising that they complained of 


MN 


recurrence of symptoms is a commonly observed 
clinical phenomenon. 

The second report by Herzberg ei al. (10), 
compared oral contraceptive users and women 
on the IUD. Again the authors found that those 
stopping ‘pill’ use because of depression had 
more premorbid psychiatric symptoms and were 
rated as more neurotic before they began 
medication. Interestingly, this study also re- 
ported an improvement in mood in both those 
women continuing ‘pill’, and in those on IUD; 
the women attributed this to having found an 
effective contraceptive. The investigators con- 
cluded that susceptibility of the individual to 
developing symptoms is probably of greater 
importance than the pharmacological composi- 
tion of the ‘pill’. 

Recently there have been reports of double- 
blind studies. Unfortunately, the study reported 
by Marcotte et al. (16) in 1970, used only four 
subjects. While good in intent, it does not have 
sufficient sample size to allow of reliable con- 
clusions. Grounds (8) also employed a double- 
blind trial of a contraceptive and an inert pill. 
Patients continued with their usual contraceptive 
method (UD, cap or sheath) while being assign- 
ed randomly to one of two groups (10 patients in 
each), and were followed for two months. The 
women on oral contraceptives reported more 
depressive symptoms than the controls in the first 
four weeks; this report was independent of pre- 
morbid neuroticism. These symptoms decreased 
significantly after four weeks. Symptoms re- 
ported by patients on the inert pill were signi- 
ficantly related to premorbid neuroticism and 
did not change over two months. The investi- 
gators concluded that early side effects from the 
‘pill’ do occur and are probably biochemical in 
origin. However, they note that patients were 
deliberately asked about side effects, so their 
findings may not necessarily apply to patients’ 
spontaneously elicited complaints. While the 
sample size was too small to draw conclusions, 
the method employed allowed for some differ- 

„entiation of psychological from pharmacological 
effects in that neither the patient nor the 
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physician knew if an oral contraceptive was 
being used. This study also corroborated the 
finding of earlier studies that reports of psychic 
disturbances while on the ‘pill’ are frequently 
associated with a history of premorbid 
disturbance. 

In 1971, Goldzieher (4, 5) reported on a 
double-blind placebo-controlled study. The 
investigator was well aware of the problems 
inherent in self-selected populations and in- 
vestigator bias. He studied 398 subjects during 
1,523 menstrual cycles, using a crossover design 
involving placebo and one of four active oral 
agents. The amount of oestrogen in the con- 
traceptives varied from high to none at all. 
Although Goldzieher’s study represents an 
attempt to be double-blind and to form a 
crossover, neither was truly complete. Only 
10 per cent of the subjects receiving active 
agents were randomly tagged to use, in addition 
to the ‘pill’, a vaginal cream or foam, which was 
to be used by all subjects on placebo. In addi- 
tion, at the time of crossover not all groups were 
involved. The results of this study, however, 
are of considerable interest. They suggest a 
slight increase in nervousness during the first 
treatment cycle with subjects on the high 
oestrogen preparations, but not with those on 
the other contraceptives. No increase in the 
overall incidence of depression was observed. 
The authors noted that these data did not 
exclude the possibility of a pharmacological 
effect of the ‘pill’ on mood. However, the true 
incidence of drug-related complaints was far 
lower than had been indicated by uncontrolled 
investigation. Large samples studied in a care- 
fully controlled fashion would be required to 
test for the existence of side effects of very low 
frequency. The authors discussed the problems 
of spontaneous incidence of adverse effects 
which might be attributed to the contraceptive 
agent rather than to coincidence or psychic 
induction; for example, they noted that one 
of the two patients who withdrew from the trial 
because of severe emotional repercussions was 
in fact taking placebo. 


DisaussioN 


The available studies on oral contraceptives 
and psychiatric side effects should be consi- 
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dered hypothesis-generating rather than hypo- 
thesis-confirming. As yet there are few data to 
justify the belief that oral contraceptives cause 
psychiatric symptoms-on a pharmacological 
basis. 

There is evidence that premorbidly disturbed 
women and those with high expectation of 
adverse side effects will develop symptoms when 
placed on oral contraceptives. There is also a 
suggestion from placebo-controlled studies that 
mild psychic disturbances may develop during 
the first four weeks of use and then gradually 
disappear. These transitory symptoms appear 
to be related to the ingredients of the ‘pill’; they 
are unrelated to the patient’s premorbid adjust- 
ment, and may be associated with the taking of 
high oestrogen preparations. 

Some contradictory findings have reen re- 
ported also. For example, Moos, in a retro- 
spective study, found that то per cent of the 
women reported an increase in symptoms, but 
another 10 per cent reported a decrease 
associated with oral contraceptive use (17). 
This Jarge individual variability in reactions to 
oral contraceptives led him to raise the issue of 
dose-relationsbip and variability due to different 
preparations. Recent biological studies give 
indirect evidence for a possible pharmacological 
effect related to the various constituents of the 
‘pill’. For example, the work of Klaiber (13) 
suggests that oestrogens may have a beneficial 
effect in reducing depressive symptoms; the 
inclusion of women on high oestrogen oral 
contraceptives might therefore conceivably 
account for the reports of a reduction in 
depressive symptoms. 

Klaiber et al. (13) studied a selected popula- 
tion of 17 moderately to severely depressed out- 
patient women. Blood samples for plasma 
monoamine oxidase were drawn on days 1 and 
14 of the menstrual cycle and twice a week 
from day 15 to flow. Their findings demon- 
strated that pre-menopausal depressed women 
with regular menstrual cycles have higher levels 
of plasma MAO activity and greater EEG 
response to photic stimulation than do women 
who are not clinically depressed. The authors 
interpreted the data as giving evidence of 
adrenergic insufficiency. The use of oral con- 
jugated oestrogens by the depressed women 


brought about subjective improvement in the 
psychiatric symptoms, as well as moving the 
values of the physiological parameters being 
monitored towards the normal range. 

Complementary evidence was provided by 
Grant and Pryse-Davies (7) who took endo- 
metrial biopsies of a small group of selected 
women. These women were examined at 
various times in the menstrual cycles before 
and during the use of oral contraceptive agents, 
as part of a longer study of depressive mood 
change and oral contraceptive use among 797 
clinic volunteers. The incidence of women 
reporting decreased libido and/or depressive 
symptoms varied with the type of oral agent 
used, the greatest incidence being found with 
the strongly progestogenic compounds, especi- 
ally in those containing only small amounts of 
oestrogen. Indeed, women using such agents 
were also found to have high monoamine oxidase 
activity during the cycle. Those women using 
strongly oestrogenic sequential regimens had 
weak monoamine oxidase activity for most of 
the cycle and reported the lowest incidence of 
depression and decreased libido. This suggests 
that progestogenic stimulation may Jead to 
generalized changes in monoamine oxidase 
metabolism which has been suggested as playing 
a role in development of endogenous depressions. 
The studies of Klaiber (13), and of Grant and 
Pryse-Davies (7), are of considerable interest 
and suggest further areas which need explora- 
tion. 

Studies reported to date do not exclude the 
possibility of a pharmacological basis to the 
psychiatric symptoms associated with oral 


‘contraceptive use. However, if such an associa- 


tion exists it is probably of very low incidence 
and would require large samples to detect 
effects. The available studies have methodo- 
logical deficiencies, including the use of a self- 
selected population, investigator bias, lack of 
adequate controls and appropriate matching, 
lack of double-blind technique, low sample size, 
unreliable measurements and dependence on 
methods of data collection which are subject to 
interviewer bias and selective recall, and they 
do not allow of many conclusions. The factors 
which must be described, evaluated" and con- , 
trolled in the evaluation of adverse psychiatric 


hj 


. 


BY MYRNA M. WEISSMAN AND ANDREW E. SLABY 


side effects of oral contraceptives pose difficult 
design and execution problems. 

There are ample reasons for a psychological 
reaction to taking oral contraceptives. Among 
the obvious ones are the role of the patient’s 
expectations and suggestibility, the ‘scapegoat’ 
effect or tendency to blame coincident problems 
om to the ‘pill’, conflict and guilt over sexual 
freedom or desire for more children. These 
variables are undoubtedly difficult to define 
and measure, and require placebo-controlled, 
double-blind studies as a minimum. Even if a 
study used two contraceptives simultaneously, 
such as an oral agent combined with sheath, 
so that placebo could be substituted for the oral 
contraceptive, a set of responses to the other 
contraceptive agent would be introduced which 
it would be difficult to disentangle from тше 
to the oral agent. 

The significance of effects even if урын 
in origin should not be underestimated. How- 
ever, itis important to differentiate the biological 
from the psychogenic effect, both so as to insure 
appropriate treatment and in order to en- 
courage appropriately directed research. If the 
role of these factors could be determined, it 
might lead to quite different treatments. 

For some women, the birth of a first child or 
of additional children would definitely tax an 
already cómpromised psychic structure. An oral 
contraceptive pill may provide the only sure 
method of contraception. If the pill were indeed 


* precipitating depression pharmacologically, its 


cessation would be appropriate; but if the 
response is psychological, it may be time- 
limited or amenable to psychotherapy, and in 
such cases cessation of the use of a reliable, 
generally safe, and aesthetically pleasing mode 
of contraception could be a disservice to the 
patient. 


ADDENDUM 
Since this paper was completed, the Kaiser 
Foundation Health Plan Study on oral contra- 
ceptive users has been published. This extensive 
survey found no evidence of oral contraceptives 
aggravating a depressive history or producing a 
depressive episode. (References 23 and 24). 
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The Side-Effects of Fluphenazine Decanoate 


By D. A. W. JOHNSON 


The unwanted effects of the phenothiazines 
can be divided into two categories; those effects 
wħich represent the pharmacodynamic actions 
of a particular drug and occur as a function of 
dosage and individual susceptibility; and the 
hyper-sensitivity reactions (Shepherd et al., 
1968). This latter group of side-effects is rela- 
tively rare, and there is no suggestion in the 
literature that they occur more frequently with 
the injectable long-acting phenothiazines (LAP) 
than with the oral forms. With the first available 
long-acting phenothiazine (fluphenazine enan- 
thate) motor side-effects were frequently ob- 
served, particularly during the first few days 
after injection (Millar and Daniel, 1967; 
Lowther, 1969; Malm, 1970). Initial studies 
have suggested that fluphenazine decanoate is 
less likely to produce these unwanted extra- 
pyramidal effects (Neal and Imlah, 1968; Ayd, 
1970). So far, however, no study has attempted 
to make a quantitative evaluation of the problem 
of side-effects in the clinical situation of long- 
term medication. Since both the therapeuti¢ 
efficacy and the unwanted extra-pyramidal 
side-effects are dose-dependent, it is meaningless 
to measure the incidence of side-effects without 
also recording the therapeutic gain: a low 
incidence of side-effects might only reflect a 
non-therapeutic dose of medication. Further, 
any such study should be continued for at least 
two months after the last reduction in dosage, 
as- it is well recognized that loss of clinical 
control may be postponed for many weeks after 
phenothiazines have been discontinued. 

The present survey attempts to evaluate the 
problem of side-effects in a group of patients 
treated with fluphenazine decanoate (Modecate) 
continuously over a period of not less than 
twelve months. 


$ METHOD 
The patients included in this survey were con- 
secutive patients, under the age of 65 years, diagnosed 
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as suffering from schizophrenia and treated with long- 
acting phenothiazines (LAP). It was the policy of the 
consultants concerned to treat all patients requiring 
long-term medication with LAPs, so there was no 
other form of selection. Patients over the age of 65 
years were excluded, as it was thought that the inci- 
dence and type of side-effects in this age group were 
likely to be different from those in younger persons. 

All patients were started on LAP injections as in- 
patients, during which period they were seen daily. 
After discharge the author attempted to interview all 
patients at each hospital attendance. Each patient 
was scen at least once every month, in addition a 
relative or close friend was interviewed whenever 
possible, by a home visit when necessary. Nursing staff 
or social workers involved with the patient reported 
progress and the presence of any side-effects. Only 
patients receiving LAP continuously for twelve con- 
secutive months or longer were included in this study. 

Initially, an attempt was made to score individual 
side-effects on a rating scale (Simpson et al., 1964) for 
each symptom. The pilot study showed that unless 
these ratings were carried out almost daily the 
resultant scores were meaningless in terms of severity 
of symptoms or life disturbance of the patient. The 
following procedure for rating global severity or life 
disturbance was therefore adopted. 

Mild—Side-effects present. No modification of life- 

style necessary. 

Moderate—Side-effects interfere with normal life. 

Some modification of life-style necessary. 

Severe—Side-effects restrict life-style. Stop some 

important normal social function. 
The rating was based on the results of an interview 
and examination of the patient, using the check-list 
suggested by Simpson et al. (1964) with the addition 
of: (a) akathisia; and (b) other symptoms, and infor- 
mation obtained from other sources as described 
above. 

An attempt was made to rate patients for de- 
pression on rating scales (The Beck Depressive 
Inventory and the Hamilton Rating Scale). Despite 
previous extensive use of the Beck Depressive In- 
ventory (Heather and Johnson, 1973), the author was 
unable to demonstrate an acceptable correlation 
between the rating score and clinical depression in 
overtly ill schizophrenic patients, The scores reflected 
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psychiatric morbidity as much as clinical depression. 
Beck (1967) has previously commented оп this 
phenomenon. The only objective measurement that 
could be made for the incidence of depression was the 
decision to start anti-depressive treatment. 

The indices used for estimation of therapeutic gain 
were hospital admission and days spent as an in- 
patient. Each patient has been used as his own 
control. To do this, the hospital admissions during 
a period immediately preceding the first injection of 
LAP and equal in length to the follow-up time were 
compared with admissions after the first injection. 
The calculation was made separately for each case 
and the results totalled. Both the number of admissions 
and the total length of hospital stay were recorded. In 
these data, all admissions which resulted in the 
initiation of LAP medication were excluded. This 
must, of course, introduce a definite bias against the 
efficiency of LAPs, but we have thought it wise to 
err on the side of under-estimation of any benefits 
gained. The choice of this method allows direct 
comparison with the therapeutic gain recorded in 
previous surveys (Denham and Adamson, 1971; 
Johnson and Freeman, 1972). 


Dosage 

Each patient was commenced on fluphenazine 
decanoate 12:5 mgm. by intramuscular injection 
following a period on oral medication. Providing no 
untoward toxic effects were recorded, a second injec- 
tion of fluphenazine decanoate 25 mgm. was given 
after a ten-day interval. All further dosages were 
decided on an individual basis. The dosage was 
increased either by increasing the amount prescribed 
for any one injection, or by reducing the interval 
between each injection, to a level that controlled 
symptoms. These changes were only effected after a 
period on LAPs, with the patient receiving 25 mgm. 
every two or three weeks. The decision concerning the 
initial regime was entirely empirical, based on the 
weight and age of the patients and a clinical im- 
pression of the severity of the illness. If the patient 
experienced any side-effects the dose was reduced, 
again by manipulation of each dose and the interval 
between each injection, until the side-effects were 
abolished or symptom control was lost. In some 
patients it was not possible to achieve this state of 
equilibrium, and the dose regime was discontinued 
(Johnson and Freeman, 1973). All patients were 
prescribed oral anti-parkinsonian drugs as a routine. 
All additional medication was recorded. 


RESULTS 


Table I shows the age and duration of 
follow-up of the 140 patients included in the 


THE SIDE-EFFECTS OF FLUPHENAZINE DECANOATE 


TABLE I ° 
Patients in survey 
Number of patients 140 
Range of follow-up 12—20 months 
Mean duration 15 months 
Age range 17-65 years 
Mean age 56 years 


study. Thirty-four per cent of the patients ex- 
perienced side-effects, 15 per cent ‘Mild’, 11 per 
cent ‘Moderate’, and 8 per cent ‘Severe’. 
Three patients required admission for treat- 
ment of their side-effects. In a high proportion of 
patients the side-effects disappeared completely 
when their dosage of fluphenazine decanoate was 
adjusted. In 11 per cent of patients side-effects 
persisted despite regular medication with anti- 
parkinsonian drugs and having their LAP 
medication reduced to the absolute minimum 
compatible with therapeutic levels. 

The type of side-effect experienced (hyper- 
sensitivity reactions excluded) is shown in 
Table II. The patients did not always complain 
of akathisia; 14 patients made no specific 
complaint of this symptom. Patients did not 
have their blood-pressure recorded unless clinic- 
ally indicated, so the patients listed under 
‘hypotension’ are those who experienced symp- 
toms of postural hypotension and may, therefore 
be an underestimation of the true lowering 
of blood pressure. 

Forty per cent of new side-effects occurred 
within the first three months of treatment. 
The appearance of the remaining new side- 
effects was distributed equally over the period 





ТАВІЕ П 
Side-effects—symptoms 
Number of % 
Symptoms patients patients 

Akathisia ET ex 34 23 
Parkinsonism .. eu 27 19 
Blurred vision .. E 10 7 
Excess salivation " 6 7 
Dystonic reaction 25 3 2 
Hypotension .. „3 2 I 

Dyskinesia (lips and 
tongue) m Ds т © ї 

83 symptoms in 47 patients 


BY D. A. W. JOHNSON 


of follow-up. Within the interval between one 
injection and the next, 70 per cent of new side- 


а e occurred between the second and sixth 


ay after the injection. All dystonic reactions 
occurred within seventy-two hours of the last 
injection. 

Akathisia and parkinsonism were both more 
common in women, and the incidence increased 
with the age of the patient. The dystonic 
reactions all occurred in men. The solitary case 
of dyskinesia was in a woman in her late fifties. 

Twenty-one patients (15 per cent) received 
treatment for depressive mood swings during 
the follow-up period. In some patients the 
depression was worse during the week following 
the LAP injection, in others their mood was 
most depressed in the period immediately 
before their next injection was due. It was not 
possible to determine a temporal relationship 
between the LAP injection and depression of 
mood. The proportion of patients who experi- 
enced side-effects while on anti-depressant 
medication in addition to LAP was not statistic- 
ally different from those on LAP alone. How- 
ever, the number of patients involved was small, 
since some of the depressed patients received 
ECT alone. 

For this group of patients the reduction in the 
re-admission rate was 38 per cent, and the 
reduction 4n terms of days as an in-patient was 
56 per cent. 


Discussion 

Published studies indicate that between 20 
and 43 per cent of patients treated with oral 
phenothiazines exhibit extra-pyramidal side- 
effects (Denham, 1961; Ayd, 1966; Shepherd 
et al., 1968), the highest incidence being amongst 
the piperazine group (Ауа, 1961; Shepherd et 
al.; 1968), of which fluphenazine is a member. 
A single study (Kennedy et al., 1971) reports a 
prevalence of 88 per cent of patients manifesting 
some form of motor disturbance on trifluo- 
perazine after prolonged use. This last study 
differs in method from other studies as it 
involved regular detailed examination of each 
patient by two observers. The figure reported 
in the presqnt survey (34 per cent) is likely to be 
- an underestimate, since patients over 65 years 
. have been excluded, and another survey 


. 
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(Johnson and Freeman, 1973) has demonstrated 
that between 5 and 6 per cent of patients 
discontinue their LAP—at least for a temporary 
period—-because of side-effects. The true inci- 
dence of side-effects is, therefore, likely to be 
nearer 40 per cent. This survey shows a slightly 
lower incidence of parkinsonian type side-effects 
than usually reported. One explanation is that 
all patients were on regular anti-parkinsonian 
medication (benzhexol 5 mg. b.d. or t.d.s.). 

These results would suggest that, providing 
sufficient care is taken over the dose regime and 
with careful regular monitoring of the patient, 
the incidence of side-effects with LAP is not 
likely to be substantially different from that 
experienced with oral medication. Some of the 
previously published views on side-effects have 
been based on a misconception of the pharmaco- 
logical action of the long-acting fluphenazines 
(Johnson, 1971). It is critical that the clinician 
should appreciate the full potential for manipu- 
lation of the medication, both of the dose 
administered at one injection and of the interval 
between injections. The total dose tolerated 
over a given time interval may be significantly 
raised if smaller doses are administered more 
frequently. This method of administration 
possibly prevents the serum level from rising 
above a theoretical threshold level (Johnson 
and Freeman, 1972). The author's own dose 
regime varied between 50 mg. weekly and 12:5 
mg. every five weeks. 

It has been suggested (B.M.7., 1971) that 
whilst extra-pyramidal features are common 
during the early days of treatment with LAPs, 
they gradually decrease. The results of this 
survey indicate that 60 per cent of new side- 
effects first occurred after three months regular 
medication. Johnson and Freeman (1973) have 
previously reported, in a different patient 
sample, that side-effects are just as likely to 
occur after six months as during the first' three 
months. This must emphasize the need to keep 
the regime of administration under constant 
review, even when the patient has apparently 
reached a stable clinical state. 

It has been suggested (Alarcon and Carney, 
1969) that possibly depression is particularly 
common with the long-acting phenothiazines. 
This study identifies a mood swing requiring 
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treatment in 15 per cent of patients but fails to 
establish a temporal relationship with the date 
of injection. Some depressions occurred carly 
and others late in the injection cycle. This 
demonstrates yet again the complexity of the 
association between a depressed mood state 
and schizophrenia. It would be wrong to assume 
that there is any evidence that fluphenazine 
has any specific effect on mood different from 
the action of other phenothiazines. 

The reduction in the readmission rate (38 per 
cent) and duration of in-patient stay (56 per 
cent) is similar to that reported in other series. 
Johnson and Freeman (1972) showed a reduc- 
tion in the readmission rates of 43 per cent after 
a twelve-month follow-up, and 26 per cent after 
24 months, in a group of unselected schizo- 
phrenic patients. Denham and Adamson (1971) 
report an even greater reduction of 74 per cent 
in a gróup of schizophrenic patients more highly 
selected and with a better prognosis. It could not 
be claimed that the moderate incidence of 
side-effects reported in this survey was at the 
expense of therapeutic gain. 


; SUMMARY 
A group of 140 schizophrenic patients, under 
the age of 65 years, treated with fluphenazine 
decanoate, was followed up for a mean period of 
fifteen months. The side-effects were carefully 
monitored. The incidence and types of side- 
effects were recorded. These unwanted effects 
were shown to be dose-dependent, and in two- 
thirds of patients could be abolished by manipu- 
lation of the dose regime, without any loss of the 
therapeutic gain associated with the use of long- 
acting phenothiazines. The need for a flexible 
dose regime under constant supervision is 
emphasized. 
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By C. RAYMOND LAKE and WILLIAM E. FANN 


‘Altered thyroid states may influence the 
effects of psychotropic drugs. Prange (19632) 
reported a case in which moderate factitious 
hyperthyroidism and imipramine treatment 
seemed to interact to produce paroxysmal 
auricular tachycardia. Later, this author and his 
colleagues described increased lethality in imi- 
pramine in hyperthyroid mice (Prange et al., 
1962) and decreased lethality in hypothyroid 
mice (Prange «і aL, 1963b). Similar effects 
have been found for phenothiazines (Ashford 
et al., 1968). More recently it has been shown 
that a variety of physiological and behavioural 
effects of phenothiazines are amplified in hyper- 
thyroid mice (Park et al., 1973). Furthermore, 
Selye and Szabo (1972) found that thyroxine 
sensitized the rat to the toxic effects of haloperi- 
dol. 

However, no definite demonstration of in- 
creased toxicity of an anti-psychotic drug has 
been made, to our knowledge, in hyperthyroid 
patients. Indeed, reserpine has found a use in 
the treatment of thyrotoxicosis (Canary et al., 
1957) as has propranolol (Shanks et al., 1969), a 
drug which shares beta-adrenergic blocking 
properties with phenothiazines (Black et al., 
1961; de Wied, 1967). The present report 
describes a patient in whom neuroleptic-induced 
rigidity seemed greatly exaggerated by the 
presence of hyperthyroidism. 


Case REPORT 

The patient, a 54-year-old negro male, was 
admitted to a municipal hospital because of his 
rapidly deteriorating physical condition. He was 
diagnosed as schizophrenic because of irrational, in- 
appropriate, rambling speech and possible hallucina- 
tions. He was also noted to be clinically hyperthyroid, 
with increased pulse rate, diaphoresis, weight loss, 
and tremor? Because of his mental symptoms he was 
“given chlorpromazine 200 mg./day for two weeks. 


No decrement in psychiatric symptoms was noted, 
and chlordiazepoxide 40  mg./day, thioridazine 
200 mg./day and haloperidol 6 mg./day were then 
added. Because of the onset of a waxy hypertonicity, 
the diagnosis of ‘catatonic schizophrenia’ was enter- 
tained. As a result of this, and because of bis in- 
creasing thyrotoxic state, he was transferred to the 
medical service of the Durham Veterans Administra- 
tion Hospital. 

All psychotropic medications were discontinued. 
Laboratory data included the following: T, by 
column, 11:7 ug. % (normal, 2:5-6:5 ug. %): I 
uptake, 54 per cent at 24 hours (normal, 10-30 per 
cent). Clinical examination confirmed the diagnosis 
of hyperthyroidism. In addition the patient showed 
some clouding of sensorium and irrational, inappro- 
priate speech, and, most striking, a gross tremor, 
fasciculations and marked waxy rigidity that caused 
his head to remain raised from the bed when he was 
supine and his pillow removed. The arms were held 
flexed, and nearly all muscle groups were taut. He 
was treated with propylthiouracil to a clinically 
euthyroid state (T, by column, 3:8 yug. % and 
3:8 ug. % ten days apart), and during this regimen 
propranolol 60 mg. per day was given, with remark- 
able reduction in abnormal cardiovascular signs and 
rigidity. After the medication was discontinued, and 
because of continued psychotic behaviour, he was 
transferred to the psychiatric service, and haloperidol, 
8 mg. per day was instituted. No untoward reaction 
was noted. He continued to show normal muscle tone, 
was ambulatory, ate well and was much improved 
psychiatrically. For 15 days he did well on haloperidol; 
then, approximately two days after treatment with 
I'35 то.) millicuries, he began to show evidence of 
pronounced hyperthyroidism despite resumption of 
РТО 600-800 mg./day. Concomitant with the 
return of clinical signs and laboratory indication (T, 
by column, 11:9 ug. %) of increased thyroid activity, 
there was also a recrudescence of the pronounced 
Parkinson-like rigidity. Five days after radio-therapy 
the haloperidol was discontinued and propranolol 
80 mg./day was reinstituted to counteract tachycardia 
and rigidity. The patient returned to euthyroid state 
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clinically and by laboratory examination (T, by 
column, 4:2 ug. %), and tolerated resumption of 
haloperidol 8 mg./day (given to treat continued 
psychotic thought disorder) for 45 days with no 
unusual reaction. 
Discussion 

Thyrotoxic states have been shown to increase 
the toxicity of psychoactive agents in animals. 
This case illustrates an increase in neurotoxic 
symptoms (i.e. Parkinson-like rigidity) from 
exposure to one such agent, haloperidol, in a 
patient with acute hyperthyroidism, The reac- 
tion was extreme, far greater than one would 
expect from the dose given (8 mg./day) and was 
temporally related to the waxing and waning of 
his hyperthyroid state. He showed no unusual 
response to the haloperidol while euthyroid. 
Fig. 1 illustrates these relationships in graphic 
form. 

The mechanisms for this reaction are obscure. 
This case presents at first glance two theoretical 


CLINICAL HYPER- | == === --- 
THYROID 
STATUS 
EU- 
T4 ug 
RAI UPTAKE 54% 
ит 


T4 
COLUMN (aa) 
NEUROLOGICAL 
STATE 
MENTAL STATE 
DAY 


PROPYLTHIOURACIL 


CLOUDY 


paradoxes: Thyrotoxicosis purportedly-increases 
central monaminergic activity (Prange et al., 
1970; Emlen et al., 1972); here it appears to 
have potentiated the action of a compound һай ы 
putatively blocks central monamine activity. 
Another paradox is this: propranolol, a beta- 
adrenergic blocking agent, should further reduce 
central monaminergic activity, and thereby 
increase rigidity; in our case this compound 
seemed to help alleviate the rigidity. It may be 
that propranolol has centrally mediated mustle- 
relaxant properties and this contributed to 
relieving the pronounced rigidity seen in this sub- 
ject (Sinha et al., 1967; Strang, 1965). However, 
the observations that our subject became very 
rigid on haloperidol while hyperthyroid and 
tolerated the same dose while euthyroid strongly 
suggest that propranolol may have played a 
part in decreasing the symptoms, but does not 
obscure the relationship between rigidity and 
thyroid state. 
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Рю. 1.—Relationship of the patient's neuropathology (ngidity) to clinical and laboratory thyroid ‘Status, 
haloperidol administration and other medication. Day 1 is day of admission to Durham V.A. Hospital. 
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Also, óne would expect that in a hyperthyroid 
state metabolism of haloperidol would be 


Еа о тнк and so lower its blood levels, but, 


ince metabolism of certain foreign compounds 
may actually be impeded in thyrotoxic states 
(Gillette, 1963), it is possible that serum halo- 
peridol levels were higher than the same oral 
dose would afford in euthyroidism. Higher 
serum levels might in this manner reach toxic 
levels. On the other hand, it is possible that the 
neuroleptic interferes with oxygen utilization 
of certain neurons, and in the presence of 
increased metabolic demand the usual neuro- 
toxicity could be amplified by this relative 
neuronal hypoxia. There is, of course, also the 
possibility that this pronounced reaction to 
haloperidol represents an idiosyncratic response 
in this individual. However, the observation that 
the hyper-rigidity came on during episodes of 
thyrotoxicosis and not while the patient was 
euthyroid militates against such a conclusion, 
though it does not, of course, rule it out. More- 
over, it is also unlikely that such rigidity could 
be due solely to thyrotoxicosis, though it could 
be an atypical manifestation of this condition. 


SUMMARY 


The influence of altered thyroid states on 
adverse effects of psychotropic drugs has been 
demonstrated in animals and suggested in man. 
A case is reported which demonstrates increased 
neurotoxic rigidity apparently due to halo- 
peridol in a hyperthyroid patient. Marked 


525 
rigidity was associated with ы admini- 

stration during episodes of hyperthyroidism. 

Haloperidol was well tolerated in the euthyroid. 
state. 
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* The Influence of the 1968 Glossary on the Diagnoses of 


English Psychiatrists 


By R. E. KENDELL 


Since 1949 the diagnoses given to all patients 
admitted to psychiatric hospitals in England and 
Wales have been collected and tabulated, 
initially by the General Register Office and 
more recently by the Ministry of Health and its 
successor the Department of Health and Social 
Security. These data are published regularly 
and have been used for many purposes—to 
follow trends in admission and discharge rates, 
to predict future bed and manpower needs, 
and in international comparisons. Before 1970 
there was no official nomenclature and psychi- 
atrists used whatever diagnostic terms they 
wished when completing the S.B.H.15 index 
cards provided for each patient (Department of 
Health and Social Security, 1970, Appendix A). 
In the Department of Health these diagnoses 
were converted into 3-digit numbers, using a 
complex code developed by the General Register 
Office (D.H.S.S., 1970, Appendix B), and 
finally these code numbers were grouped to- 
gether to make them conform as well as possible 
with the nomenclature of the 7th edition of the 
International Classification of Disease (ICD 7). 
Inevitably this procedure was unsatisfactory. It 
was cumbersome; it only permitted a few broad 
diagnostic categories to be distinguished with 
any confidence; and it involved making a 
number of arbitrary assumptions about the 
relationship between the different nomen- 
clatures involved. 

In 1968, with the aim of remedying this 
situation, the Registrar General's Advisory 
Committee on Medical Nomenclature and 
Statistics produced a Glossary providing defini- 
tions for all the categories and sub-categories 
recognized in the mental disorders section of the 
new (8th) edition of the International Classifica- 


*tion (General Register Office, 1968). The com- 


mittee's intention was that, from 1970 onwards, 
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psychiatrists throughout the country should be 
asked to use the nomenclature of this classifica- 
tion and be helped to do so in a consistent and 
uniform manner by the definitions provided in 
the Glossary. In November 1969 sufficient 
copies of the Glossary for each consultant and 
senior registrar, together with an explanatory 
letter, were sent to every psychiatric hospital 
and unit in England and Wales. The changeover 
took place on 1 January 1970, and thereafter 
the old 3-digit code was abandoned and the 
diagnoses entered on the new HMRI (PSYCH 
I/P) index cards coded directly in the 4-digit 
code of ICD 8 (Department of Health and 
Social Security, 1972, Appendices A and В). 

"The purpose of this study was to assess the 
impact of the introduction of this nomenclature 
and its companion glossary on the diagnoses 
made by English psychiatrists. 


METHOD AND RESULTS 


A series of 1,000 in-patient index cards was 
obtained for each of the two years 1968 and 
1971 by extracting from D.H.S.S. files every 
nth first admission over the age of 15 to any 
psychiatric hospital or unit in the country. 
Each patient’s diagnosis as recorded at (a) 
‘Psychiatric condition for which admitted’ and 
(b) ‘Underlying or associated cause of condition 
in (a), ifany’ was then transcribed onto separate 
sheets, together with the corresponding code 
numbers and their age and sex, but not their 
names. These two sets of diagnoses were then 
compared. The years 1968 and 1971 were chosen 
in preference to 1969 and 1970 to avoid the 
change over period itself. 

As the data summarized in Table I demon- 
strate, there was little difference between the 
two. Only 27 per cent of the 1971 diagnoses 
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TABLE I 
1968 and 1971 diagnoses compared 
Diagnosis 1968 1971 
Expressed in ICD8 
nomenclature ЧР .. 25:296 27:094 
Adequate for ICD* 3-digit 
coding T " .. 62-496 62-69 
Adequate for ICD* 4-digit 
coding Ne + 136% 39:596 
Total number of depressions 397 405 
Proportion adequate specified 
for ICD* 3-digit coding .. 34:596 34* 395 





* ICD 7 in 1968 and ICD 8 in 1971. 


were really expressed in the nomenclature of 
ICD 8, and this was unlikely to have been due 
to conscious effort, since much the same propor- 
tion had been expressed in this way in 1968, 
before the nomenclature was introduced. By 
making a number of reasonable assumptions, 
for example that ‘senility’ means ‘senile de- 
mentia’ and that ‘psychopath’ is equivalent to 
“personality disorder’, it was possible to allocate 
63 per cent of the 1971 diagnoses to the appro- 
priate one of the twenty ICD 3-digit categories 
(290—309) available, but this was no different 
from the proportion of the 1968 diagnoses 
which could be allocated similarly, using the 
previous edition of the ICD. (The proportion 
which could be allocated to a 4-digit category 
was higher in 1971 than it had been in 1968, 
but this was due to changes in the nomenclature 
rather than in the diagnoses. Senile dementia, 
for instance, changed from a 3-digit category 
(304) in ICD 7 to a 4-digit subcategory (290-0) 
in ICD 8. 

The most important implication of these 
findings is that in 1971, as in 1968, over a third 
of all diagnoses were not expressed in terms 
recognized in the International Classification 
and were incapable of being converted to any 
ICD category. Details of these inadequate 
diagnoses are given in Table IT. By far the 
biggest group are depressions, the main problem 
being that the majority of these are listed 
simply as 'depression' or 'depressive illness". 
The international classification, however, re- 
cognizes four different types of depression— 
manic depressive psychosis, depressed type 


(296.2), involutional melancholia (296.0), react- 
ive depressive psychosis (298.0) and depressive 
neurosis (300-4); and without further informag 


tion there is no way of knowing to which of 


these the patient should be allocated. Before 
1970, patients diagnosed simply as ‘Depression’ 
were allocated arbitrarily to the manic de- 
pressive category, thereby contributing to the 
impression that manic depressive illness was ten 
times commoner in England and Wales thay in 
the U.S.A. (Kramer, 1961). Since 1970 they 
have been left in a ragbag of ‘other diagnoses’, 
which produces other problems instead. The 
other large group consists of organic syndromes 
of various kinds whose underlying pathology is 
not stated. As the grouping of organic states in 
ICD 8 is based on the underlying pathology 
rather than on the clinical picture, this produces 
an insoluble problem. Both these difficulties 
were foreseen by the Registrar General's com- 
mittee. It was stressed in the foreword to the 
Glossary that a diagnosis of depression ‘cannot 
be coded and should therefore not be made for 
statistical purposes’ and that organic confu- 
sional states ‘should wherever possible be 
classified as psychoses associated with the under- 
lying physical condition’, but these requests do 
not seem to have met with any detectable 
response. The final group of ‘other diagnoses’ in 
Table II is a motley collection with four main 
components—vague or unrecognized diagnoses 
like ‘identity crisis’; reasons for admission, such 
as ‘suicidal attempt’, unaccompanied by any . 
diagnosis; imprecise behavioural descriptions 
like ‘hysterical outburst’; and mere symptoms, 
like ‘auditory hallucinations’. 

The nomenclature of ICD8 contains a 


Taste П 
Inadequate diagnoses 





1968 1971 





Depressions inadequately 
specified .. ye 260 (72%) 266 (72%) 
Confusional state, dementia 





or organic psychosis not : 
specified further .. 37 MA 39 1%) 
Other diagnoses s 64 (189%) 63 (17%) 
AA 
Total 361 368 


BY К. E. KENDELL 


number of diagnostic terms which were not 
present in ICD 7 and were probably unfamiliar 
eto most English psychiatrists before the glossary 


‚ *" appeared—residual schizophrenia, involutional 


paraphrenia, reactive depressive psychosis, re- 
active excitation, reactive confusion, acute 
paranoid reaction and transient situational dis- 
turbance. Eight patients in the 1971 series re- 
ceived one of these seven diagnoses, whereas 
nene of the 1968 series had done so, which 
suggests that some psychiatrists at least have 
been influenced by the Glossary. These same 
diagnoses, however, were given to 24 patients 
out of a series of 250 admissions in a study in 
which a deliberate attempt was made to' use the 
Glossary categories appropriately (Cooper, Ken- 
dell, Gurland, Sharpe, Copeland and Simon, 
1972), an incidence of 9:6 per cent compared 
with 0:8 per cent here. 


DrsaussioN 
It is clear from these results that the introduc- 


tion of a new nomenclature and a companion ` 


Glossary in 1970 has had no appreciable 
influence on the diagnoses made by English 
psychiatrists. This must be disappointing to 
those responsible for producing the Glossary, 
and indeed to anyone who had hoped to make 
use of the extensive diagnostic data generated 
by the D'epartment of Health. Whether responsi- 
bility for this failure is to be attributed to 
psychiatrists’ indifference to matters of diagnosis 
and terminology or to inadequate publicity 
before the new nomenclature was introduced, 
itis clear that any future attempt to remedy the 
situation must concentrate on the task of 
convincing psychiatrists of the importance of 
using an internationally agreed nomenclature, 
rather than on improving the nomenclature 
itself. Certainly, as Wing (1970) and others 
have pointed out, the nomenclature of ICD 8 
and the definitions offered in the Registrar 
General's Glossary have many defects, but there 
is little point in labouring to eliminate these 
when there is no evidence that any attention is 
“being paid to either the nomenclature or the 
Glossary anyway. 

Lookeg at in another light, these 2,000 
diagnoses provide an interesting reflection on 
the attitudes of English psychiatrists as a whole 
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to several contentious and fundamental issues. 
They reveal a strong preference for broadly 
based clinical syndromes and a marked distrust 
of fine distinctions and aetiological assumptions. 
Fifty-two per cent of all depressive illnesses 
were listed simply as ‘Depression’ or ‘Depressive 
illness', 60 per cent of all schizophrenics simply 
as ‘Schizophrenia’ and 57 per cent of ail 
personality disorders simply as ‘Personality 
disorder’. Many of the classical diagnoses were 
remarkably rare. In the entire series of 2,000 
diagnoses there were only three diagnoses of 
melancholia and four of involutional melan- 
cholia. There was only one of delirium tremens, 
two of catatonic schizophrenia, three of simple 
schizophrenia, and five of hebephrenia, and 
none at all of paranoia. In fact, the only schizo- 
phrenic sub-type to be diagnosed at all fre- 
quently was paranoid schizophrenia (N = 45). 
The frequency of the plain diagnoses of 
Depression or Depressive illness (N = 395) 
referred to previously presumably reflects the 
widespread influence of Mapother and Lewis’s 
views that no worthwhile subdivisions can be 
made within this area. Where a dichotomy was 
recognized the endogenous/reactive terminology 
(N = 186) was preferred to the psychotic/ 
neurotic alternative (N == 53). Surprisingly few 
patients were described as manic depressives. 
The diagnosis of manic depressive psychosis 
only appeared twenty times, and only six 
depressions were categorized as manic depressive. 
Another noticeable characteristic, which pre- 
sumably reflects a distrust of neat diagnostic 
boundaries, is the presence of many ‘half and 
half? diagnoses like anxiety/depression (№ = 41) 
and schizoaffective disorder (N == 23). Qualify- 
ing adjectives of various kinds were also very 
common. Depression, schizophrenia and alco- 
holism were frequently described as acute, 
chronic or recurrent. Depressions in particular 
attracted a whole range of adjectives—agitated, 
retarded, hysterical, paranoid and puerperal, 
suggesting that the writer was struggling to 
convey more information somehow without 
committing himself to a formal subcategory. 


SUMMARY 


The diagnoses given to samples of 1,000 first 
admissions to English mental hospitals in the 
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two years 1968 and 1971 were compared in 
order to assess the impact of the introduction in 
1970 of the nomenclature of the 8th edition of 
the International Classification of Disease and 
the Registrar General’s glossary to this. The two 
series of diagnoses proved to be almost identical, 
implying that the majority of English psychi- 
atrists had paid little attention to either the 
new nomenclature or the glossary. In both 
1968 and 1971 over a third of all diagnoses 
could not be translated into any ICD category, 
and the assumption that the International 
Classification is used in this country needs 
qualifying in the light of this situation. In fact 
English psychiatrists tend to use a small number 
of simple diagnostic terms, like depression and 
schizophrenia, which reflect a distrust of ela- 
borate diagnostic distinctions, new or old, a 
distrust of aetiological assumptions, and a lack 
of interest in formal nomenclatures. 
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The Relationship Between the Depressive Illnesses 


By G. A. FOULDS 


CATEGORIES AND DIMENSIONS 

In discussion of the wider issue of the charac- 
teristics of, and the relationship between, the 
classes ‘psychosis’ and ‘neurosis’, Maxwell 
(1972) wrote: *. . . the majority of all patients 
tend to have a basic core of symptoms, neurotic 
in type, which lend themselves to a dimensional 
description, but one whose prominence de- 
creases somewhat as we pass from neurotic 
through affective psychotics to schizophrenics. 
In addition there are the psychotic type 
symptoms, which are rare and haphazard in 
occurrence. These are virtually absent in 
neurotics: they are most common in schizo- 
phrenics, but still not sufficiently numerous or 
patterned to support a clear-cut typology or 
to lend themselves to a dimensional description. 

In any sample of the general population, 
even neurotic type symptoms will be very far 
from normally distributed. Furthermore, one of 
the differentia between symptoms and persona- 
lity traits would be lost if we were to think in 
terms of neurotic symptoms being normally 
distributed. All members of the general popula- 
tion are characterized in more or less degree by 
any particular personality trait; not all members 
of the general population are characterized by 
neurotic symptoms. It is awkward to have to 
think in terms of a dimensional description of 
neurotic symptoms only when one has got 
safely—or, more likely, very precariously— 
within the psychiatric universe, and to have to 
eschew such thinking when outside it. It seems 
inadvisable, therefore, to think in terms of a 
dimensional description of any form of personal, 
or psychiatric, illness. The reference group 
should be the general population, and this 
forces us into the use of categories. 

When membership in a category is being 
determined by means of an inventory, a single 
affirmed item should be sufficient to place such 
a respondent in the category. Since, however, 
subjects may misread or misinterpret a few 


items, the size of any score represents the degree 
of likelihood of any such misinterpretations. It 
does not indicate severity of illness. One must, 
therefore, select a reasonable cut-off point with 
a view to minimizing error. Such a cut-off 
point should be the same for all clusters of items 
of equal length, regardless of distribution or of 
capacity to differentiate between criterion 
groups. The question one is trying to answer is: 
‘Does this subject have any state, any symptom, 
any delusion?' 

Degree of distress experienced must contri- 
bute not to that, but to the degree of certainty 
that X has that symptom. Is this a reasonable 
assumption? X says he is unbearably distressed 
by feeling so low in spirits that he has sat for 
ages doing absolutely nothing. Y says he is a bit 
distressed by feeling so low in spirits that he has 
sat for ages doing absolutely nothing. Are we 
justified in concluding that X is more likely 
‘really’ to have that symptom? Probably we are. 
Are we justified in concluding that X is more 
likely ‘really’ to be depressed? Almost certainly 
we, are, and is not this what we are after? On 
the other hand, we would have no confidence 
that X with four delusions was more deluded 
than Y with three delusions; but a dimensional 
approach would require an affirmative answer. 

If categories were to be forced upon us, the 
speculation of Kiloh et al. (1972) that 'endo- 
genous depression has the quality ofa categorical 
illness, whilst neurotic depression is an ex- 
pression of a dimension of personality’ (even 
apart from the switch from the ‘illness’ to the 
‘personality’ universe) would be unacceptable. 
More acceptable would be the debate as to 
whether depressive symptoms (would that the 
disputants kept to that one universe!) are 
unimodally or bimodally distributed. Even if 
the point that the reference group should be 
the general population were rejected, Eysenck’s 
(1970) claim that two dimensions are needed 
adequately to distinguish between neurotic 
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and psychotic depression would be still more 
unacceptable, since symptoms of psychotic 
depression are very far from normally distri- 
buted even in a psychiatric population. 

If we are to be concerned with categories 
rather than with dimensions, the important 
questions become: ‘How many useful categories 
of depression are there?’ If there are at least two, 
‘What is the relationship between them ?” 


DIFFERENTIATION AND DESORIPTION 

In a study by Garside et al. (1971), out of 15 
items which distinguished between neurotic and 
psychotic depression only two were positive for 
neurotic depression. This result is very similar 
to that obtained by Foulds (1965). Garside’s 
two items were ‘precipitating events’ and 
‘somatization’. The first is not a symptom, but 
a putative cause of a symptom. Neither is 
specific to neurotic depression. No one would 
make a diagnosis of neurotic depression on the 
basis of precipitating events and somatization. 
No characteristic has been unearthed without 
which one would not make a diagnosis of neurotic 
depression; but it is with just such characteristics 
that one must concern oneself if one’s problem 
is the relationship between neurotic and 
psychotic depression. These characteristics must 
lie within the universe of symptoms and signs, 
and not in events or conditions antecedent to, or 
consequent upon, the development of such 
symptoms and signs. The category must first be 
identified by means of the necessary and 
sufficient conditions for placing any person in 
that category. Only then can one seek to dis- 
cover characteristics which are descriptive of, 
but inessential to, membership of that category. 
Kiloh et al. (1972) have confused diagnostic 
differentiae with descriptive characteristics 
(Foulds, 1962). There is no dimension of 
personality in the absence of which one would 
refrain from making a diagnosis of neurotic 
depression. 


Tue Hmrarony or CLASSES OF 
PERSONAL ILLNESS 
If, then, one is concerned with categories 
rather than with dimensions, Maxwell (1972) 
can be interpreted to mean cither that most 
schizophrenics have some neurotic symptoms, 
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more affective psychotics have some neurotic 
symptoms, and all neurotics have some neurotic 


B 


symptoms; or, alternatively, that one can b&* . 


more certain that all neurotics have some neurotic 
symptoms than one can that all affective 
psychotics have some neurotic symptoms, and 
still more certain that all neurotics have some 
neurotic symptoms than one can that all schizo- 
phrenics have some neurotic symptoms. 

The first interpretation would constitute 
partial support for the hierarchy proposed earlier 
(Foulds, 1965)—all ‘disintegrated psychotics 
have some of the symptoms of partially inte- 
grated psychotics and of neurotics; all partially 
integrated psychotics have some of the symptoms 
of neurotics; all neurotics have some of the 
symptoms of neurotics. Whether the second 
interpretation supported the hierarchy would 
depend upon the degree of certainty regarded 
as acceptable. 

For the sake of the argument, let us suppose 
that the necessary and sufficient condition for 
making a diagnosis of psychotic depression—in 
the absence of symptoms or signs of disintegrated 
psychosis—be the presence of intropunitive 
delusions, and that the necessary and süfficient 
condition for making a diagnosis of neurotic 
depression—in the absence of symptoms and 
signs of psychosis—be the presence of a state (or 
prolonged mood) of depression. Yt would follow 
that all those who manifested intropunitive 
delusions would also manifest a state of de- 
pression; but not all those who manifested a 
state of depression would manifest intropunitive 
delusions. 

Foulds and Caine (1959), in fact, had found 
that items to do with depressive affect, criticism 
of one’s own functioning (being slower, less able 
to concentrate, etc.) and complaints of poor 
general health were affirmed frequently, but 
failed to differentiate between neurotic and 
psychotic depressives. These items were, there- 
fore, descriptive of both groups of depressives; 
but they were not differentiae. Only delusions 


of guilt ‘differentiated between the groups., 


There were no sub-scales or indices on which 
neurotic depressives significantly exceeded psy- 
chotic depressives. These results woutd, there- 
fore, be in accord with the opinion of Kiloh «t al. 
(1972) that ‘neurotic depression is а diagnosis 
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made by exclusion of the features of endo- 
genous depression’, and of Foulds (1965); but 
«he latter would add that psychotic de- 
pression is a diagnosis made only after excluding 
the features of disintegrated psychosis. 

In the illustration which follows attention will 
be confined to an 8-item inventory of intro- 
punitive delusions and an 8-item inventory of 
state of depression. In the case of the delusions, 
any one of three degrees of certainty with which 
the belief is held could be affirmed; in the case 
of state of depression, any one of three degrees of 
distress could be experienced. Scores, therefore, 
ranged from o to 24 on each inventory. It was 
decided that a score of 5 or more gave reasonable 
confidence that the subject ‘really’ did experi- 
ence, or ‘really’ did intend to convey that he 
experienced, some delusional belief or some 
mood of depression. 

"Thirty patients of mixed diagnoses performed 
as follows: 


SD4— SD5+ 
ID 5+ I IO 
ID 4— 7 12 


ID = Intropunitive Delusions; SD = State of Depression 

The "theory demands that the north-west 
quadrant be void. In fact, only one patient 
(clinically diagnosed as a psychopath, the only 
one in the group) fell into that quadrant. 

Of the 30 patients, 3 had been diagnosed 
clinically as Manic-Depressive, depressive phase, 
1 as Manic-Depressive, phase uncertain, and 4 as 
Neurotic Depressive. They performed as follows: 


SD4— SD5+ 

ID 5+ 2 MDd 
ID 4— 1MD? 4ND 

1 MDd 


The patient who scored low on both indices 
scored high on State of Anxiety. 

These tentative results lend some support to 
the view that the relationship between intro- 
punitive delusions and a state of depression is 
an inclusive one, such that all those with intro- 
punitive delusions experience a state of de- 
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pression, but not all those with a state of 
depression experience intropunitive delusions. 
This finding, together with those of Foulds and 
Caine (1959), Foulds (1965), Garside ^ al. 
(1971) and Kiloh et al. (1972), all point to the 
likelihood of an inclusive relationship between 
psychotic and neurotic depression, such that all 
those with *psychotic depressive! symptoms have 
‘neurotic depressive’ symptoms, whereas not 
all those with ‘neurotic depressive’ symptoms 
have ‘psychotic depressive’ symptoms. 


SUMMARY 


It is argued that we are forced into the use of 
categorical classification for all forms of psychi- 
atric illness when we use symptom indices, 
owing to the markedly skewed distributions of 
such indices in the general population. 

Re-examination of such published data, 
together with some new data, suggests that the 
relationship between neurotic and psychotic 
depression may well be an inclusive one, such 
that all those with psychotic depressive 
symptoms have ‘neurotic depressive’ symptoms, 
but not all those with ‘neurotic depressive’ 
symptoms have ‘psychotic depressive’ symptoms. 


REFERENCES 


Eysenck, Н. J. (1970). ‘The classification of depressive 
illnesses.’ British Journal of Psychiatry, 1317, 241—50. 
Founs, С. A., and Came, T. M. (1959). ‘Some symptoms 
and signs of depression in women.’ Journal of Mental 

Science, 105, 182-9. 

— — (1962). ‘The quantification of diagnostic differentiae." 
Journal of Mental Science, 108, 389—405. 

—— (1965). Personality and Personal Illness. London: 
Tavistock. 

Слвяре, R. F., Kay, D. W. K., Wirson, I. C., DEATON, 
I. D., and Rorg, M. (1971). ‘Depressive syndromes 
and the classification of patients.’ Psychological 
Medicine, 1, 333-8. 

Kiron, І. G., Anprews, G., Nemson, Mercan, and 
Biawau, С. N. (1972). ‘The relationship of the 
syndromes called endogenous and neurotic de- 
pression.’ British Journal of Psychiatry, xax, 183-96. 

MAXWELL, А. E. (1972). 'Difficulhes in a dimensional 
description of symptomatology.’ British Journal of 
Psychiatry, 121, 19-26. 


С. A. Foulds, M.A., Ph.D., Visiting Professor, Depariment of Psychology, University of Western Ontario, 


Londtn, Ontario 
(Received 30 October 1972) 


J 


г 


Brit. J. Psychiat. (1973), 123, 535-41 


Neurotic and Psychotic Forms of Depressive Illness: 
Evidence from Age-Incidence in a National Sample 


By С. С. SPICER, E. Н. HARE and ELIOT SLATER 


р INTRODUCTION 

The ability to distinguish separate types of 
disorder among patients who seem at first sight 
to have similar symptoms has been a powerful 
factor in'the progress of medicine. It is for this 
reason that the attempt to distinguish different 
varieties of depressive illness is important. In 
Britain recent studies have been concerned 
with the presence (as rated by the examining 
physician) of various symptoms and signs which 
from clinical experience have been thought 
likely to distinguish a neurotic from a psychotic 
type of depression. The investigators agree on 
the presence of these two types but disagree on 
the nature of the distinction, one school holding 
that there are two largely distinct types of illness 
and the other that the types merely represent 
the opposite ends of a continuum. The holders 
of the latter view accept that there may well be 
distinct types of depressive illness, but maintain 
that, if*so, they cannot be distinguished by 
present methods of clinical examination. The 
divergence of view has been attributed by 
Kendell (1968) to sampling differences and to 
the subjective bias of raters, and by Eysenck 
(1970) to disagreement on whether the two 
types of depressive illness are of a categorical 
nature (i.e. specific disease entities) or of a 
dimensional nature (i.e. each has a graded distri- 
bution in a population of depressed patients). 
* We have studied the problem in a different 
way. Using data from a nation-wide sample, we 
have calculated age-incidence curves for various 
diagnostic categories of affective illness, and 
examined these to see whether their inter- 
relations are more readily accounted for on a 


"unitary or a binary hypothesis. 


METHOD 


. 
Mental Health Enquiry cards are completed 
for all patients admitted to a bed in National 


Health Service psychiatric hospitals in England 
and Wales. The Department of Health and 
Social Security have made available data 
derived from these cards for first-ever admissions 
during the two years 1965 and 1966. The data 
on each case include sex, age at admission, and 
diagnosis. Thus, for patients whose condition led 
to their in-patient admission to a psychiatric 
hospital, the cases are unselected (being every 
case in England and Wales) and consecutive 
(being all admissions during the two years). As 
the population at risk was that of England and 
Wales, age-incidence rates for each diagnostic 
category could be calculated on the basis of 
the estimated total population at 30 June 1966 
(Registrar General 1968). 

The diagnostic categories of affective illness 
used by the Department of Health and Social 
Security (DHSS) are shown in Table I. The 
following points must be noted. (1) As the 
data concern only first admissions, all cases of 
‘manic-depressive illness, manic or circular’ 
may be assumed to be manic. (2) The diagnosis 
‘depressive state or reaction’ does not correspond 
to any category of the International Classifica- 
tion of Diseases, but was adopted by the Depart- 
ment because a large proportion of cases were 
diagnosed in this way and were not otherwise 
specified. We have called this group ‘depression 
NOS’. (3) We considered that the various sub- 
types of psychotic depression could appropri- 
ately be combined to form one group, not only 
because they are all included in the same general 
category of affective psychosis but because, with 
one exception, their age-incidence curves were 
closely similar. The exception was ‘manic- 
depressive reaction, other’, where in each sex 
the age-incidence curve was more like that of 
depression NOS; but the numbers of this type 
were small, comprising less than 12 per cent of 
the total of psychotic depressions. Thus, as 
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TABLE I 
Diagnostic categories of the national series 1965-66 


\ 





Department of Health definition 





Manic-depressive reaction, nianic or circular (being 


first-ever admissions, may be assumed manic) 


Depressive state or reaction (not otherwise specified) 


Manic-depressive reaction, depressive 
Manic-depressive reaction, other 
Endogenous depression 

Involutional melancholia 

Neurotic depressive reaction .. 


Anxiety state, reaction or neurosis 
All other neurotic diagnoses .. 


regards cases of depression, we may consider 
three broad categories of diagnosis; psychotic 
depression, neurotic depression, and depression 


NOS. 


RESULTS 


Table II gives the numbers of cases by sex 
and diagnosis. The age-incidence curves for the 
three’ broad categories of depressive illness are 
shown in Figs, 1 and 2. These curves, which 
show a marked sex difference, can be accounted 
for on three types of hypothesis. 

The first hypothesis is that there are three 
distinct types of depressive illness, each correctly 
diagnosed and each with a characteristic age- 
incidence. The second hypothesis, the unitary 
hypothesis, is that there is only one type of 
depressive illness, represented by depression 
NOS. The diagnoses of neurotic and psychotic 
types would then be misclassifications; they 
would represent those cases coming at one or 
other end of the depressive continuum and/or 
the cases diagnosed by psychiatrists who believed 
(wrongly) in the existence of the two types. The 
third hypothesis, the binary hypothesis, is that 
there are two distinct types of depression corre- 
sponding to the neurotic and psychotic diag- 
noses. The cases diagnosed depression NOS 
are then misclassifications and represent cases 
wheer psychiatrists found it difficult to distin- 
guish between the two types and were conse- 
quently unwilling to commit themselves, and/or 


DHSS Equivalent 
3-digit I.C.D. No. Name given here 
code (7th Revision) 

270—289 301.0 Mania 

350—369 — Depression NOS 

290—309 301.1 

310-329 301.2 Psychotic ° 

330-349 (301.1) depression 

370-389 302 | 

660-679 314 Neurotic 
depression 

600-619 310 Anxiety state 

620-654. 311-313 

680-779 315-318 | Other neuroses 





cases diagnosed by psychiatrists who believed 
(wrongly) in the unitary hypothesis. It might 
also be supposed on this third hypothesis that 
among the cases diagnosed depression NOS 
there would be a small number of types of 
depression distinct either from the neurotic or 
psychotic type. Our problem now is to look for 
further facts which might support one Of these 
hypotheses rather than the others.* 

Simple inspection of Figs. 1 and 2 suggests that 
if for each age group the cases of neurotic and 
psychotic depression are added together they 
will give an age-incidence curve rather like that 
of depression NOS though of somewhat smaller 
area. This would be improbable on the first 
hypothesis, where one would not expect any 
special relation between the three curves. It 
would be rather unlikely on the unitary hypo- 
thesis, for the only reason to suppose that two 
groups, independently extracted from the total 
cases, would yield a combined age-distribution 
curve similar to that of the remainder is that 
they were extracted principally on the basis of 
age. But on the binary hypothesis, the group 
of depression NOS would be mainly made up of 
misclassified neurotic and psychotic depressions, 
and therefore it would be a necessary conse- 


* The age-incidence curves could, of course, be 
accounted for if we supposed that about half the psychi- 
atrists in the country never made a diagnostic distinction 
between neurotic and psychotic depression and the 
remainder always did. But this seems improbable. 
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Taste П 
Numbers of patients. First admissions, England and Wales, 1965+ 1966 
Р Males 
Population of 
Age Mania Depression Psychotic Neurotic Anxiety All other England and Wales* 
NOS depression depression state neuroses (thousands) 

16- 49 559 68 176 181 235 1,529 

20— 77 1,155 176 423 359 347 1,703 

25- 75 1,163 175 501 353 343 1,541 

80— 80 1,204 231 463 385 335 1,513 

35- 66 1,442 306 499 387 327 1,533 

40- 78 1,769 450 550 356 338 1,617 

45- 7! 1,625 509 417 245 304 1,512 

50— 93 1,660 584 388 208 211 1,525 

55- 113 1,715 657 343 148 178 1,469 

60- 116 1,491 695 292 77 119 1,268 

65- 86 I,0II 485 162 51 8o 923 

70— 69 529 262 93 26 44 623 
75+ 83 490 166 6а 17 17 699 
Total 1,056 15,813 4764 4,369 2,793 2,878 17,455 

Females 
Population of 
Age Mania Depression Psychotic Neurotic Anxiety Allother England and Wales* 
NOS depression depression state neuroses (thousands) 

16- e 55 1,095 145 573 252 550 1,460 

20- 85 2,272 253 1,189 414 778 1,640 

25- 68 2,512 412 1,334 488 750 1,473 

80- 117 2,447 546 1,149 453 699 1,416 

35- 123 2,701 675 1,053 444 603 1,473 

40- 450 2,825 959 1,029 385 623 1,589 

45- 144 2,519 1,110 802 288 414 1,535 

50- 176 2,589 1,334 653 186 362 1,610 

55- 120 2,448 1,300 558 158 267 1,589 

бо- 141 2,224. 1,226 457 192 208 1,459 

65- 106 1,929 1,056 329 97 137 1,241 

70- 86 1,269 644 204 45 86 1,004 
75+ 129 1,092 548 145 37 78 1,432 
Total 1,500 27,922 10,208 9:475 3,379 5555 18,930 





* Fstimated total population, as at 30 June 1966. 


quence that its age-distribution should be very 
similar to the sum of the age-distributions of 
neurotic and psychotic depressions. 


To test more exactly how far the rates for 
depression NOS may reflect the sum of the 
rates for neurotic and psychotic depression, we 
can reformulate the binary hypothesis. Let us 
assume that cases diagnosed depression NOS 


* are misclassifications of the two basic types plus 


a small number of cases of other types, and let 


+ 


us further assume that the probability of mis- 
classification differs in the two basic types but 
for all types is independent of age. The problem 
may now be stated mathematically as follows: 


Let N; = the true number of neurotic de- 
pressions at age f. 
P, — true number of psychotic de- 
pressions at age t. 
‚ = observed number of depressions 
NOS at age t. 
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4, = probability that a neurotic de- 
pression is classified as a depression 
e NOS. 
: 2, = similar probability for psychotics. 
N, = observed number of neurotic de- 
pressions. 
P, = observed number of psychotic de- 
pressions. А 


(1—4)№ 
(1 P 
&xNi RP 
— No ү <Р 
I x E 1—4 
The presence of a number of depressions 
arising elsewhere independently of age can be 
^ allowed for by introducing a third constant C 
` in this equation so that it becomes 


&№ | Kobo 
D 
| шр; a 1—4 
This equation gives a very good fit to the 
observed age-distribution of depressions (Fig. 3), 
"m. the multiple correlation coefficient being about 
97 for, each sex (Р < -or). In spite of the 
wide difference in age-distribution of the 
neurotic and psychotic depressives in the two 
sexes, the values of the constants are very 
similar, namely: 


Then 
b N, 


SS 
it it 





Rp C 
7 Females "53 +58 18 
^4 Males +56 61 16 


The differences in the 4s are statistically 
significant, but, in view of the simplicity of the 
model are very small and not of practical 
importance. The resemblance of the constants 
seem to us much more striking than their 
differences. It is worth noting that C, the 
assumed number of patients with depressive 
illness of a type different from either the neurotic 
or psychotic types, is on average only 1 per cent 
of the patients for each age-group for males and 
a still smaller proportion for females. 

The agreement obtained does not, of course, 
indicate that the hypothesis is correct, but it does 
support what must be one of the simplest 
explanations of the data. In terms of this type of 

* analysis, the converse hypothesis—that the 
psychotic and neurotic depressives are mis- 
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160 
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60 
40 
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Fic. 3.—Age-incidence for depression NOS  (boldlines) 
compared with that calculated on the assumption that 


a proportion of neurotic and psychotic depressions are 
musclassified (fine lines). 


classifications of an underlying homogeneous 
group of Depression NOS—is not very plausible, 
because the chance of misclassification would 
then have to depend on the age of the patient 
in a rather complicated way which was quite 
different in the two sexes. 

We may consider two further expectations 
from the binary hypothesis. First, if neurotic 
depression is an entity then we would expect its 
age-incidence curve to be similar to that of other 
neurotic illness. That this is so for each sex is 
shown in Figs. 4 and 5. Secondly, if psychotic 
depression is an entity then we would expect its 
age-incidence curve to be similar to that of 
mania, for mania is generally accepted as a 
psychotic condition and is undoubtedly asso- 
ciated with some types of depression. The diffi- 
culty here is that the number of cases of mania, 
even in the present large series, is rather small. 
Nevertheless, as can be seen in Figs. 1 and 2, 
the age-incidence curve of mania shows a late 
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Fw: 5.—Age-incidence of neurotic depression, anxiety state and all other types of neurosis. 
England and Wales, 1965 plus 1966, females. 
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rise with age, similar to that of psychotic de- 
pression and quite unlike that of neurotic 

edepression. The fact that in mania the incidence 
does not fall in old age could be attributed to the 
probability that some cases of mania in old age 
occur on the basis of dementia. 


Discussion ` 

The present findings on age-incidence agree, 
closely and straightforwardly with expectation 
on the binary hypothesis, i.e. with the view that 
cases of depression NOS are very largely made 
up of a mixture of neurotic and psychotic types 
of depression. The findings would agree with 
the unitary hypothesis only in as far as the 
distinction between neurotic and psychotic 
depression is based primarily on factors associa- 
ted with the patient's age. It is, of course, 
possible that the differences in symptomatology 
which have been used to distinguish these two 
diagnoses are in fact simply the consequences of 
age. Yet most clinicians would probably agree 
that age is not a decisive and perhaps not even 
a major factor in diagnosis, and Sandifer et al. 
(1966) found no correlation between age and 
the various clinical factors which distinguished 
two types of depression in his female patients. 
However, the fact that age is highly correlated 
with diagnostic type does lessen the value of 
age-incidence as a test for the binary hypothesis. 
Noble and Lader (1972) have compared various 
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physiological measures in patients with а 
diagnosis of endogenous and reactive depression 
and found no very marked differences, but it 
did not appear that the age-distributions of their 
diagnostic groups were comparable. What is 
needed is a test independent of age, and indeed 
of any factor which may be associated with the 
clinical signs and symptoms used in diagnosis. 
In this respect it would be of interest to estimate 
monoamine-oxidase levels (Robinson, 1972) in 
patients diagnosed neurotic and psychotic de- 
pression, taking two groups with the same 
age-distribution. 
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The Iowa 500: Follow-up of 225 Depressives 


By G. WINOKUR and JAMES MORRISON 


In previous studies we have suggested that 
there are two types of depressive illness (4, 5). 
The first of these is depressive spectrum disease 
which has as its prototype the early-onset 
female depressive; the second type is pure 
depressive disease, the prototype of which is the 
late-onset male depressive. Other family studies 
support the differences between these two 
prototypes (1, 8). The early-onset females have 
a considerable amount of alcoholism and 
probably sociopathy in their male first-degree 
relatives. The late-onset males have an ordinary 
amount of these illnesses in their male relatives. 
In the families of early-onset females, female 
relatives outnumber male relatives for the 
presence of depressive illness; this is not seen 
in late-onset males, where male and female 
relativts have equal amounts of depressive 
illness. 

Relatively few clinical differences have been 
found thus far between the two groups. It would 
appear that early-onset patients as a group are 
more likely to have diurnal variation. The pre- 
index admission history does in fact separate 
early-onset patients from late-onset patients in 
that the early-onset patients are more likely to 
have had an episode before the time of the 
index admission (7). The problem is clear. By 
taking two extreme groups, early-onset females 
and late-onset males, we are dealing with two 
ends of a continuum. The fact that they may 
be representing different illnesses is attested 
to by the finding of a qualitative difference in 
family history between the two groups. Never- 
theless, there must be considerable overlap, so 
that some of the patients who have depression 


spectrum disease may actually become ill 


somewhat later than 40. Also some of the early- 
onset males may well have depression spectrum 
disease. 4n general, the best that may be said 


' is that the most distinct group of all are the 


late-onset males who are the prototypes of 


pure depressive disease. The other groups (early- 
and late-onset females, early-onset males) may 
have considerable admixtures of both groups 
in them. 

As part of a large study of 225 patients with 
depression who were admitted to the Iowa 
Psychopathic Hospital between 1934 and 1944, 
we have collected a great deal of follow-up 
material. These data will be presented in the 
present paper. We will attempt to define the 
relevant associations of follow-up data with age 
of onset, age at index admission, and sex of 
probands. 


MATERIALS AND METHODS 

Two hundred and twenty five depressives, 
100 manics, and 290 schizophrenics who were 
admitted to the Iowa Psychopathic Hospital 
between 1934 and 1944 were selected according 
to strict research criteria. For a depression 
diagnosis, a dysphoric mood was necessary, and 
in addition 5 of the following symptoms: poor 
appetite or weight loss, sleep difficulty, energy 
loss, agitation or retardation, loss of interest or 
decrease in sexual drive, guilt feelings, diffi- 
culty in concentrating, suicide thoughts. Fur- 
ther, the episode had to have lasted at least 
one month with no evidence of pre-existing 
psychiatric illness such as alcoholism, anxiety 
neurosis, hysteria, etc. 

There was a routine follow-up at the Iowa 
Psychopathic Hospital, which was recorded in 
a portion of the chart and was separate from 
the initial work-up. For this present study 
follow-up information was evaluated without 
knowing the specifics of the case before or 
during hospitalization. Previous papers describe 
the methodology more fully; suffice it to say 
that although each patient’s diagnosis was 
usually evident, no details about the patient 
were known to the rater (3, 6). Further, a large 
group (N = 284) of schizophreniform type 
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patients were included in the follow-up, and 
these did, in fact, increase the quality of blind- 
ness in the evaluations. In the present paper we 
are only dealing with the 225 depressives and 
have made an attempt to separate them into 
six major groups. 

It is important to determine whether age of 
onset or age at time of index admission are 
relevant factors in the follow-up. As a conse- 
quence, four of the six groups were early-onset 
females admitted before 40 and after 40 and 
early-onset males admitted before and after 40. 
The other two groups were late-onset males 
and late-onset females (late onset == after 40). 
The groups were then compared on the number 
of follow-up variables to determine whether 
these were related to sex, age of onset, or age 
at index admission. 

Of the 225 depressive patients, 13 had no 
follow-up; 9, 8, and 22 were followed-up for 
one, three and six months respectively; 56, 9 
and 12 were followed-up for one, two and three 
years respectively; 39, 25, and 10 patients were 
followed-up for five, ten and twenty years, 
respectively. . 

The statistical procedure used was chi-square, 
2-tailed, with Yates’ correction when appro- 
priate. 'T'he follow-up variables and the relation- 
ships will be taken up in results under specific 


headings. 


RESULTS 

The change from unipolar to bipolar illness 

Nine patients of the original 225 depressive 
patients became bipolar (suffered a manic 
illness) in the course of the follow-up. Of these, 
8 were male and one was female. The pre- 
ponderance of males occurred in spite of the 
fact that out of the original 225, females out- 
numbered males 124 to 101. This preponderance 
is significant (x? = 5:6009; df. = 1; p < 
0:025). There was no follow-up in 13 of the 
225 patients; and as a consequence, of the 
remaining 212 who had some kind of follow-up 
recorded anywhere, from one month to 20 
years, 4:2 per cent had changed from unipolar 
to bipolar. 

Of the 9 patients, one had changed within 
three months of index admission, 2 had changed 
within one year of index admission, 4 had 
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changed' within two years of index admission, 
one had changed within three years of index 
admission, and one patient did not chang® 
until 20 years after index admission. Thus 8 of 
the 9 had become manic within three years of 
index admission. It would appear that change 
from unipolar to bipolar will occur relatively 
rapidly if it is going to occur at all. However, this 
is not invariably true. 

One man (T.U.) suffered a depression the 
first time in 1926. Two subsequent depressions 
occurred in 1935 and 1936. His index depression 
occurred in 1937, and there were four subse- 
quent depressions; finally, in 1967, 41 years 
after his first depression, the patient suffered 
a mania. He had thus had 8 depressions prior 
to his manic illness. 

Of the 35 patients followed-up for 10 to 20 
years, one (2-8 per cent) had become manic. 

The index depression was the first episode in 
2 patients, the second episode of depression in 4 
patients and the third successive depression in 
3 patients. 


The meaning of these findings seems clear; „ш 


one can never be certain in choosing a group of , 
depressed patients that one has the trhe uni- 
polar sample. There is always the possibility 
that a mania will occur. However, the error 
appears to be less than 5 per cent. 

Tables I and II contain the raw máterial of 
the study. 'Table I is concerned with all of the 
follow-up information, whereas Table II deals 
only with the information concerning a sub- 
stantial follow-up period of 2 to 20 years. Of 
the 108 patients who were followed for 2 to 20 
years, 41 have been followed between 10 and 
20 years and 67 between 2 and 5 years. For 
those followed between 5 and 10 years, the 
follow-up was considered to be either 5 or 10 
depending on the question of whether or not 
they were near the smaller or larger time 
period. 

Three aspects of the follow-up are noted 
below. One of these is number of episodes, 
another is chronicity of illness, and the last is. 
number of admissions to hospital. 

These three aspects of the follow-up have 
been related to age of onset, age et index 
admission, and sex. To accomplish this it has 
been necessary to use the six groups which are 
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ТАВІЕ I 
Total follow-up material on subgroups of depressives 
í Young Young Old Old Late- Late- 
early-onset early-onset carly-onset early-onset onset onset 
females males females males females males 
Number Sos de 2s $a 37 33 32 18 54 42 
"Total years follow-up (group) |. IIQ 146 136 53 186 190 
Mean follow-up years .. T 2a 3:2 44 4°3 2°9 3:4 4*5 
Number of subsequent episodes $^ 9 15 13 8 12 30 
Number of probands with one or more 
subsequent episodes 2х s 6 10 6 4 5 14 
Proportion of probands with one or 
more subsequent episodes (ex- 

7 cluding chronic) .. PE a 21% 36% 32% 36% 16% 47% 
Number of chronic... a ES 8 5 13 7 23 12 
Proportion of chronic .. B 2 22% 15% 41% 39% 43% 29% 
Number of patients with one or more 

ons E js bs 7 4 3 5 13 9 

= x 

Number of subsequent admissions... 14 15 6 9 go 20 
Subsequent admissions/year follow-up “118 *105 *044. 170 +163 “105 
Subsequent episodes/year follow-up .. *075 *105 -096 151 "065 158 
в 
NS 'TAnrz П 
Follow-up of subgroups of depressives ( follow-up period = 2—20 years) 
Young Young Old Old Late- Late- 
early-onset early-onset carly-onset carly-onset onset onset 
females males females males females males 
Number "m s s a 18 22 12 8 25 23 
Number of subsequent episodes - 7 13 9 8 11 26 
Years follow-up 5: ae .. 106 159 124 48 168 192 
Episodes/year follow-up T ss -066 “082 “073 "167 065 *195 
Numbers of chronic (2-20 years) .. 3 2 4 I 7 2 
Per cent of chronic .. be s 17% 9% 33% 13% 28% 9% 
Number of chronic (10-20 years)* .. I o I о о о 





* Chronicity in those patients who were followed for 10—20 years. 
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outlined in the methodology. Thus, a follow-up 
item might be related to age at index admission 
but not related to age of onset. It is possible to 
evaluate this by looking at the middle group, 
the early onset males and females who were 
admitted after до. If the follow-up item is 
related to age of onset, both the young and 
old early-onset groups should be similar and 
should differ from the late-onset groups. On the 
other hand, if the item is mostly related to 
index age, the old early-onset group should be 
more similar to the late-onset group and should 
be different from the young early-onset group. 


Number of episodes in follow-up 

For purposes of evaluation each episode was 
considered to last one year. As an example, a 
group which had in all 100 years follow-up and 
5 episodes of depression could then be com- 
pared to a group which had 200 years of 
follow-up and 20 episodes of depression. From 
Table I it is clear that males have more subse- 
quent episodes per year of follow-up than 
females (x? = 7:7064; d.f. = 1; p < o:or). 
Likewise males are more likely to have one or 
more subsequent episodes than females ( y^ 
6:3236; d.f. = 1; p < 0:025). All male groups 
have more subsequent episodes than com- 
parable female groups. T'hough there are trends 
for old patients (old early-onset males and 
females and late-onset males and females) to 
have more episodes than young patients, this 
does not reach statistical significance. However, 
the old early-onset males and late-onset males 
have the highest rates for subsequent episodes 
of any of the groups. 

When all early-onset patients are compared 
to all late-onset patients there is no significant 
difference for subsequent episodes. 

From Table II, which encompasses the 
substantial follow-up period (2-20 years) it 
may be noted that males are more likely than 
females to have subsequent episodes in the 
follow-up period (x? = 5:9034; d.f. = 1; 
p « 0:025). On the other hand, groups for 
age at index admission (under or over 40 or 
young versus old) are not significantly different, 
nor are the groups of early-onset versus late- 
onset patients. 
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Subsequent admission to hospital 

Males and females do not differ in number of 
subsequent admissions per year of follow-up, 
nor are there more of either sex who qualify for 
having one or more admissions. Likewise the age 
at index admission, i.e. being young or old, does 
not differ in respect to subsequent admission. 
Further when early-onset versus late-onset 
groups of patients are evaluated regarding 
subsequent admissions, they do not differ 
significantly. There are differences between 
each of the six groups, but the fact remains 
that neither age at index admission, age of 
onset, nor sex seems consistently related to 
number of subsequent admissions. 


Chronicity 

Chronicity was defined as being ill from 
index admission to time of last follow-up, 
whenever that might have been. It included 
patients who made a social recovery but con- 
tinued to have subsequent symptoms, as well 


as those who were both socially and symp- an 


tomatically unrecovered. 

From Table I it is clear that there is no 
difference between males and females as regards 
being chronic at time of follow-up ( x? = 2:4383; 
d.f. —1;p—NS,. 

Age at index admission indicates that older 
patients are more likely to be chronic at time 
of follow-up than the younger patients ( x? 
4:9257; df. = 1; p < -05). Age of onset, 
however, is not related to chronicity. 

Table II, which gives material from the 
more substantial follow-up period, shows, how- 
ever, a somewhat different and more reliable 
picture. Females are significantly more likely 
to be chronic than males (y? 4:4565; 
d.f. = 1; p < -05). Young versus old patiehts 
shows no significant differences, nor does age 
of onset appear to be related to the development 
of chronicity at the age of follow-up. 

There are some interesting trends regarding 
chronicity in the data. In Table II it seems 
clear that with increasing age females are more 
likely to manifest themselves as chronic at 
follow-up. Males, on the other hand, are more 
likely to show increasing numbers of episodes: 
with increasing age. 
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Another point of some significance is that for 
the entire 2- to 20-year follow-up period, 19 
patients will be chronic. However, if one takes 
the subgroup of 10 to 20 years out of the 
follow-up groups, on 2 remain chronic. In all, 
108 patients were followed from 2 to 20 years. 
Of these, 67 were followed for 2 to 5 years, and 
41 were followed for 10 to 20 years. Seventeen 
patients of 67 for the shorter follow-up period 
were considered chronic at time of follow-up, 
whereas only 2 of the 41 who were followed from 
то to 20 years were considered chronic. It thus 
appears that chronicity has a limited life, and if 
one follows the depressive patient long enough 
chronicity will no longer be as significant a 
problem. 


A comparison of early-onset females versus 
late-onset males 

All early-onset females (N = 59) were 
compared to late-onset males (N = 42). Late- 
onset males were more likely to have one or 
more subsequent episodes ( у? = 3:9000. d.f. = 


"wr; р < 705), and late-onset males were likely 


to have more subsequent episodes than early- 
onset females (4^ = 5-4116; df. = 1; p < 
*025). Admissions to hospital were not signifi- 
cantly different between the two groups. 

In the follow-up of 2 to 20 years the same 
kinds of results were found. Early-onset females 
were considerably less likely to have subsequent 
. episodes than late-onset males (x? = 5:0633; 
d.f. = 1; p < +025). Chronicity was more 
frequently seen in early-onset females (7 of 30) 
than in late-onset males (2 or 23). 


Discussion 

The data presented in this paper are of 
interest for two reasons. The first is the practical 
matter of management and treatment. Clearly, 
the males have an increased propensity toward 
episodes in the follow-up. As a consequence, in 
a prophylactic study of any drug the males 
should be evaluated separately from the females 
as the risk for subsequent episodes appears to be 
quite different. As an example, the use of lithium 
therapy fer prophylaxis in depressive patients 
‘could be differentially indicated in males and 
females. A further question would be whether 
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it would be likely that a person with many 
episodes would respond less well or better to 
antidepressant therapy. A study of anti- 
depressants performed by the British Medical 
Research Council offers clear evidence that 
males respond better than females to tricyclic 
medication (2). 

Because of the increased risk for chronicity in 
females, one ought to ask whether some anti- 
depressant regimens are better than others. 
Gertainly males and females should be separated 
in these kinds of studies. Likewise, though age 
of onset does not seem to be particularly signi- 
ficant, increasing age at index admission seems 
to be definitely related to the development of 
further episodes particularly in the males. Thus, 
older males might contribute the group for 
whom a significant attempt ought to be made to 
prevent further attacks. 

'The second area where these data may be of 
significance is in the futher separation of groups. 
Using the specific criteria for depression and the 
absence of a manic episode, one can be reason- 
ably certain to have a 95 per cent yield of 
unipolar depressive patients for a follow-up or 
for an experimental group. What this means is 
that, with specific criteria, a study of depressive 
disease can be done with a reasonable degree of 
certainty on patients who enter the hospital 
and show the depressive picture. Not too much 
concern needs be given to the possibility that 
these patients will ultimately turn out to be 
bipolar (manic-depressive). 

Finally, the familial data would indicate that 
late-onset males and early-onset females are 
quite different from each other. It seems fairly 
obvious that they also have a different follow-up. 
It is true that much of the difference of the 
follow-up is the result of being male or being 
female or of the age at which they are admitted; 
but the simple facts of a different family history, 
a different sex, a different age of onset, and 
a different set of follow-up findings separate 
them into two groups which it may be im- 
portant to keep separate in further research. 
Thus the follow-up does support the concept of 
two kinds of depressive disease, depression 
spectrum disease as seen in early-onset females, 
and pure depressive disease as seen in late-onset 
males. 
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SUMMARY 

Two hundred and twenty five cases of de- 
pressive illness were collected using rigorous 
diagnostic criteria. Of these patients, admitted 
to the hospital over 30 years ago, 213 were 
followed-up for periods of time varying between 
one month and 20 years; the material was re- 
corded in the chart. Findings revealed that less 
than 5 per cent of the patients ever show a 
mania in the follow-up period. Depressive males 
are most likely to have subsequent episodes; 
depressive females are most likely to become 
chronic. Chronicity is a limited affair which 
may last up to 10 years but does not continue 
indefinitely. When early-onset females are 
compared to late-onset males, the latter have 
more subsequent episodes and Jess chronicity. 
It is possible that both early-onset females and 
late-onset males have the same illness, and that 
these differences are simply related to sex and 
age at index admission. However, these data 
may also be interpreted as support for the idea 
that there are two kinds of depressive illnesses. 
Early-onset females are considered to be the 
prototype of depression spectrum disease. They 
have a great deal of familial alcoholism and 
sociopathy. Late-onset males are the prototype 
of pure depressive disease. They have little 
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familial sociopathy or alcoholism. The two 
groups are different in follow-up as regards 
frequency of subsequent episodes and chronicity. 
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Anatranil' in 
Obsessional/Phobic disorders 


И appears therefore that clomipramine. has a direct anti-obsessional effect.” 


Anafranil in obsessional states—a follow-up study. 
Paper read at the Fifth World Congress of Psychiatry, Mexico D.F. 1971. 


“It is our view that clomipramine not only gives good results in severe and 
moderate depressive states but it is emerging as the treatment of choice in 
Obsessive-compulsive disorders and.phobic states.” 

Letter. Treating phobias. 

World Medicine 7, 11:15 (1972). 


бо far 24 patients have been treated . . . six patients responded ‘not at all or 
only in a very slight degree. . . the other 18 patients have done very well 
indeed, 12 of them having experienced complete remission of symptoms and 6 
а very considerable relief. Four were presenting with clear-cut obsessional 
illnesses with compulsive behaviour, and the rest were suffering from phobic 
anxiety states some with obsessional symptoms, all of which were severely 
limiting their lives. '' 

Letter. Treatment of obsessional ilinesses and phobic anxiety states with 

clomipramine. Brit. J. Psychiat. 119: 467 (1971). 


"Чп. summary, the findings in this series are in agreement with earlier reports 
thatthe intravenous administration of clomipramine provided ап effective method 
of treatment for obsessive/compulsive disorders. The former intractabilityof these 
disorders makes this an important development in psychiatric treatment. '' 


Intravenous Anafranil in obsessional states. 
Paper read at the Fifth World Congress of Psychiatry. Mexico D.F. 1971. 
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We will be pleased to forward further information relating to 
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Anafranil’in 
Depression 


Тһе most striking finding however, was the number of patients who showed 
spectacular improvement and who had been ill for considerable periods of time. 
By and large this group were of a chronic grumbling type who sought much and 
constant medical attention and yet did not reward the doctor by getting better. '' 
Clomipramine (Anafranil) in the treatment of chronic intractable depression. 

Paper read at the Fifth World Congress of Psychiatry, Mexico D.F. 1971. 


'*, . , 81% of patients showed very good or good response to treatment. This 
compares very favourably with the responses of similar groups of severely 
depressed patients to E.C.T. and indicates that intravenous infusions of 
clomipramine can be offered аѕ ап alternative form of treatment.’ 


intravenous chlorimipramine in the treatment of severe depression. 
Brit, J. Psychiat. 112: 211 (1970). 


"...in the case of the 143 patients receiving oral therapy 77.596 showed. a 
very good or good response to treatment апа including moderate cases, this 
rises to 96.5%.” 

The use of oral and parenteral Anafranil in the treatment of Depression. 

Paper read at the Fifth World Congress of Psychiatry. Mexico D.F. 1971. 
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At the present time there is a renewal of 
interest in the contribution of biological factors 
to schizophrenic illness. This stems in part from 
the success of pharmacological treatment and in 
part from the impressive findings in studies of 
foster-reared relatives of schizophrenics. While 
the pendulum of emphasis thus seems to be 
generally swinging in favour of constitutional 
influences, recent reports on twin studies have 
tended to go in the opposite direction. As will 
be discussed below, this development is largely 
attributable to a methodological error in the 
most recent twin investigations. 
| Тһе purpose of this report is to present new 

. data on the family distribution of schizophrenia 


€ ‘wand to discuss relevant information on the 


overall subject of heredity in the aetiology of 
psychosis. 


METHODS AND. RESULTS 


The basic design of the Icelandic family 
study has been described in more detail else- 
1972a). The 
, data are derived from the medical records of 
the Kleppur Mental Hospital as well as from 
the genealogical collection at the National 
Archives in Reykjavik. The index cases have 
been selected from the hospital records, and only 
patients assigned a specific diagnosis of dementia 
praecox or schizophrenia by the hospital staff 
are included as index cases in this report. The 
refatives are derived from genealogy books and 
census reports. Mental illness in the study cases 
is ascertained by determining what fraction has 
ever been admitted to the mental hospital with 
a functionally psychotic diagnosis. None of the 


< patients have beer examined by the author, 


all the diagnoses being those of the hospital staff. 
The diagnosis assigned to each mental patient is 
that liste in the central hospital file, which 
"carries just one diagnosis, although the chart 
may have more than one if there have been 


ы 
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several admissions Raa of adain. to 
hospital are computed by the proband method, 
which is applicable to type of sample. In 
this procedure only the relatives are counted, 
omitting the proband, but a family with two 
index cases, for example two sibs, is counted 
twice, each time including one of the affected 
members. This method adjusts for distortions of 
the true relationships. which result from the 
sampling approach. ; 

To avoid the need for age corrections, which 
has been a serious problem in the older family 
studies of schizophrenia, the basic method has 
been to vary the ages of the index cases while 
keeping the ages of the study cases constant. 
For this purpose the index cases are divided into 
three generations of 30 years each, born in the 
intervals 1851~1880, 1881-1910, and 1911-1940, 
the number of schizophrenic probands in each 
period being 84, 274, and 295. ` 

In order to make use of all the available 
material, three groups of relatives have been 
investigated, and these are also those born in 
the intervals 1851—1880, 1881—1910, and 1911- 
1940. For each of these. groups a separate study 
has been made, comparing the admission rates 
for various types of relatives with that of the 
general population born in the same period... 

The 1851-1880 study population consists of 
sibs and first cousins related to 1851—1880 
index cases, parents and uncles-aunts related to 
1881—1910 index cases, and grandparents related 
to 1911—1940 index cases. All the study cases are 
born in the 1851—1880 interval, and their rates 
of admission are compared. to the admission 
rate for the general population born in the same 
period, which is о`2 per cent for schizophrenia 
and о'5 per cent for all psychosis. These rates 
are based on a relatively small sample derived 
from several genealogy books, but the finding 
that less than one-half of all psychosis was 
considered schizophrenic is in agreement with 
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N phrenia psychosis 
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phrenia psychosis 
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308 1 5 
Sibs > .. 311 1 4 
Children 
Grandparents 233 1 3 
Uncles-auünts 194 2 3 
Nephews--nieces - 
First cousins .. ВИ 81 I 3 
General population .. — 3,024 6 16 
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720 22 42 177 5 6 
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515 8 17 — Е = 
327 6 11 235 6 7 
445 6 10 542 1 2 
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the data on all psychotic admissions in this age 
bracket. The results of the study are shown in 
the first part of Table I. 

The second study population is that born in 
the period 1881-1910. Here the admission rate 
for the general population is 0-6 per cent for 
schizophrenia and 1 +4 per cent for all psychosis. 
In this study the children and nephews-nieces 
are related to 1851—1880 index cases, the sibs 
and first cousins are related to 1881-1910 index 
cases, and the parents and uncles-aunts are 
relatives of 1911-1940 index cases. The results 
are shown in the second part of Table I. A large 
portion of the data has been published else- 
where, giving additional details (Karlsson, 
1971). 

The third study is concerned with peisons 
born in the interval 1911-1940, the admission 
rates for the general population being 0-4 per 
cent for, schizophrenia and о-9 per cent for all 
functional psychosis. These rates are lower than 
those of the 1881-1910 period because the 
population is younger. The study groups are 
children and nephews-nieces of 1881-1910 index 
cases and sibs and first cousins of 1911-1940 
index cases. Grandchildren of 1851-1880 index 
cases also belong here, but too few have been 
identified to make up a meaningful sample. 
The results of this study appear in the last part 
of Table I. Further details have been published 
elsewhere (Karlsson, 1971). 

From Һе data іп Table I the comparative 
rates of psychosis for different types of relatives 
are computed as follows: First the rates are 
“converted into percentage rates of psychosis. 


The resultant values are divided by the rate for 
the general population born in the same period 
to obtain comparative rates expressed as 
multiples of the population rate. These last 
rates are finally combined into single values for 
each type of relative by a method which 
assigns weight to each component value in 
proportion to the size of the sample, also taking 
into account the admission rate for the specifip ~ 
period. The overall comparative rates are shown 

in Table II. Since the 1881—1910 study is the 

largest of the three, rates computed from that 

study alone are very similar to the figures in 

Table II. In the treatment of the datg, relatives 

falling outside the prescribed age limits have 

been excluded, except that in the case of 

children and nephews-nieces those left over, 
from one group have been added to the one 

fitting their age range to enlarge the samples. 
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Comparative rates of psychosis in relatives of schizophrenic 
index cases in Icelnad, expressed as multiples of the rate of 
the corresponding diagnosis in the general population 








N Schizo- functional 
phrenia psychosis 
Parents 641 3:8 3:5 
Sibs 1,208 5:0 3:9 
Children 128 — 44 51 
Grandparents 233 2:1 2:6 
Uncles-aunts 709 2:9 2:4 
Nephews-nieces Pa 562 4°l ө 2:7 
First cousins 1,068 1-6 01598 o 
General population 23,925 1*0 1-0 





The comparative rates in Table II are almost 
identical with figures published earlier for all 
psychosis in relatives of all functionally куе 
index cases combined (Karlsson, 1972a), but it 
should be re-emphasized that the present paper 


- deals only with relatives of index cases assigned 


a specific diagnosis of schizophrenia by the 


hospital staff. 
To make possible a comparison between the 


. present study and older family investigations, 


* 


the comparative rates in Table II may be 
converted to estimated psychosis rates by multi- 
plying all the values, respectively, by the rate 
of schizophrenia and the rate of all functional 
psychosis for the general population of Iceland. 
The lifetime risks are available from the longi- 
tundal study of Helgason (1964), which involved 
a long-term follow-up of all persons born in 
Iceland in the period 1895-1897, determining 
whether they had ever suffered from mental 
illness. The final psychosis rates derived in this 


: manner are listed in Table III, along with the 


summary of the older data published by Zerbin- 
Rüdin (1972), as well as the specific data of 

allmann (1953), whose study is the largest 
single investigation. 

The rates of definite schizophrenia estimated 
as described above from the Icelandic data are 
much lower for close relatives than the rates 
arrived аі іп the older studies. In part this 
results from the fact that Helgason considered a 
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Estimates of percentage rates of psychosis in relatives of 
Schizophrenic index cases 











Psychosis in Schizophrenia in 
Icelandic study older studies 
All 
Definite func- Zerbin- Kall- 
} schizo- tional  Rüdin mann 
phrenia psychosis 
Parents 2:7 12:6 6-3 9:2 
Sibs .. 3:5 14-0 10-4 1473 
Children 3:1 18:4 13:7 16:4 
: Grandparents 1^5 9-4 1:6 — 
Uncles-aunts.. 2:0 8-6 3:6 — 
Nephews-nieces 2:9 9:7 2:6 3:9 
First cousins .. тот 47 3:5 — 
General 
population.. 0:7 3:6 o-8 — 
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smaller proportion of all psychosis to be typical 
schizophrenia than did some other authors, but 
this explanation accounts only for a fraction of 
the difference. However, the estimated total 
psychosis rates for close relatives in Iceland are 
similar to the older estimates for schizophrenic 
illness alone. 


Discussion — 

Studies by several investigators have indica- 
ted that the elevated psychosis risk in close 
relatives of schizophrenic index cases remains 
unchanged even if the individual is removed 
from the biological family at birth or shortly 
after and reared by healthy foster-parents 
(Heston, 1966; Karlsson, 1966, 1970b; Rosen- 
thal et al., 1968). 

Older studies of monozygotic twins have also 
given strong support to genetic factors, but in 
recent years several new studies have been 
published, claiming that the previously reported 
concordance rates are much too high. In reality 
this impression is erroneous, stemming mainly 
from a methodological mistake in the newer twin 
studies. In the older data concordance rates had 
been properly computed by the so-called pair 
method. Apparently the authors of the new 
studies failed to realize that this method is not 
applicable to twin data collected by a total 
survey of all twins in a population or to a 
randomly selected sample. It must be under- 
stood that the goal of such twin studies is to 
establish the risk in the second twin when a 
pair has been identified as one at risk by the 
illness of the first twin. This risk figure may then 
be compared to rates derived for other relatives 
by population studies. For example, if the risk 
in dizygotic cotwins comes out the same as that 
in regular sibs, this suggests that genetic factors 
are the principal determinants. 

The calculation problem becomes rather easy 
to visualize if one assumes for the purposes. of 
illustration that the disease risk in a mono- 
zygotic cotwin of a schizophrenic index case is 
50 per cent. In reality the risk is the same for 
the index twin, although this cannot be deter- 
mined by direct observation. 

With a 50 per cent probability of illness for 
each twin having the proper constitution, one 
can see that of all monozygotic pairs at risk. 
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one-fourth will by chance have neither member 
affected, one-half will have one affected, and 
one-fourth will have both affected. Since only 
the last two groups can be identified, it is 
apparent that among pairs with at least one 
member affected, two-thirds will be discordant 
and one-third concordant. To calculate the 
actual risk in a cotwin, which by definition 
must be 50 per cent in this example, the so- 
called. proband method is appropriate, as it 
counts the concordant pairs twice and the dis- 
cordant pairs once. This is the method that 
should be used in studies which either identify 
all twin pairs with at least one schizophrenic 
member or a random sample of all such twins. 

Hospital-based samples, such as those of the 
older twin studies, have a built-in correction 
for the excess of discordant twins in the basic 
population. This results from a concordant pair 
being twice as likely to end up in the sample 
when only a fraction of all affected individuals 
shows up in a hospital. For this type of selected 
twin population the pair method of calculation 
is appropriate, since there is already a loading in 
favour of concordant pairs. 

When the results of the various twin studies 
are recalculated with these principles in mind, 
one obtains the values shown in Table IV. It 
will be noted that the risks in the newer studies 
are only slightly lower than the older figures, 
and this is thought to be caused by the fact 
that hospital-based studies deal with a more 
severely ill sample, concordance rates having 
been found to be higher for pairs with a more 
severely sick index twin. 

From these considerations it is evident that 
the case for heredity in schizophrenia is quite 
strong, the risk in monozygotic cotwins appear- 
ing to be approximately four times higher than 
that in dizygotic cotwins and the risk in foster- 
reared close relatives being just as high as that 
in those relatives who stay with the biological 
family. Investigations of the underlying genetic 
mechanism are therefore very much in order. 

The statement is often found in the literature 
that the risk in first degree relatives of schizo- 
phrenic patients is approximately 15 times 
higher than that in the general population. The 
new Icelandic data, however, show a risk just 
four times as great. Most of the older family 
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Concordance rates for schizophrenic illness in monozygotic 
twins, without age correction, lower value showing rate for 
strict schizophrenia, upper value inclusive of borderline cases 








Pair Proband 
method method 
М  concord- concord- 
ance % ance 96 
Hospital based studies 
Luxenburger (1928) 14 50-71 
Rosanoff et el. (1934) 41 44-61 
Езѕеп-МӧПег (1941) 7 14—71 
Kaliman (1946) .. 174 59-69 
Slater (1953) .. 37 49-65 
Inouye (1961) .. 55 36-60 
Gottesman and 
Shields (1966). . 24 42-54 
Population survey studies 
Tienari (1963) .. 14 14-36 25-53 
Kringlen (1968) .. 55 25-38 41-55 
Fischer et al. (1969) 21 24-48 36-56 
Allen et al. (1972) 95 27 43 





investigations did not include a general popula- 
tion group, attempts being made to utilize for . 
comparison the population risk reported by 
other authors. It now appears that those who 
made family studies may have counted all 
psychosis i in the close relatives as schizophrenia, 
thus arriving at a risk figure of approximately 
15 per cent in sibs and in children of index 
cases, Psychosis in more distant relatives, on 
the other hand, was divided into several sub- 
categories. Those who made studies of the* 
general population found an overall psychosis 
rate of approximately 4 per cent, but they 
similarly counted only one-fourth of this figure 
as typical schizophrenia. In the few studies 
where the same investigators gathered data on 
both the general population and on first degree 
relatives of index cases, using the same method 
for both, the risk in the latter group has come 
out as raised just four times over the general 


population rate (Bóók, 1953; Pollin et al., 1969). 


It is of interest that the new Icelandic data fit 
well a genetic hypothesis based on one dominant 
gene. The comparative risk in different relatives 
can be computed by the formula 1-0-+-6-0(4)°, 
where n represents the number of genetic steps 
from an affected relative. This expression i$ 


derived from a single dominant genetic hypo- * 
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thesis (Karlsson, 1972a). The calculated values 
agree well with the empiric data in Table II, 
being 4-0 for first degree relatives (parents, sibs, 
children), 2:5 for second degree relatives 
(grandparents, uncles-aunts, nephews-nieces), 
and 1-7 for third-degree relatives (first cousins). 
More complex mechanisms have been proposed 
in the past, but in view of the satisfactory agree- 
ment with a simpler system these now seem 
unnecessary. Several authors have favoured 
some sort of a polygenic system, but other data 
from Iceland, showing segregation in affected 
kindreds into high rate and low rate family 
branches (Karlsson, 1972b), seem incompatible 
with this hypothesis. The only genetic mechan- 
ism which appears consistent with all the data 
now available is dominant inheritance with 
incomplete penetrance. However, the psychosis 
rate in monozygotic cotwins seems a friori too 
high to fit this explanation, but it is easy to see 
how their risk can be higher than that of other 
carriers of the proposed dominant gene, since 
identical cotwins possess all the same genes as 
` the index twins and not only the principal gene 
"of schizophrenia. 

It seams justifiable to conclude that there is 
substantial scientific support for a genetic basis 
for schizophrenia, the most likely mechanism of 
transmission being modified dominant inherit- 
ance, essentially the system proposed previously 
by Bóók (1953) and by Slater (1958). Only a 
fraction, perhaps one-fourth, of those who 

e. possess the proposed gene appears to develop a 
psychotic illness, only a small proportion 
becoming permanently disabled. This makes it 
likely that eventually it may become possible 
to identify psychosis-prone individuals early in 
life and provide them with protection from the 
potentially harmful effects of the responsible 


ggne. 
SUMMARY 


Data on the families of schizophrenic index 
cases in Iceland show the risk of schizophrenia 
to be raised about four-fold in first degree 
relatives over that of the population at large. 
The risk of other forms of functional psychosis 
in these melatives is also increased by a factor of 

*four. The rates of psychosis in more distant 
relatives appear to be somewhat higher than 


* 
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previous investigators have reported. A com- 
parison of the new data with the older studies 
leads to the conclusion that other authors have 
probably counted all functional psychosis in 
close relatives as schizophrenia, thus arriving 
at a risk of approximately 15 per cent in first 
degree relatives. In the present study a rate 
similar to this figure is obtained when all 
functional psychoses are combined. The new 
Icelandic data fit best a genetic hypothesis 
based on one major gene, partially dominant. 

Recent twin studies claiming to have estab- 
lished that previously reported concordance 
rates for schizophrenia are too high, are 
criticized, and it is pointed out that these find- 
ings are based on an error in the calculation 
procedure. 
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Psychiatric Aspects of Aphasia* 


By D. FRANK BENSON 


Aphasia is frequently combined with or 
mistaken for other behavioural abnormalities, 
and the psychiatrist is often asked to see 
patients with aphasia. Recognition and appro- 
priate diagnosis alone present a considerable 
challenge; in addition, a variety of behavioural 
disturbances occur in aphasic individuals which 
need the attention of the psychiatrist. Despite 
the frequent appearance of aphasic symptoms 
in medial practice, the disorder remains poorly 
understood by many medical practitioners, and 
the specific psychiatric aspects have received 
very little recognition. These conditions will be 
the subject of this presentation. 

Aphasia can be defined most simply as a 
loss or impairment of language caused by brain 
damage. By this definition, particularly the 
emphasig placed on brain damage, many 
modern psychiatrists would like to exclude 
themselves from concern about aphasia. This 
cannot be, however, aphasia is a common 
disorder, and not only affects individuals with 
pre-morbid on-going psychiatric problems, but 
can by itself produce serious behavioural pro- 
blems which need psychiatric counselling and 
management. 

How frequent is the occurrence of ephasia? 
This is an unanaswerable question, but if we 
estimate that at least one out of three stroke 
victims suffers language disability of some 
degree the annual incidence is already high. 
If one adds the large numbers of patients who 
bécome aphasic following injury, infection, 
degeneration, or neoplasm of the brain, or 
following intracranial neurosurgical treatment, 
aphasic disorders are obviously а common 
occurrence in any practice where neurological 
disorder is present. A psychiatrist who evaluates 
behavioural disorders is bound to see cases in 

* This pSoject was supported in part by grant NB-2609 

* from National Institute of Neurological Disease and Stroke 
to Boston University School of Medicine. 
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which aphasia is either the source of the 
psychiatric problem or a complicating factor. - 
The aspects of aphasia which are significant 
for the psychiatrist can be discussed under three 
headings: problems of diagnosis, specific psy- 
chiatric manifestations of aphasia, and the 
psychiatric aspects of aphasia therapy. 


DIAGNOSTIC PROBLEMS 


Most often the diagnosis of aphasia is quite 
clear, and the differentiation of an aphasic 
disorder from a psychiatric disorder does not 
present a serious problem. There are many 
exceptions, however, and the clinician will need 
some guides for differentiation. One simple and 
useful clue concerns the aetiology. Most cases 
of aphasia begin acutely with a cerebral vascular 
accident, head injury, neurosurgical procedure, 
etc., and the acute onset of a language disturb- 
ance automatically suggests aphasia. Another 
useful diagnostic guide is the factor of hemi- 
spheric dominance. Most humans have strong 
lateralization of language function to the left 
hemisphere; in other words a left temporal- 
parietal lesion will produce a serious aphasia, 
while a similarly located lesion in the right 
hemisphere will not. Any combination of right- 
sided motor or sensory disturbance with lan- 
guage disorder should always suggest the 
possibility of aphasia. 

While elementary guidelines can help to 
establish a proper diagnosis in many cases, more 
sophisticated diagnostic techniques will be 
necessary in many others. Appropriate evalua- 
tion of language function will almost always 
allow differentiation of aphasia from primary 
psychiatric disorder. A relatively simple group 
of language function tests can be recommended: 
analysis of (1) conversational speech; (2) ability 
to comprehend spoken language; (3) ability to 
repeat; (4) ability to name on confrontation; 
and (5) and (6) ability to read and write. 
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Review of testing methods and their interpreta- 
tion is not the purpose of this presentation, and 
the reader is referred to recent publications 
(Benson and Geschwind, 1971; Goodglass and 
Kaplan, 1972) for details of aphasia testing. 

Several principles of testing will be parti- 
cularly useful, however, in the discussion to 
follow, and deserve mention. First, the examiner 
should determine whether conversational speech 
is fluent (many words which are easily expressed, 
good articulation, normal phrase length, normal 
speech melody, frequent paraphasic intrusions 
and a shortage of substantive words) or non- 
fluent (few words, badly pronounced despite 
great effort, short phrase length, often only a 
single word at a time, loss of speech melody, 
and omission of relational words) (Benson, 
1967). In general, fluent paraphasic aphasia 
indicates pathological involvement of the pos- 
terior cerebrum, while non-fluency almost 
always occurs after anterior cerebral involve- 
ment, Careful assessment of the ability to 
comprehend spoken language offers additional 
information of the same nature; serious com- 
prehension problems occur much more fre- 
quently with posterior disturbance, particularly 
involvement of the dominant temporal lobe. 
The combinations of fluent paraphasic speech 
with poor comprehension or of non-fluent 
speech with relatively intact comprehension 
point to distinctly different aphasic syndromes. 
It will be pointed out later that these indi- 
viduals also have distinctly different psychiatric 
problems. 

The aspect of disordered language most 
difficult to correlate with a specific diagnosis is 
word-finding ability (naming). Even normal 
subjects show considerable variation in the 
ability to name objects, parts of objects, body 
parts or colours on visual confrontation. Varia- 
tions may be based on educational level, cultural 
or ethnic background, specific vocational or 
hobby interests, as well as on disease states. 
True word-finding disability occurs in a number 
of cerebral disorders, such as toxic or post- 
concussion states, which do not fulfill the 
definition of aphasia offered above. Similarly, 
apparent difficulty in word finding may be seen 
in severe anxiety states, depression, catatonic 
schizophrenia and other non-organic psychi- 
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atric states. Nonetheless, some degree of word- 
finding difficulty can be demonstrated in almost 
every case of aphasia, and the presence offa 
naming problem (anomia) should alert the 
examiner to this possibility. Pauses occur fre- 
quently in the conversational speech of anomic 
individuals. These pauses are seen almost 
exclusively where a specific, substantive word is 
needed for the sentence to carry information. 
Both the frequency and the specific nature of the 
pauses differentiate this problem from the 
thought blocking of psychogenic disease. Some 
aphasics with word-finding difficulty show 
circumlocution, a tendency to talk around. When 
the anomic individual cannot immediately 
produce a desired word he may attempt to define 
the missing word. The definition, however, may 
be dependent upon another unavailable word. 
'This also needs definition, and so on until the 
patient's response has circled about and is 
remote from the original topic. Superficially, 
circumlocutory speech may be confused with 
circumstantiality (of schizophrenia), but the 
inability to use specific words is quite different 
from the overinclusive explanations and literál 
definitions of circumstantiality. If 05 is not 
already obvious from the conversational speech, 
a few tests of naming ability will easily identify 
the patient with anomic aphasia. However, a 
diagnosis of aphasia based on wérd-finding 
defect alone is treacherous; in general, if 
anomia is the only language disability that can 
be demonstrated it is advisable to postpone the * 
diagnosis of aphasia and look for other indica- 
tions of whether the case is organic or functional. 

Many different disorders of speech and 
language may involve the psychiatrist and 
deserve separate mention. The most non-fluent 
of these disturbances is mutism, the total inability 
to articulate language. Fish (1967) states that 
mutism occurs in disturbed children, in neurotic 
hysterical reactions, in severe depression, in 
schizophrenia and in coarse brain disease; 
he did not feel it necessary to mention the most 
common source of non-speaking, a peripheral 
aphonia (laryngitis), and he specifically excluded 
aphasia. A number of varieties of mutism of 
interest to the psychiatrist may be listed. There 
is elective mutism, a rare disorder reported in 
children who apparently can speak normally to 


, 
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some people, such as their family or playmates, 
but are totally mute in other situations such as 
ia school or with visiting relatives. Some descrip- 
tions of elective mutism (Salfield, 1950) suggest 
that it is of limited duration (usually several 
years) and followed by a full recovery. Other 
reports, however, suggest an underlying lan- 
guage retardation and note that development of 
speaking ability is only partial (Reed, 1969). 
Hysterical mutism is easily suspected but may 
prove difficult to diagnose; the lack of objective 
neurological or laryngeal findings, some degree 
of indifference concerning the disability, a 
background of neurotic reactions (particularly 
transient disabilities) and/or the presence of 
secondary gain are features that may suggest 
the hysterical nature. As always, the diagnosis of 
hysterical mutism should be made with caution 
and only after extensive effort to rule out an 
organic source of the inability to speak. 

Mutism is a major component of the stupor 
states of both severe depression and schizo- 
phrenic catatonia. The diagnosis is usually 
obvious, based on the disease process which has 
Preceded the stupor state. Lack of accompany- 
ing neurological signs, and—-when it can be 
discovered—a dynamic meaning for the symp- 
tom, may be-helpful diagnostic points. Differ- 
entiation.of the stupor states from  akinetic 

idimi máy not be easy. Akinetic mutism occurs 

„Яй two varieties, an apathetic or lethargic state 


^ (with causative lesion in the mesencephalic- 
* diencephalic junction disturbing the function of 


the reticular activating system), and an alert or 
vigilant variety (with the lesion involving 
anterior hypothalamic and medial frontal 
structures) (Segarra, 1970). In the former, the 
patient neither speaks nor moves, but there is 
no objective evidence of paralysis; with great 
stimulation some motor response may occur 
but the patient rapidly reverts to total inertia. 
Abnormality of extraocular movements is com- 
monly present in this variety. In the alert type, 
the patient's eyes are open and move to follow 
stimuli but no other motor response appears 
possible. Akinetic mutism indicates serious brain 
disease which needs immediate medical or 
surgical attention, and must be differentiated 
* from the psychogenic varieties of mutism which 
require very different management. 


e 34 


BY D. FRANK BENSON 


557 

It is a rule of thumb that the aphasic is never 
mute; he is always able to make some sounds, 
even if they are only crude syllabic stereotypies 
(‘tu-tu-tu’) or repeated expletives. When the 
patient has some vesbal output but this is grossly 
restricted in quantity and quality, aphasia 
should be suspected; the characteristics of non- 
fluent aphasic speech mentioned earlier will help 
to make this deterraination. Non-fluent speech 
is almost always recognizable, and only rarely 
could it be confused with other conditions. There 
is, however, a rare condition resulting from acute 
cortical damage in which mustism or near- 
mutism occurs. This condition has been called 
pure word dumbness, aphemia, apraxic anar- 
thria and sub-cortical motor dysphasia by 
various investigators. On language examination 
the only abnormalit is an inability to articulate 
speech; the patient comprehends spoken and 
written language and can write normally. 
When attempting to speak, only a coarse, un- 
inflected whisper is produced; with recovery 
there is increasing differentiation of this sound, 
eventually producing a vaguely intelligible but 
grossly unmelodic speech. Some reports tell of 
right hemiparesis. accompanying this state 
(Bastian, 1887), while others report no remark- 
able neurological abnormalities. Most investi- 
gators suggest a dominant frontal lobe site of 
brain damage, but there is no pathological 
confirmation of this localization. 

Two striking abnormalities of language 
production, echolalie and perseveration occur in 
both aphasic and non-aphasic disorders. Echo- 
lalia may be described as a strong (but not 
mandatory) tendeney for the patient to repeat 
what has just been said to him. The reiteration 
is not a passive echo, however: the patient may 
repeat only a part of the statement; he will 
almost invariably make appropriate pronoun 
changes (i.e. I for you); he echoes only language 
directed at him, not the conversation of others: 
he will fill in open-ended sentences and in 
general demonstrates at least some recognition 
of the rules of language (Stengel, 1947). Echo- 
lalia is a feature of several of the less common 
varieties of aphasia (often called the trans- 
cortical aphasias), where it is thought to result 
from isolation of the speech mechanism from 
the remainder of the cortex (Goldstein, 1915; 


Geschwind, 1965). A similar phenomenon is 
occasionally observed іп catatonic schizo- 
phrenia, but usually on a transient, here-today- 
gone-tomorrow basis. Echolalia may also occur 
in some individuals of low-grade mental capa- 
city, in states of clouded consciousness, and 
almost as a characteristic feature of carly child- 
hood autism, and it often appears during the 
early stages of normal speech development. In 
each of these latter instances there is a notable 
discrepancy between the low level of language 
comprehension and the relatively advanced 
state of the speech mechanisms. Diagnosis of the 
cause of echolalia depends upon history and 
related clinical findings, not on this language 
feature alone. 

Perseveration is used to describe a state in which 
there are multiple repetitions of a word, phrase 
or even an action (such as writing or gesturing). 
Goldstein (1948) attributed perseveration to 
fatigue of a damaged nervous system and con- 
sidered it an escape mechanism to avoid the 
catastrophic reaction (see later). Perseveration 
is common in brain-damaged individuals, either 
aphasic or non-aphasic, and usually indicates 
severe disability. Perseveration is also seen in the 
mentally defective and in psychotic breakdown, 
particularly severe schizophrenia. Just as with 
echolalia, the presence of perseveration is not 
diagnostic, and the clinician must rely on other 
evidence to differentiate organic and non- 
organic sources of this finding. 

Abnormal language disturbances at the other 
end of the scale, those with an excessive verbal 
output, are difficult to evaluate. When a patient 
with no apparent neurological disturbance 
produces words easily and in grammatically 
acceptable combinations, but the output is not 
comprehensible to the examiner, an abnormality 
of thought content may be entertained. If, in 
addition, this patient reacts negatively or not at 
all to the examiner's verbalizations he may be 
considered to be out of contact, and a diagnosis 
of psychotic breakdown is likely to be considered. 
The above state, however, accurately describes 
a posterior aphasia. 

Because of the bizarreness of the verbal 
behaviour and the lack of more general neuro- 
logical signs, patients with posterior aphasia are 
often referred to the psychiatrist. Several points 
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help in the proper identification of these 
patients. First, the expressive output of posterior 
aphasia is frequently contaminated with para- 
phasic substitutions. The paraphasia may be 
literal (phonemic substitution}, verbal (semantic 
substitution), or neologistic (non-words). Un- 
like the neologisms and reiterations which may 
occur in schizophrenic speech, aphasic substitu- 
tions occur in a random and essentially non- 
repetitive manner. The output in cases of 
posterior aphasia is often rapid, roo to 200 words 
per minute, and has normal rhythm, inflection 
and pronunciation. Pauses may occur, “but are 
almost always word-finding searches and do not 
have the characteristics of thought blocking. 
The following excerpt gives an example of the 
rapidly produced, paraphasia-laden speech of 
posterior aphasia (Kertesz and Benson, 1970): 


: What is this? (A pen is shown.) 

: Kind of attenna is emessage, card. 

: What do you use it for? 

This is a tape of brouse to make buke deproed 
in the auria. 

: What do you call it? 

That’s a moista groise. Е 
: Is it sunny outside? А 

: Му tenna outglos in there a yes, yees, this is а 
retropon washroomy, you can make it abronu. 


"oro POPE 


The posterior aphasic presents his paraphasia- 
contaminated speech with a sincerity indicating 
that he expects the examiner to understand him 
fully. He cannot monitor his own output, and 
this provides a valuable differentiating clue. The 
fluent posterior aphasic almost invariably has 
serious difficulty in understanding spoken lan- 
guage; he will, however, imitate movements and 
carry out gestured commands readily. In con- 
trast, the over-talkative schizophrenic usually 
shows evidence of adequate language compre- 
hension, either by answering some of the 
examiner's questions, by carrying out some 
verbal commands, or by incorporating some of 
the examiner's statements into his own output. 
Simple tests of comprehension will usually 
separate aphasic and schizophrenic language. 

A great deal has been written about 'schizo- 
phrenic language’ (Kasanin, 1944; Critchley, 
1964; Maher, 1972), and there is almost uni- 
versal agreement that the primary disorder: 
concerns thought. As Critchley says (1964): 


* 
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‘Any considerable aberration of thought will be 
mirrored in the various levels of articulate speech 
*-phonetic, phonemic, semantic, syntactic, and 
pragmatic.’ One investigator, however, Kleist 
(Fish 1957), considered that severely deteriorated 
schizophrenics could show арһаѕіс charac- 
teristics in their verbal output. In support of this 
view he noted the occasional presence of neolo- 
gisms and of paragrammatism in the schizo- 
phrenic verbalization. His description of schizo- 
phrenic speech, however, emphasized the bizarre 
thought content rather than abnormality of 
language, and his complex classification of 
schizophrenia did not utilize aphasic language 
as a differentiating factor. Even the specific 
variety of schizophrenia that Kleist called 
‘schizophasia’ featured abnormality of thought 
content as its major diagnostic characteristic. 
Just as with aphasia, schizophrenic language 
can be diagnosed by positive characteristics. 
When information from the language evaluation 


` is combined with details of the history, and the 


mental and physical examinations, there should 
be little confusion of the two entities. Even in 


“early and partial states schizophrenic language 


* 
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breakdown differs from aphasia. From а retro- 
spective study of symptomatology in the early 
stages of schizophrenia, Chapman (1966) noted 
the following characteristics of language break- 
down (ofcurring approximately in this order): 

(1) paroxysmal episodes of word-finding diffi- 
culty; 

(b) transient difficulties in both expressive and 
receptive use of language; 

(c) increasing difficulty and then failure in 
screening out unwanted words; 

(d) need to consciously monitor speech output; 

(e) as the above problems become more 
severe, a tendency to avoid speaking and to 
withdraw from social contacts; 

f) eventual combination of the speech disturb- 
ances with blocking phenomena to produce a 
grossly decreased language output and a ten- 
dency to echolalia. 

As the speech disturbances progress. the 
schizophrenic often attempts to substitute panto- 
mime and gesture for language; this is hindered 
by the meed for conscious monitoring of each 
step of the complex movements and a tendency 
toward echopraxia. The gestures themselves 
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become fragmented and stereotyped and offer 
little communicative value. 

Maher (1972) describes two major linguistic 
characteristics of schizophrenic language, in- 
trusions and repetitions. The intrusions may be 
in the form of clang substitutions, semantic 
substitutions, or associational pairings. Thus, the 
schizophrenic will use the same word a number 
of times in one phrase or substitute by clang or 
semantic intrusions. In contrast, the aphasic 
produces a more disjointed and meaningless 
verbal output. The following example of schizo- 
phrenic verbal output illustrates some of the 
features of schizophrenic language :* 





(Question: ‘Do you ever get the feeling that every- 
body knows your thoughts ?’) 

‘Yes, I was thinking just that before I came in here, 
actually, I have the feeling, which I feel is just a 
sort of creation of myself and I’ve created, Гуе 
formed, a person which is the character, the part 
of me which is ordinary, the other self which I’ve 
taken and shaped as an onlooker, as Fred, or 
John, or Allan and so on, people T know, and I 
converse with them a lot of the time.’ 


This short passage contains a number of 
typical features of schizophrenic language, 
particularly the tendency to reiterate and the 
use of semantic substitutions and intrusions. 
Most characteristic of all, however, is the failure 
of the response to answer the question, and the 
apparent control of the output by internalized 
and previously utilized patterns of thought. 
Only rarely does schizophrenic language break 
down into a stream of words which have no 
recognizable context or content. In fact, most 
schizophrenic verbal output is fully acceptable 
as normal language, even though the content 
may be bizarre. 

When an aphasic produces a rapid, flowing, 
outpouring of almost completely unassociated 
words and syllable combinations, the output is 
incomprehensible and is often called jargon 
aphasia (Kertesz and Benson, 1970). In actuality 
jargon aphasia is only a more advanced varia- 
tion of the fluent aphasia described above, and 
can be diagnosed in the same manner. Mention 
should be made, however, of werd salad, a 
specific schizophrenic language breakdown. 


* Courtesy of Profesor Sir Denis Hill, Maudsley 


Hospital, London, England, 


^ 


560 


The term ‘word salad’ was used by early neuro- 
psychiatrists (Bleuler) to describe the com- 
pletely incomprehensible language occasionally 
seen in severely deteriorated, chronically hospi- 
talized schizophrenics. It is rarely diagnosed 
nowadays. Better mental hospital management, 
particularly more human treatment of the 
patierit, is usually given credit for this improve- 
ment. In this examiner's experience, however, 
every case presented for language evaluation 
described as a schizophrenic with word salad 
has finally been proven to have a posterior 
aphasia caused by demonstrable structural brain 
damage. There are several diagnostic clues 
which can aid the examiner in this differentia- 
tion. First, an individual who has not had a 
significant mental illness in the past including 
admission to hospital and/or active psychiatric 
management, and who rather acutely develops 
a scrambled verbal output is almost undoubtedly 
aphasic. Even in patients who have a long 
history of significant mental illness, unless they 
have been socially inaccessible for quite some 
time, the probable cause of a jargon-type verbal 
output will be aphasia. Word-salad as an 
expression of schizophrenia should be considered 
only in socially deprived, chronic schizophrenics. 
'There can be doubt that this condition actually 
exists, and if it does, it most certainly is rare. 


Spec PSYCHIATRIC MANIFESTATIONS 
or APHASIA 


Each individual has many years experience in 
expressing his thoughts and feelings in words. 
When deprived of this faculty there are many 
occasions when he desperately desires to com- 
municate but cannot. A number of different 
avenues may be attempted to overcome this 
difficulty. Some aphasics will try to ‘crack 
through’. They will use tremendous effort and 
repeated verbalizations in order to express 
themselves. Others surrender to their disability, 
avoid conversation and answer only with 
responses they have mastered, such as yes-no, 
nodding of the head, inflected syllables, etc. 
Many will attempt to substitute gestures for the 
words they have trouble in producing. Their 
gesture language, however, is also disturbed and 
is only partially effective for communication 
(Goodglass and Kaplan, 1963). In fact, most 
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aphasics can only produce a few stereotyped 
movements which totally fail to convey the 
complex ideas they want to express. The feeling 
of being locked in, of knowing what he wants 
to say but being unable to say it, can produce 
а severe sense of frustration, a complex emotional 
state which is particularly common in aphasia. 

Anger is one significant component of the 
frustration suffered by the aphasic. Because of 
the language limitations there is a greater than 
usual difficulty in expressing this anger; both the 
means of expression and the targets of the 
aphasic's anger are characteristic. In the stmplest 
form the anger may be manifested by a childlike 
negativism, a pouting withdrawal from inter- 
personal relationships. The negative attitude 
may become so strong that it literally becomes 
impossible to do or suggest anything that pleases 
the patient. Refusal to participate may be so 
strong that the patient becomes visibly upset 
(red-faced and angry or pale and tight-lipped) 
and physically obstinate. Outbursts of physical 
hostility such as pushing away offered food or 
objects, tearing newspapers or clothing, hitting 
out or kicking and repetitive shouting or swear-* 
ing may occur. Almost without exception the 
most violent outbursts are directed at individuals 
who are well known, respected and loved by the 
patient. This may include members of the 
rehabilitation team such as therapists, hurses or 
doctors, but most often the outbursts are directed 
at members of the family, particularly the spouse 
or children. The unreasonable negative attitude 
and the frequent outbursts of anger are difficult 
for anyone to accept, but are particularly hard 
for the family. Frustration and anger must be 
considered significant potential complications to 
the rehabilitation of the aphasic. 

The sense of frustration and even the anger do, 
however, indicate a healthy concern for the 
problem. In many patients the frustration 
combined with the sense of impotency, helpless- 
ness, and fear of perpetual disability eventually 
produces a severe depressive state. Depression is 
particularly likely in the individual who has 
been leading a full, active life and finds that 
aphasia demands a great change in life style, 
including doubt about ever returning to his 
previous position or level of attainment. The 
individual, active in business, head of a family, 
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breadwinner and important member of a social 
group who can no longer work, who must 
«lepend upon family members for support, who 
must turn over the reins of family planning and 
management to the spouse and cannot even 
communicate his feelings with accuracy, quite 
understandably feels a deep sense of loss. De- 
pression, then, is another affective state which 
occurs commonly in aphasia. While frustration 
often precedes and leads to depression, these two 
states have almost opposite meanings. The 
presense of frustration indicates self-awareness, a 
desire to communicate, and often a high degree 
of motivation for improvement. Depression, on 
the other hand, indicates an inability to cope 
with life under the altered conditions; this 
failure seriously limits rehabilitation efforts and 
demands specific and specialized management. 

Despite the very real depression which occurs 
in many aphasic patients, suicide attempts are 
remarkably uncommon. It is possible that 
suicidal thoughts are more common than 
suspected, as the patient cannot express his 
thoughts; actual suicide attempts or even 

*gestures, however, are comparatively rare. 
Raritysdoes not, however, exclude the possibility 
for any individual patient, and the clinician 
must always be sensitive to the depth of the 
depression and realize that suicide is a real risk. 
Appropfiate precautions must be taken when 
the risk is considered high, and specific methods 
for the management of the depression caused by 
aphasia should be emphasized (see later). 

A combination of frustration, depression and 
anger, suddenly building up to an overwhelming 
degree in the brain-damaged patient, parti- 
cularly the aphasic, who lacks normal ability to 
inhibit emotional expression, will produce an 
outburst that has been called the catastrophic 
reaction. Goldstein (1935, 1939, 1948) considered 
the catastrephic reaction a serious and fairly 
frequent sign of the brain-damaged individual's 
inability to cope with the frustrations of his 
disability. The catastrophic reaction develops 
when the aphasic (or other brain damaged 
'patient) is repeatedly asked to perform tasks 
which he previously performed with ease but 
cannot perform now. With mounting feelings of 
frustration and depression, and then of hostility, 
the patient, rather suddenly during testing or 
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treatment, breaks into laboured sobbing and 
weeping, often accompanied by phrases, sounds 
or gestures which indicate both hopelessness and 
anger. The anger is directed toward the 
examiner, and the patient refuses to carry on 
with any language procedure or even with 
simple conversation. The sobbing may last 
many minutes and the negativism for consider- 
ably longer; some patients refuse to have further 
testing or even to carry on conversation for 
several days after the breakdown. Fortunately, 
this catastrophic reaction appears to be quite 
rare, and if the testing and management of the 
brain-damaged individual are properly handled, 
particularly by refraining from repeated de- 
mands to perform tasks that are consistently 
failed, this type of breakdown can be avoided. 
When examining or treating an aphasic, it is 
well to intermingle test items which are easy for 
the patient with those that are challenging, so 
that the former can serve to bolster the patient's 
self-confidence. 

Before accepting that an observed behaviour 
is a catastrophic reaction the examiner must be 
certain that he is not dealing with a problem 
somewhat similar in appearance, but of dis- 
tinctly organic origin, pseudo-bulbar palsy. This 
condition is characterized by uninhibited emo- 
tional reactions to appropriate stimuli. Thus 
when asked about his family the patient's face, 
slowly turns into the grimace of severe sadness, 
he breaks down with sobs and loud crying, and 
real tears stream from his eyes; the reaction 
may last for several minutes. At other times, 
with a pleasant stimulus, uncontrolled laughter 
may occur. It is not unusual to see the patient's 
face change from an expression of pleasure to 
severe sadness without intervening stimulus. 
While the original response is usually appro- 
priate for the stimulus, it is grossly excessive. 
On questioning, the patient will usually insist 
that he was not feeling as unhappy (or happy) as 
he appeared, and in addition that he is troubled 
by his inability to control his emotional re- 
sponses. The pseudo-bulbar response may be 
accurately described as a lability of emotional 
expression, and appears to represent an impair- 
ment of inhibitory control. Most patients with 
pseudo-bulbar palsy have other evidence of 
significant bilateral or ‘diffuse’ organic brain 
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disease, such as masked: facies, dysphagia, 
drooling, and/or bilateral paresis; it is the 
emotional response, however, which most clearly 
characterizes this condition. 

In sharp contrast, a significant lack of emo- 
tional response to the aphasic condition is 
characteristic of certain types of aphasia. The 
deficit may range from a mild degree of euphoria 
and seeming unconcern about the language 
disorder to a full state of unawareness. Actually, 
some degree of decreased concern about the 
language difficulty is common in aphasia. Many 
aphasics are able to tell the examiner exactly 
what their language trouble is, will even stop 
their conversation in mid-sentence to point out 
examples of their deficiency (particularly true of 
the patient with word-finding difficulty) and yet 
retain a relatively good humoured and un- 
worried affect. It seems probable that some 
degree of unawareness of the severity of the 
problem underlies this mild unconcern. 

Severe degrees of unawareness of aphasic 
difficulty are also found, and produce difficulty 
for management. Unawareness is particularly 
notable in the aphasic with comprehension 
problems, and in the most advanced state the 
patient literally does not understand that he 
does not understand. There may be some 
degree of perplexity, but far more characteristic 
is a bland unconcern and/or a tendency to 
withdraw from situations which challenge their 
language. These patients do not understand 
what is said to them, often ask the examiner to 
speak more clearly or slowly, and are likely 
to base their response on a single word com- 
prehended from the examiner’s question. If this 
is a key word the response may be sensible, but if 
not the response may be entirely erroneous, 
leading to perplexity for both the patient and 
the examiner. These aphasics usually have a 
fluent expressive output contaminated by para- 
phasia. They cannot monitor their own output, 
and thus do not realize that it is incomprehen- 
sible and cannot understand why the examiner 
fails to respond to their statements. Only rarely 
do they show evidence of frustration; rather, 
they show a shrug-of-the-shoulder disdain and 
tend to avoid conversation. Frequently they will 
demand an early discharge from the hospital 
because there is nothing wrong with them 
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(incorrect), and because there is nothing that 
can be done for them (much closer to the truth). 
Inasmuch as many of these individuals aree 
severely disabled, some form of persuasion to 
keep them in a relatively protected environment 
(hospital or home) is necessary. The degree of 
unawareness demonstrated by these patients is 
usually directly related to the degree of language 
comprehension deficit; some insight (often 
irregularly present) is seen in those with some 
ability to understand language. 

When unconcern, unawareness and com- 
prehension disability are all severe, a ferious 
psychiatric problem, a paranoid reaction, may 
occur. In some ways this state is similar to the 
paranoia of deafness. The aphasic patient, 
however, hears incorrectly (he can hear lan- 
guage sounds but does not understand their 
symbolic value—analogous to listening to a 
conversation in a foreign language), and in 
addition fails to realize that the problem is his. 
He may observe two fellow-patients conversing, 
cannot understand them but believes that they 
are speaking about him, possibly using a special 
code to keep him from understanding. His own * 
requests and questions are apparently ignored 
(because the amount of paraphasia makes them 
incomprehensible), suggesting a conspiracy to 
keep him from getting what he wants. He does 
not realize that he has any medical problems, 
and feels that his being kept in the hospital is 
part of a plot. His wife or other family members 
may be accused of trying to take his money or of 
keeping him away from the home. Because of 
the comprehension disability, attempts to reason 
with him fail and serious behaviour breakdowns 
can occur. These individuals often become 
negative in all relationships and defy attempts 
at speech therapy or other aid. They often leave 
the hospital without bothering to tell anyone 
(experience tells them that no one pays any 
attention to their communications anyhow). 
They may physically attack the physician, the 
therapists, nursing personnel or other patients. 
On our service, almost every patient who has 
needed custodial care (in a locked ward) during * 
recovery from aphasia has suffered a paranoid 
reaction secondary to severe comprebension 
disability. 

The changes in affective state produced by 
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aphasia, then, are complicated, but are divisable 
into two main groups; one features frustration, 
edepression and possibly the catastrophic reac- 
tion, while the second consists of unconcern, 
unawareness or a state of euphoria, with some 
of the latter patients developing a paranoid 
state. The reactions are determined, not by the 
pre-morbid personality of the patient, but by 
the variety of language impairment. The pre- 
sence of awareness in those who suffer frustration 
and depression contrasts with the lack of aware- 
ness in the second group. Aphasics who are 
awaré, who show concern about their present 
disorder and their limited future, invariably 
comprehend spoken language, and almost as 
invariably have non-fluent speech. The lesion 
producing their aphasia is usually located 
anteriorly, involving the posterior part of the 
frontal lobe of the dominant hemisphere. The 
second group, the unconcerned, euphoric 
aphasics always have some degree of compre- 
hension difficulty, usually severe, and almost 
invariably have a fluent, paraphasic verbal 
output. The structural lesion usually lies 
posteriorly in these individuals, most often 
involwing the posterior superior temporal lobe 
and the adjacent anterior inferior parietal 
cortex of the dominant hemisphere. Aphasics 
who show a paranoid reaction invariably have 
a severt comprehension problem and a lesion 
which involves the dominant temporal lobe 
auditory association area. Thus a clear cut and 
exact correlation exists between the variety of 
affective disorder and the area of cortex in- 
volved by pathology; the psychiatric disturb- 
ance is directly related to the variety of aphasic 
disturbance. Recent work by Gainotti (1972), 
who tabulated the emotional responses of over 
тоо brain-damaged patients, supports this 
correlation of psychiatric disturbances and the 
variety of aphasia. 

On a totally different level, but no less 
difficult, the psychiatrist may be requested to 
give an expert opinion on the mental compe- 
tency of an aphasic. Deciding whether sufficient 
intelligence is present to warrant long-term 
rehabilitation therapy is often difficult; deter- 
minatien of legal competency can be almost 
impossible. Only a general outline of these 
difficult problems can be offered here. 
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The status of intelligence in aphasia has 
produced considerable disagreement among 
experts in the fields of neurology and psychology. 
Some emphasize the symbolic nature of lan- 
guage, and believe that defective use of symboli- 
zation must lead to defective thinking. Many 
aphasics do perform poorly in both the verbal 
and the non-verbal portions of intelligence tests, 
suggesting a disturbance of a ‘general’ or under- 
lying factor. Some aphasics, however, show a 
considerable retention of non-verbal abilities; 
also, many non-aphasics with brain damage do 
poorly on the non-verbal portions of intelligence 
tests. This suggests to some investigators. that 
aphasia per se does not indicate an intellectual 
loss, but that some aphasic patients suffer both 
intellectual and language disturbances. Un- 
fortunately, contemporary standardized intelli- 
gence tests are not designed to probe this 
question directly. The psychologist can provide 
useful information, particularly by the use of 
specialized test procedures, but often these tests 
fail to produce unequivocal evidence of the 
presence or absence of significant intellectual loss 
in the aphasic. In the end the examiner must 
base his decision on multiple observations. In 
addition to the results of formal psychological, 
language and mental status testing, such factors 
as the retention of social graces, the ability to 
count and make change, continued concern 
about family, business, personal finances etc., 
the ability to find his way about, attempts to 
socialize with fellow-patients, old friends etc., 
and attention to his immediate environment may 
provide valuable indications of the retention of 
intellect in an aphasic. In general, most aphasics 
understand more than appearances indicate and 
think more clearly than their expressive capabil- 
ity demonstrates. 

Determination of the legal competency of an 
aphasic may Бе severely demanding. Whether 
the patient is sufficiently sound mentally to sign 
cheques or business papers; to dispense money, 
property or other: holdings, and particularly to 
make a will may appear purely legal decisions, 
but the final answer often hinges upon informed 
medical opinion.. If the individual in question 
is obviously incompetent, legal guardianship of 
some type must be instituted and the problem 
is no longer medical. Most aphasics, however, 
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are not sufficicntly incompetent to warrant legal 
guardianship. Even so, if there is a spouse or 
obviously preferred next-of-kin (daughter, bro- 
ther), it may be advisable for this person to be 
appointed legal guardian or to be given power*of 
attorney for the aphasic. In some instances this 
solution is not possible, and the physician (often 
a consulting psychiatrist) is asked to give an 
opinion concerning a legal act performed by 
the aphasic individual. If the legal act (such as 
signing a will, entering a legal contract) is yet 
to be performed, the physician should thoroughly 
evaluate the patient's ability to comprehend 
language and to express his wishes; then, with 
the aid of a lawyer, the document should be 
reviewed with the patient, bit by bit, until both 
the physician and the lawyer are satisfied that 
the patient understands what he is signing. This 
may require several sessions, and for practical 
purposes the document should be kept short and 
use simple language so that the physician can be 
satisfied that the patient does understand. 

It is far more difficult to give a retrospective 
opinion concerning an aphasic patient's legal 
competency and to testify whether the patient 
did or did not understand a legal document 
signed while he was aphasic. The physician's 
testimony can be concerned only with his own 
observations of the patient's mental capacity at 
or near the time of signing. This should entail 
some description of the patient's ability to 
understand spoken and written language, his 
ability to express himself, and if possible some 
opinion as to underlying competency of think- 
ing. Actually the final decision will probably 
depend most upon proof that the document 
reflected the patient's true wishes a! the time of 
signing, essentially a legal decision. 
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In the rehabilitation of any patient, psycho- 
logical censiderations always deserve careful 
attention. This is particularly true of the indi- 
vidual who suffers aphasia. Great care is needed 
to be certain that the patient himself is treated, 
and not just the disability. While most aphasia 
therapy will be undertaken by speech therapists, 
problems often arise during rehabilitation that 
demand psychiatric opinions. In addition, some 
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of the disorders just mentioned and some 
mentally ill patients who also suffer aphasia will 
need more active psychiatric management during 
rehabilitation. 

In general, the individual who has lest lan- 
guage ability feels frightened and alone; his 
ability to cope with everyday problems is 
diminished and there is a feeling of helplessness. 
The efforts of a trained speech therapist, parti- 
cularly one with experience in the management 
of aphasia, are often rewarding. Not only does 
the therapist offer expertise in the retraining of 
language function, but the presence of someone 
who accepts the aphasia, has met it before, and 
is able to understand and communicate with the 
aphasic, produces a positive milieu for the 
patient. The presence of the therapist, then, may 
be very helpful for the patients’ attitude and often 
acts as a form of psychotherapy. Speech thera- 
pists, however, have little training in the recogni- 
tion or management of serious psychiatric 
problems. When such problems arise, speech 
therapists often desire, not only a psychiatric 
consultation, but to turn all management over 
to the psychiatrist. This is a poor solution and in* 
general should be discouraged. "Wifenever 
possible the psychiatrist should evaluate the 
situation, then advise the speech therapist 
concerning measures to combat the problem. 
The experienced speech therapist has ‘a better 
potential for communicating with the aphasic 
patient, and if at all possible should remain in 
the picture. Even if active and intensive psychi- 
atric management is demanded, continued 
speech therapy will often serve as an additional 
form of psychotherapy, 

The problems of the frustrated, depressed 
aphasic described above occasionally need 
special management. Continuation of speech 
therapy, along with a natural tendency for 
recovery, often proves beneficial, but in some 
cases depression may be so severe that it inter- 
feres with therapy. In our experience the anti- 
depressant drugs have not proved to be highly 
beneficial, but they deserve an adequate trial. 
We have been reluctant to use ECT on indi- ' 
viduals who have only recently sustained injury 
to the brain. In many instances, however, there 
is no contraindication, and ECT can be retained 
as a possibility if needed. Suicide, though 
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admittedly rare, must be kept in mind and 
precautions instituted if necessary. 

* The most efficacious therapy for the depressed 
aphasic consists of active supportive therapy. 
When possible this should include ongoing 
speech therapy plus attention to major worries 
concerning family and business obligations. The 
efforts of a social worker and, in turn, members 
of the family, work partners and close friends 
may all be combined to ease the legitimate 
concerns of the depressed aphasic. During the 
course of rehabilitation an estimate of eventual 
work potential, of financial potential, of neces- 
sary changes in living arrangements, business 
responsibilities, etc. should be worked out. This 
should be accomplished gradually, with as much 
participation by the patient as possible, and 
with considerable support during the phase 
when the patient realizes the limitations of his 
potentialities. These activities, while they may 
be performed by other members of the rehabili- 
tation team, often need the guidance and 
direction of a psychiatrist. 

When it can be obtained, another therapy 

* technique has proved useful for the depressed 
aphasie. This is involvement of the patient in а 
group. In this instance the group should be 
composed entirely of aphasics, preferably indi- 
viduals with somewhat similar types of aphasic 
disability and, at least to a degree, similar 
degrees of disability. Usually such groups are 
supervised by a speech therapist and feature 
speech activities, not self-examination or criti- 
cism by the group members. Group experience 
can be of great value to an aphasic; association 
with the others who are recovering from a 
similar predicament is much safer than trying 
to interrelate only with the normal speakers of 
the world. Often the aphasic finds that he can 
communicate more freely with similarly afflicted 
individuals; more significantly, he also realizes 
that his predicament is not unique and that 
others are learning to cope with life despite their 
aphasia. Usually some combination of the 
supportive techniques outlined above can be 

“instituted and offer a real ‘psychotherapy’ for 
the depressed aphasic patient. 

The management of the unconcerned, un- 
aware, euphoric and/or paranoid aphasic is 
quite a different matter. The basic difficulty is 
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the patient’s own unawareness of his problem, 
combined with the examiner’s inability to 
communicate with him. In its most severe 
form, the paranoid reaction, custodial manage- 
ment, tranquillizing medications and continued 
attempts to establish communication with the 
patient are indicated. Until the patient develops 
some awareness of his own problem only the 
more physical treatments are useful, but with 
beginning understanding other approaches may 
be helpful. Many of these patients appreciate 
signs, gestures, etc. at least to some degree, and 
continued attempts to maintain contact by such 
means is indicated. Language therapy should 
consist of repeated aitempts to communicate 
verbally with the patient, utilizing both spoken 
and written stimuli. The limited capacity for the 
reception and recognition of such stimuli is 
easily overloaded. Therapy requires short, 
simple verbal stimulation, interspersed with 
generous rest periods and only slow increases in 
complexity as the patient improves. The use of 
a programmed therapy, with frequent repeti- 
tion of the same set of verbal stimuli until the 
patient is consistently successful, then moving on 
to a more complicated set of stimuli, is sometimes 
useful. In several cases we have made graphs 
depicting the percentage of correct responses at 
each session and have used this essentially non- 
verbal record as a challenge to continued effort 
in therapy. The most crucial step in therapy for 
these patients, however, is obtaining a realiza- 
tion that they have a real problem, a step over 
which the therapist has little control. In this early 
stage tranquillizers or sedation may be necessary. 

Once the patient begins to realize that he has 
a significant language disability, another pro- 
blem, the possibility of depression, must be 
considered. Supportive management in the 
manner outlined earlier is indicated, but care 
must be exercised in choosing the appropriate 
time to institute supportive management. Until 
the posterior aphasic realizes that he has a 
significant language problem he is not a good 
candidate for language therapy. To attain this 
status he must be continually impressed with his 
own difficulty. Starting supportive care too 
early may interfere with recovery. On the other 
hand, once therapy is progressing these patients 
need and deserve considerable support. 
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Finally, a word about the management of the 
mentally ill who develop aphasia. Surprisingly, 
the added defect of aphasia is often helpful in 
the immediate. management of psychiatric 
patients, Chronic schizophrenics may remain 
unchanged, but individuals with a history of 
affective iilness or episodic schizophrenic break- 
down rarely show serious exacerbation of their 
mental disability when. recuperating from a 
brain lesion which has caused aphasia. In the 
late recovery period, however, return of the 
prior mental disorder is again likely. Neurotic 
traits and personality disorders may still be 
notable during the acute phases of aphasia, but 
often so overhsadowed by the language disturb- 
ance that they require no special attention. 
Often the prior mental problems become less 
severe following the onset of aphasia and never 
again reach a level demanding treatment. 

In summary, aphasia can produce a number 
of complicated. clinical conditions which may 
involve the psychiatrist and demand consider- 
able expertise. Some of these situations have 
been discussed under the divisions: (1) problems 
of diagnosis; (2) psychiatric disorders specific to 
the aphasic condition; (3) psychiatric aspects of 
aphasia rehabilitation. Emphasis is given to the 
fact that in aphasia a specific neuroanatomical 
location. of the lesion produces a specific beha- 
vioural response. While most of the conditions 
discussed. have no simple solutions, honest 
attention to clinical features will usually suggest 
a reasonable course. 
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The Ganser Syndrome in Singapore: A Report on Ten Cases 


By W. F. TSOI 


INTRODUCTION 

The purpose of this paper is to report on ten 
cases of this uncommon syndrome admitted to 
Woodbridge Hospital, Singapore, and studied 
by the*author in a systematic way. No attempt 
will be made to review the literature, as this 
has already been done recently by Goldin and 
MacDonald (1955), Enoch and Irving (1962), 
Enoch et al. (1967) and Whitlock (1967). The 
Ganser syndrome appears to be getting rarer in 
the West, as reports in recent literature have 
usually covered a few cases only: May et al. 
(1960) reported three cases and Whitlock (1967), 
six cases, 

A brief description of Singapore and its 
psychiatric services is relevant. Singapore is an 
sland city republic of slightly more than 
2 millian population in an area of 225 square 
miles. Its population is comprised of 76 per 
cent Chinese, 15 per cent Malays, 7 per cent 
Indians and 2 per cent others, according to the 
1970 Ceasus report. Woodbridge Hospital is 
the only psychiatric hospital and observation 
centre for criminal offenders suspected to be of 
unsound mind. The official language of the 
hospital is English, but the majority of the 
psychiatric patients spoke a variety of Chinese 
dialects and other languages. For the past ten 
years the hospital has admitted about 1,500 new 
patients annually. 
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After a systematic examination, out of 21 
cases suspected to present with the Ganser 
syndrome, only 10 cases were found to show 
sufficient symptoms for a diagnosis of the 
syndrome to be made. These cases were inter- 
viéwed by the author іп a semi-structured 
manner. Raven's Progressive Matrices test was 
carried out by the author in the last three cases. 
A similar interview was also conducted on ten 
schizophrenic patients as ‘controls’. 

The ‘structured interview’ consisted of seven 


* 
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sections and was adapted after Anderson et 1 
(1959). 


(1) Name, personal questions and orientation; 

(2) Questions to elicit symptoms. of schizophrenia; 

(3) Questions to elicit approximate answers; _ 

(4) Counting 1, 2, 3... to 20 and backwards 20, 
19, 18... 1. Digit span and simple arithmetic; 

(5) Naming of objects like books, watch, pen- 
knife, postage stamp, etc.; 

(6) Name of Prime Minister and other simple | 
general knowledge questions pertaining to 
Singapore; ; 

(7) Copying five simple shapes—circle, шайло, 
square, rhombus (diamond) and five-cornered 
star, 


Some cases were re-examined after they had 
recovered from the syndrome. 


RESULTS 

The main clinical findings are summarized 
in Tables I and П. It was noticed that older 
patients were more prone to develop this 
syndrome (Table III). The Indians were 
greatly over-represented (Table IV). There 
was also a bias towards the English-speaking 
class. Only three were criminal offenders 
(charged. with murder). There were no female 
patients in this series. 


Analysis of the ‘structured interview’ 

Because all patients did not speak the same 
language, or did not reach the same proficiency 
in English, it was not possible to adhere to . 
a rigid scheme. of questioning as was done by 
Anderson et al. (1959) in their studies on simula- 
tion. The author conducted all the interviews 
and kept the examination situation. as uniform 
as possible. 

On ‘Personal Questions and Orientation’, all 
patients except two (Cases 7 and 9) were able 
to give their names correctly: All patients either 
gave wrong or approximate answers for their 
age, address, occupation, the. place, the day 
and the date. Except for the date and sometimes 
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TABLE І 
Summary of some data К 
Case Age Race Past personality Probable motivation 
p 50 Indian Irresponsible Avoiding trial for murder 
2 44 Malay Irresponsible Avoiding trial for murder 
3 24 Chinese Immature Dissatisfied with army life 
Inadequate 
4 19 Indian Normal Compensation for head injury 
5 20 Indian Irresponsible Avoiding trial for murder К 
6 56 Indian Irresponsible Compensation for head injury 
41 Indian Normal Escaping from domestic problem 
8 37 Indian Irresponsible Desiring early retirement on medical ground 
Muslim 
9 20 Chinese Immature Dissatisfied with army life 
Inadequate 
I0 o 43 Malay Extrovert Desiring early retirement on medical ground 
e 
Taste II 


Summary of clinical features 























Clinical features Cases cases 
Unable to answer simple 
questions és All cases 10 
Unable to add or count 
(approximate answers) . . All cases 10 
Amnesia All cases 10 





Fugue/trance-like states .. 1, 4, 6,7, 8, 9, 10 7 











Complaints of hearing 

voices hs 1,3, 5, 7, 9, 10 6 
Complaints of seeing visions 1, 3, 5, 10 4 
Hysterical conversion 6 I 





the day, the ‘control’ group of schizophrenic 
patients gave all correct answers. 

On questions to elicit approximate answers, 
all patients were unable to tell how many 
weeks and how many months there were in a 
year, and only three were able to reply that 
there were seven days in a week. Only Case 7 


was able to count from 1 to 20 forwagds cor- 
rectly and in the normal way. None were able 
to count from 20 to 1 backwards correctly. 


Taste ПІ 


Age range . 10—19 20-29 30-39 40-49 50-59 








Singapore male 
population %* 27 16 12 9 7 





Ganser 
syndrome % 10 30 10 30 20 





* Worked out from Census Population 1970, 
Singapore. 
* 


Тавіх IV 








Ethnic group Chinese Malay? Indiansf Others 








Singapore 
population %* 75 15 8 2 
- - M * 
Ganser EE i 
syndrome % 20 зо. бо o 








* Worked out from Census Populatfon 1970, 
Singapore. 
+ Malay includes Indonesian. 
i Indian includes Pakistani and Ceylonese. 


. 
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n the identification of simple objects, there 
was a tendency for patients to give approximate 
édentifications, e.g. clock for watch, pencil for 
pen, photograph for postage stamp, etc. In the 
copying of simple shapes there was no difference 
from the control group. 

Three patients in this group and several other 
‘borderline’ cases were given the Progressive 
Matrices examination. The following observa- 
tions were noted. 

(1) Some patients were very slow in giving 
responses ; 

(2) The scores were very low—7, 6, 2, for the 
three patients; 

(3) Detailed observations showed a certain 
pattern of *mistakes'—a tendency to choose the 
figure next to the black space, i.e. either the one 
above or the one to the left. 


, Discussion 

It is difficult to place this group of patients at 
any single point along the malingering, hysteria 
and psychosis spectrum. Amongst the 11 cases 
who were observed to present with some of the 
features of the Ganser syndrome but were rejected 
from this report, one patient had severe head 
injuries, one was found to suffer from early 
tertiary neurosyphilis (GPI), and another from 
severe schizophrenia. The last two cases pre- 
sented with sufficient features to almost warrant 
inclusion in this series. As in reports from other 
series, not all the cases reported here had all the 
four essential clinical features of the Ganser 
syndrome, namely: (1) the approximate answer, 
(2) clouding of consciousness, (3) somatic 
conversion features, and (4) hallucinations 
(Enoch et al., 1967). The syndrome appeared to 
range from patients who gave an occasional 
approximate answer to those who showed the 
"hi-blown picture. It was difficult to decide 
where should be the cut-off point for a diagnosis 
of the Ganser syndrome. 

The author was more inclined to agree with 
Mayer-Gross et al. (1969), Henderson and 
Batchelor (1962), Curran and Partridge (1969), 
'and Enoch and Irving (1962), and classify this 
syndrome on the hysteria-malingering dimen- 
sion rather than as a psychosis. The fact that 
• some patients had head injuries should not be 
sufficient argument to call this an organic 


illness, as the injuries in the two cases were 
relatively mild and the subsequent clinical 
picture was more consistent with a functional 
psychiatric disorder. Compensation in the two 
cases was a strong motivating factor. 

The author disagrees with Whitlock (1967) 
that the Ganser syndrome is a psychotic illness, 
and was not able to differentiate clearly between 
this syndrome and pseudo-dementia from the 
disturbance of consciousness which was too 
subjective and ill-defined to be a good criterion. 
On the other hand, approximate answers could 
sometimes be elicited in schizophrenia or chronic 
organic brain syndrome. 


Psychopathology 

The results of this study showed that these 
patients were trying to simulate a psychotic 
illness or exaggerate their psychotic experience, 
according to their idea of insanity acquired 
partly through mixing with psychotic patients in 
the wards. Of the four ‘essential’ clinical features, 
Vorbeireden or more correctly Vorbeigehen was the 
one that made these patients stand out as a 
separate clinical entity. What was more difficult 
to decide was whether the simulation was at 
the conscious or unconscious level. It was in- 
teresting to note that approximate answers 
were produced by Chinese, Indians and Malays 
whose culture, beliefs and upbringing were 
very different from the English-European 
pattern, and the approximation extended to 
other areas of behaviour—viz. naming of 
objects, problem solving, etc. 

The Ganser syndrome, like other psychiatric 
diagnostic categories, is not an all-or-none 
phenomenon. The clinical picture in our cases 
covered a wide range of psychiatric abnormali- 
ties, but they were most distinctive in the cogni- 
tive area. Most of the cases reported by previous 
authors do not give the impression of a fully 
developed Ganser syndrome. The questions 
covering areas listed in the proforma were able 
to pick out some of the variations in this rare 
condition. 

Medico-legally, for criminal offenders, the 
Ganser syndrome by itself should not constitute 
unsoundness of mind. For the purpose of civil 
compensation, as in the cases of head injuries, 
the syndrome was best regarded as a functional 
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neurotic disorder rather than a direct result of 
brain injury. 


Case Reports 


Case т 

Admitted on 25.11.65 was a 50-year-old Tamil widower, 
born in India, educated in Tamil for five years and 
married at age 30—wife died in 1955. He came to Singa- 
pore in 1956 leaving behind two daughters and a son. 
His last occupation was building sub-contractor. He took 
moderate amounts of alcohol for 20 years and smoked 
marijuana for 5 years. 

On 7.2.60 he was convicted for voluntarily causing hurt 
and was jailed for two months. On 15.10.65 after a quarrel 
over a woman he stabbed three persons with a knife and 
one of the victims died. He was admitted to this hospital 
because he had had depression, amnesia and outbursts of 
temper for one week. While in prison he was able to give 
a brief account of the murder incident and his arrest by 
the police three weeks before. He said that in the struggle 
he fell into the drain and could not remember the details. 

On 11.12.65 he was brought to the author for examina- 
tion because he refused to eat his rice, saying that it was 
dirty and contained worms. He heard voices scolding and 
blaming him continuously. The voices followed him 
wherever he went. He had amnesia of the murder incident. 
He insisted that he had been admitted two months before, 
even when he was told it was only one month, and also 
said that he was given faeces to eat instead of rice. 

These were some of the answers: 4+3 = 5; 24-4 = 7. 
The place was Changi Prison. There were 10 months in 
a year and 8 days in a week, When asked to count 1 to 20 
he gave т, 8, 5, 7, 8, 10, 12 and stopped. On 30.12.65 he 
was found to be in coma. This was investigated and no 
cause was found. Retrospectively, it was believed that he 
must have hoarded some chlorpromazine or amylobarbi- 
tone from other patients and taken an overdose without 
our knowledge. On another occasion he showed flexibilitas 
cerea. On 26.1.66 he replied that he was бо years old and 
spontaneously complained of hearing voices scolding him 
and seeing worms in his food. He sometimes saw a black 
man scolding him and threatening to kill him and cut 
him up. He insisted that there was no milk in his tea when 
this was not true. He continued to give approximate 
answers, 

On 30.3.66 the day before he was due for mention in 
court he was discovered to be in a stuporose state. He was 
hyperventilating, frothing at the mouth and groaning in 
pain, Physical examination was negative. He was found to 
be fit to stand trial on 31.3.66. 


Case 3 

Admitted on 27.2.67 was a 24-year-old single Chinese 
serviceman. He was described as a difficult child who 
quarrelled frequently with his siblings and was demand- 
ing. He did not complete his English secondary education 
and was a labourer before joining the army. He was 
brought to the hospital by a lance-corporal with the 
history that for two weeks he had been queer. He tried to 
burn down the lavatory. One week ago, he ‘burned his 
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fellow servicemen's things and threw away some keys. 
He complained that people wanted to kidnap him, and 
he mistook his fellow servicemen as policemen who tri 
to extort information from him. He said that the lance- 
corporal escorting him was from the C.I.D., and that he 
would get beaten up in this place (the hospital). He 
complained of hearing voices and was disorientated. 

On 1.3.67, during an examination, he expressed dislike 
for army life, especially the uniform and the discipline. 
Spontaneously he volunteered that during the day he 
sometimes heard the voices of a girl scolding him and a 
boy threatening him. On his way to the camp he saw two 
persons trying to strangle him and to kill him in order to 
take away his money. When he reached the camp he 
asked the medical officer for a sub-machine gun tg defend 
himself. For this he was referred to this hospital. 

During the structured interview on 1.3.67 he gave his 
age as 19 and the date as 27.1.67, the day as Friday (when 
it was Wednesday) and gave the name of the Defence 
Minister for the Prime Minister. He was unable to count 
1 to 20 either forwards or backwards. 

On 4.3.67 he recovered spontaneously. He was rational 
and no longer gave incorrect answers. He said that his 
mind had been dull a few days ago. He was then discharged 
from the hospital. He continued to serve in the Army, but 
on 14.5.69 he was reported to have made an attempt to 
hang himself, and on 10.7.69 he was medically boarded 
out from the Army. 


Case 4 e 

Admitted on 15.3.67 was a 19-year-old single Indian 
storekeeper. His father was a telephone operator who had 
died two years before of heart attack. His mother operated 
a food stall. He was the eldest in a family of 7 boys and 5 
girls, all living in a flat. He was educated in English up to 
the eighth year, and was a member of the Singapore 
Volunteer Armed Forces. 

On 3.1.67 he was knocked down in a traffic accident on 
his way to work and sustained mild head injury. Follow- 
ing this he had headache and pain in the right shoulder. 
He was treated by the author for ‘Depression’. 

On 15.3.67 he attempted suicide by jumping into the 
sea from a busy pier, for which he was admitted to this 
hospital. Two days later, when he was examined by the 
author, he complained he heard voices of people saying all 
sorts of things about him, and felt people wanting to 
harm him. He gave incorrect or approximate answers to 
simple questions. The following was a sample of his 
responses. Question: ‘I give you some numbers and you 
repeat after me, 74658.’ Answer: ‘7465.’ Question: ‘Can 
you count 1, 2, 3, up to 20.” Answer: ‘1, 2, 3, 20.’ He identi- 
fied objects wrongly: tuning fork = iron; blood pressure 
set = balloon (pointing to the pump). He was given an 
identical examination on 21.3.69, when he answered all 
the questions correctly, but he was unable to remember 
the previous examination. He said he had been very well" 
previously but a little uncomfortable after the accident. 
On 17.4.67 he returned to work and was certified to be fit 
for full duties. He wanted a medical certificat to show 
that he had stayed in Woodbridge Hospital so that he ° 
could claim compensation from the insurance. 


жиб Case 5 

Admitted on 7.8.67 was a 20-year-old unemployed 
single Indian. His father was a plumbing contractor. His 
mother was mentally queer. He was educated in Tamil 
for four years and had a history of truancy. He stopped 
schooling for about two years and assisted his father 
intermittently. He was said to have connections with 
gangsters and was aggressive to his siblings. 

On 1.8.67 he stabbed and killed another male Indian. 
He was arrested the next day and charged with murder. 
He made a confession. At the request of his defence 
counsel he was observed in this hospital. On 7.8.67 when 
he was given the structured interview by the author he 
answered all questions correctly. He had amnesia for the 
murder incident. He could only remember that a detective 
came to arrest him. 

On 17.8.67 he was reported to have had a fight with 
other patients in the ward. After that he was very violent. 
He was examined by the author the next day, when he 
complained that someone was disturbing him and wanted 
to kill him. He heard voices coming from the window and 
at 2.00 a.m. devils came to harm him. He gave approxi- 
mate or wrong answers. The following was a sample of his 
responses. His age was 30. The place was his home and 
he had come to this place by helicopter. There were 5 
weeks in one year, and 15 days in one month. A monkey 
had 5 legs and a dog had 3 legs. He counted 1 to 20 thus: 
1, 2, 4, 5, 7, 8, 9, 12, 19, 16, 17, 20. 2+3 = 6. He named 
objects as follows: watch = clock, scissors == knife, 
$5 note — $10 note, Diary — paper. For the Prime 
Minister he gave the name of the President. 

On 28.67 he recovered from this syndrome and denied 
he had been given such an interview. He was rational in 
replies to simple questions. He remained in this rational 
state until he was discharged on 1.9.67. 


. 

Case ro 
Admitted on 11.8.70 was a 43-year-old Malay police- 
man, educated in Malay for a few years and married with 
g children, ages ranging from 7 to 20 years. He was a 
friendly and active person. He had worked in the Police 
Force since 1947 and was promoted to Sergeant in 1961, 
but was demoted to Lance-Corporal in 1969 because of 
breach of discipline. Since then he started to seek medical 
treatment for sore throat, flu, etc. He was brought to 
Woodbridge Hospital by his wife because for one month 
he had refused to eat, had insomnia, did not go to work 
nd kept to himself at home. He sometimes wandered 
aimlessly and cried a lot. He was mute on questioning, 
and was diagnosed as suffering from ‘Reactive Depression’, 
On 18.8.70 he showed signs of Ganser’s syndrome. 
When asked what was 5 minus 2 he counted his fingers 
and returned the answer 4. A dog had 2 hands and 2 legs 
(he then corrected this to ‘3 legs’). There were 6 days іп a 
week; 3—1 = 1;2—1 = 2. During his stay in hospital he 
“complained that his mind was blank and that his wife 
had absconded and his children were in the care of the 
social welfare department. At midnight he saw his friend 
come in fb hospital to tell him that his wife had left him. 
He also heard his children crying. He had these nocturnal 
hallucinations from 24.9.70 to 7.10.70. In the ward, he was 
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described as restless. Once he absconded and was found in 
a housing estate. He said he could not find his way home. 
On 10.10.70 he was given a structured interview and 
gave approximate answers. He scored only two correct 
answers with coloured Progressive Matrices. During the 
examination he would turn the book round, stare at it, 
ponder over the figures and slap his forehead as if puzzled. 
On 24.10.70 he went to his former police station and 
broke some glasses. When returned to the hospital he was 
at first mute, and later said that the hospital was a hotel 
and he was suffering from a heart attack. He was taken 
home periodically by his wife, and on one occasion wanted 
to jump from a 12-storey building. | 
On 8.2.71 he said he could not remember anything 
except the two months when he went out with his wife, 
and expressed surprise when told of the situation he was in. 
On 24.2.71 he underwent narco-analysis but this failed 
to bring out much information. He regarded the narco- 
analysis as ‘Gestapo’ treatment. He was medically boarded 
out of service on 9.6.71: Soon after that he recovered 
completely. 


SUMMARY 


Twenty-one cases suspected to suffer from the 
Ganser syndrome were studied. Of these 10 
presented with sufficient symptoms to warrant 
a diagnosis of the Ganser syndrome. They were 
studied and are reported on in this paper. 

The author concludes that the Ganser 
syndrome belongs to the hysteria-malingering 
dimension rather than the psychosis. Five case 
summaries are appended. 
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Accuracy of Dating Parent Deaths: Recollected Dates 


Compared with Death Certificate Dates 


By В. М. BARRACLOUGH and JANE BUNCH 


Bereavement studies which have correlated mental 
illness and other pathology with the recent or past 
deaths of parents have relied on the subject’s memory 
for ascertaining parent death dates. Data given by 
subjects can be wrong, because of faulty recollection 
or deliberate misinformation given to conceal some- 
thing felt to be shameful, such as illegitimacy. 

We report here a comparison between the date of 
a parent’s death as given by a subject and the date 
on the parent’s death certificate. The results show 
some discrepancy. 


METHOD 


One hundred and fifty persons were asked the 
dates of their parents’ deaths, and their answers were 
“checked against the dates given on the parents’ 
death @ertificates. All the subjects were residents of 
the County of West Sussex or of Portsmouth County 
Borough at the time of interview. They were selected 
by a random method from the file of NHS Executive 
Council eards held at the offices of two group general 
practices, one in Portsmouth and one in West 
Sussex (1). 
Since the enquiry’s main purpose was to compare 
a group of the general population not under psychi- 
atric care with a group of suicide cases, controlling for 
age, sex and whether single, the subject group re- 
ported here contains more men, more single and 
more older people than would a random population 
sample. Of the 150 subjects, only one refused an 
interview, and he was not replaced. 
At a home interview each subject was asked, in 
the course of a wide-ranging enquiry, if his parents 
were dead, the date of the death, the cause of death, 
the place of death, and the father's occupation. If a 
subject said a parent was dead, or alive, that informa- 
tion was accepted without any further confirmatory 
evidence. Subsequently the death certificate was 
searched for at the General Register Office. If the 
death entry was not found in the stated year, the 
search was widened progressively to include the five 
years on either side of the index year before being 
abandoned. We assumed the General Register 
Office's records about year of death to be faultless. 
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RESULTS 

There were 208 dead parents, 101 mothers and 107 
fathers. Certificates were traced for 179 deaths, 
88 mother deaths and 91 father deaths. Certificates 
were not searched for in 13, 4 mother deaths and g 
father deaths, because parents had died abroad or 
in the Armed Forces, or because details were insuffi- 
cient. The search was unsuccessful in 16, 9 mother 
deaths and 7 father deaths. 

The data on accuracy of recollection therefore 
relate to the 179 deaths whose certificates were 
traced. As the 16 deaths whose certificates were not 
traced in a ten-year seatch probably represent errors 
of more than five years in the subjects’ dating, the 
errors described must be minimum ones. 


ACCURACY OF RECOLLECTION 


Of our subjects тї рег cent were three years or 
more in error, 20 per cent two years or more, and 
40 per cent one year or more (Table I). Errors were 
equal for both mother and father deaths. No consistent 
tendency to over- or under-estimate the period since 
death is observable, whether for the whole group or 
separately for either parent. 

The longer the period since the parent death the 
greater the inaccuracy (Table II), a finding of some 
importance for studies of parent death in childhood, 
in which the memory of the subject is assumed to be 
accurate, and the death was long in the past. 


Taste Т 
Accuracy of subjects’ estimate of year of death 














Mother Father Both 
No o5 N % N % 
Correct year 53 (бо) 55 (бо) 108 (бо) 
і year in error .. 18 (20) 17 (19) 35 (20) 
2 years in error.. .8 (д) 8 (9 36 (9) 
3 years and more 
in error ..— 59s o (10) са: (2) 20 (т) 
88 (99 ө: (100) 179 (тоо) 
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Taste Н 
Time since death and error in recollection 
Time Years in error of recollection 
since == — 
death Correct 1-2 years 3+ years Total 
(certifi, ——~ на meenen 
cate) N % N % N % N 9% 
5 years... 14 (78) Ф (22) о (о) 18 (100) 
5-19years Да (62). 18 (26) 8 (12) 68 (100) 
2o-++ years 52° (56) 29 (31) 12 (13) 93 (100) 
108 51 20 


179 





Other sources of error were examined. Some trends 
were apparent. Being older, married, widowed and of 
social class ПІ, IV or У all increased the likelihood 
of error, but none of the differences was beyond the 
5 per cent probability level. Men and women subjects 
were equally inaccurate. 

No error attributable to variation in interviewing 
was present. . 

Discussion 

The estimate of the mean age for parent death will 
not be affected, for the memory error term is a random 
normal variate which sums to zero. But the error term 
will inflate the variance, especially for long ago 
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deaths, tending thereby to obscure real differences 
between means, But error arising from faulty memory 
of parent death in spécial populations may not be a 
random normal variate—for all we know the de- 
pressed may systematically over or underestimate. 
The computed errors are minimum ones, based on 
the death certificates found. There were 16 further 
deaths reported for which certificates were not found 
and which probably occurred outside the ten year 
range searched. 1f these are included; as they would 
be in a field study, the percentage cf correct datings by 
subject drops from 60 per cent to 55 per cent. 
Future investigators of parental bereavemeng might 
consider it worthwhile to check recollected. dates. of 
parent deaths against death certificates; this would 
avoid error arising from faulty subject. memory. 
The inclusion of illegitimacies аз cases of early 
bereavement of fathers would also be averted (2). 
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Consciously Rejected Children 


By D. A. PEMBERTON and D. R. BENADY 


INTRODUCTION 

Children who are rejected give a clinical 
impression of making interpersonal relationships 
with difficulty. Wolberg (1944) described the 
consequences of parental rejection as depending 
upon the age of the child at the time of the 
rejection, the. manner in which frustration was 
imposed by the parents, the nature and extent 
of compensatory gratification from others, and 
the success or failure of spontaneous reparative 
attempts on the part of the child to establish 
accepting relationships. Earlier studies of the 
child's reaction to rejection were marred by the 
tendency to define rejection too loosely, so that 
both conscious and unconscious forms were 
included as well as more frequent ambivalent 
parental attitudes, with a resultant wide scatter 
im the form of the children’s responses. However, 
it has been shown by comparison with accepted 
children that the rejected child is uncommuni- 
cative, rebellious, less friendly, and bewildered 
about life (Symonds, 1938). Rejected children 
have beef noted to be hypersensitive, and it 
has been speculated that this stems from 
feelings of insecurity and of not belonging to a 
permanent setting (Childers, 1935). The types 
of reaction to rejection were sub-divided into 
two broad groups—aggressive and submissive 
(Newell, 1934). Aggressive behaviour, including 
rebelliousness, disobedience, temper tantrums, 
quarrelsomeness, stealing and truancy occurred 
when the parental handling was consistently 
hostile; while submissive behaviour, including 
shyness, seclusiveness, cravings for attention, 
occurred more frequently when the parental 
behaviour was consistently  over-protective 
(Newell 1936). The aggressive response to 
hostile rejection was confirmed by Wolberg, 
who also thought that the symptoms of delin- 
quency, truancy, enuresis and frustration in- 
tolerancg should be interpreted in the larger 


«framework of the child's attitudes towards 


himself and the world. 
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The reasons for maternal rejection have been 
studied, and it has been found that rejection is 
primarily due to the mother's unhappy adjust- 
ment to marriage which, in turn, is usually a 
result of immaturity and emotional instability 
on the part of one or Both parents (Newell, 
1936). 

At this clinic it became apparent that the 
consciously rejected child seemed to show clear- 
cut clinical characteristics, whilst the parents 
themselves appeared to have common features. 
For the purpose of this study, consciously 
rejected children were defined as those children 
whose parents had excluded them from. the 
family and had taken active steps to have them 
placed elsewhere; subsequently most of these 
parents had severed all contact with the child. 
We postulated that the consciously rejected 
child showed a specific behaviour response to 
the insult of rejection. 


METHODS AND FINDINGS 
The data concerning all the consciously 


rejected children, eight boys and four girls, . 


who were seen at the clinic between 1967 and 
1969 were collected in a retrospective and 
prospective study. Our controls were the next 
patient referred to the clinic of the same age 
and sex. Because of insufficient information, it 
was not possible to match for social class; we 
could postulate that social class as a random 
factor was equa. distributed between both 
groups. 
The Children 

1. Age 

The mean age of the sample group at referral 
was 9-o years with a standard deviation of 
3:25 years, and the control group 9-1 years with 
a standard deviation of 3*4 years. 


2. Source of referral 
The sample group children were referred to 
the clinic from various agencies, unlike the 


. 


- 
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control group who were predominantly referred 
by doctors. 


3. Ordinal position 

In the sample group the mode was 2 : 4 and 
in the control group 2 : 3. 

In the sample group the presenting child was 
never the youngest member of the family. 


4. School career 

The school careers of the children were 
studied from psychologists’ reports and social 
histories. The difficulties they had in attending 
school, in continuing to attend school, in 
establishing working relationships with their 
teachers and their peers, and with school work 
revealed no significant difference between the 
sample and control groups. 


5. Presenting Symptoms (Table 1) 

The symptoms of day wetting, nocturnal 
enuresis, encopresis, stealing, lying, aggression, 
negativistic attitude and rejecting attitude to 


Taste I 
Presenting symptoms 


Sample Control 

(п==12) (n=12) 

Day wetting Present 5 2 
(p > 0°05 n.s.) 























Nocturnal Present 9 6 
enuresis (p > 0-05 р.в.) 

Encopresis Present 10 2 
* (p = 0:002) 

Stealing Present 9 2 
(p = 0-006) 

Lying Present 10 I 
* (p < о-оо?) 

Aggressive Present 10 4 
(p = 0:018) 

Negative Present 10 І 
behaviour * (р < 0-002) 

Rejecting Present 9 2 
attitude * (p = 0-006) 
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an, 


parents which the consciously rejected children 
presented with are shown in Table I. These 
symptoms are significantly more common їп 
the sample group, except for day and night 
wetting, 


6. Intelligence 

The educational psychologists measured the 
child’s intellectual abilities with either the 
Stanford-Binet or the W.I.S.C. tests. 

No statistical difference in intellectual abilities 
between the two groups was found. 


The Parents 
1. Mothers 

The mother’s descriptions of their own 
personality and of their childhood, as well as 
the presence of chronic or severe physical illness 
in the mother, the presence or absence of periods 
of separation from the child of greater or less 
than one month, and the mother’s attitude to 
the other children differed little in the two 
groups. 

The mothers of both groups of children had a 
high incidence of chronic or severe physical 
ill-health. * 

In only one family had the mother consciously 
rejected more than one child. 

2. Fathers 7 

In the sample group eight of the fathers also 
had rejecting attitudes towards the children. a 








ТАВІЕ П 
Sample Control 
(n=12) (n=12) 
Marital Present 12 5° 
disharmony (p = 0-002) 
Physical assaults Present . 12 2 
on children (р = 0-002) 








3. The parents’ marriage (Table IT) 

Marital disharmony was present and had 
been present for many years in every marriage 
of those parents who consciously rejected their: . 
child but was also present to a degree in the * 
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control group. However, the difference between 


* 


the two groups is highly significant statistically. 

“In the sample group the parents tended to 
remain together with only one family being 
completely disrupted. However, in most cases 
there were either temporary separations of 
varying time duration or threats of departure. 
The origins of the marital difficulties were not 
satisfactorily elucidated in any of the families. 
This was due to a lack of co-operation and an 
unwillingness to attend the clinic on the part 
of the parents. Similarly, the families rejected 
any form of intervention by the social agencies 
including psychiatric social workers, education 
welfare officers and mental welfare officers who 
were trying to maintain contact once the child 
had left the home. 


4. Assaults on children 

The parents who consciously rejected their 
children assaulted them physically, but as far 
as is known they only inflicted ‘soft’ tissue 
injuries. These parents were vituperative in their 
description of their child. The following is a 
Sample of their comments: ‘She smells’, ‘He’s 
destructtve’, ‘A champion liar’, 'Swears and is 
never satisfied’. The rejection of their child was 
expressed in many ways: ‘I just hate that child’, 
‘I can’t stand her about the house’, ‘Not our 
child’, ‘Fle could have been changed at the 
hospital without us knowing’, ‘Not worth 
bothering about. I don’t care where he goes’, 
‘I don't care about him. I hate him.’ 


Disposal of Children (sample group only) 

One child was able to be reintegrated with his 
family. Of the remainder, six ended up in the 
care of the local authority, five attended special 
schools for maladjusted children, two lived with 
grandparents and one was returned to her 
adoptive agency after 12 years. Three of the 
children in care also attended special schools. 


Discussion 
«This survey confirms the earlier American 
Studies that the consciously rejected child 
shows more symptoms of aggression, rejecting 
attitudee to parents, negativistic attitude, 
stealing, lying and encopresis. Newell’s studies 
on the pathology of the parents were sup- 
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ported with the evidence that the parents 
were unstable and had been so for years, and 
that the mothers were unsure of their role. This 
study also appears to demonstrate a reactive 
phenomenon to a clearly defined environmental 
stress which appears to be unrelated to the 
child's personality. | 

The origins of the scapegoating process were 
never fully elucidated in any family because of 
the parents’ dislike of discussing their problems 
and their eagerness to focus attention on one 
child. The reasons for choosing one particular 
child were also obscure. However, the child's 
behaviour in every case served to strengthen the 
process of rejection. Prolonged emotional depri- 
vation during the earliest years of life did happen 
to some children, but not all; and when it did 
occur some had brothers and sisters who had 
similar experiences yet did not show the same 
rejection picture. The lack of support from 
outside the family was noticeable, and it was our 
impression that the majority of the families were 
prone to frequent geographical moves. 

The process of scapegoating appeared to 
produce a fragile kind of stability in the rest of 
the family. Even when the child was removed, 
the families in all but one case remained together 
and offered some care for the other children, 
without the process of scapegoating extending 
to them. 

The consciously rejected children were subse- 
quently seen to be severely damaged by their 
inability to establish close relationships with 
other significant persons in their life such as their 
peers and teachers. This observation was 
supported by the children's behaviour away 
from home. Initialy they appeared to invite 
rejection, and only gradually did they show 
any warmth in their relationships with staff. 
However, under stress the symptoms returned, 
indicating the severity of their impairment. 
These children present a difficult therapeutic 
challenge where close co-operation between the 
people looking after them is essential. It is 
easy even for prefessionals to reject either the 
child or the child's family, perhaps needlessly 
polarizing the negative aspects of the relation- 
ships. In all honesty, it is sometimes extremely 
difficult to find any positive feeling from the 
family towards the child, and inescapable 
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separation of the child from its family comes 
about. Whilst this separation may be beneficial 
in the short term, the difficulty these children 
have in establishing interpersonal relationships 
gives rise in their teens to a sense of emptiness 
and to acting-out behaviour which even whilst 
understood is extremely difficult to cope with. 

It would appear that further studies are 
needed to assess the subsequent development of 
these children. 

This study of consciously rejected children is 
incomplete in that it only includes the children 
referred to the clinic and does not include any 
children who were rejected in infancy. 


SUMMARY 
A symptom-complex of aggression, rejecting 
attitude to parents, negativistic attitudes, steal- 
ing, lying and encopresis is described in twelve 
consciously rejected children. The parents of 
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these children have unstable marriages and this” 


instability antedates the rejection of the child. 
E * 
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Responses to Erotic Stimuli of Transsexual and Homosexual 
Males 


- Ву R. Е. BARR 


The aim of the study was to determine 
whether transsexual and homosexual males 
differ iff their autonomic responses to erotic 
film sequences. 

Freund (1963, 1967) described a method of 
determining the sexual orientation of male 
subjects by recording penile volume changes 
while slides of female and male nudes were 
shown. McConaghy (1967) described a simpler 
method of measuring penile volume responses. 
He found that homosexual and heterosexual 
males differed significantly in their penile 
volume responses to female and male film 
sequences; this finding was replicated by Barr 
asd McConaghy (1971). 

Davis and Buchwald (1957) studied galvanic 
skin responses to slides of female nudes, cartoons, 
landscapes, horror scenes and geometrical 
abstractions. Male subjects showed larger 
galvanic skin responses to female nudes than 
to the other categories of slide. Female subjects 
did not show significantly larger galvanic skin 

• responses to female nudes than to the non- 
sexual slides. Loiselle and Mollenauer (1965) 
examined the galvanic skin responses of female 
students to pictures of female and male nudes. 
They showed significantly greater galvanic skin 
responses to nude male figures than to nude 
female figures. 

Bancroft and Mathews (1971) studied the 
autonomic correlates of penile erection in ten 
normal males. Changes in penile volume and 
levels of heart rate, forearm blood flow and 
skin conductance in response to slides of nude 
females and neutral scenes were measured. 
Penile volume changes alone showed significant 
differences in response to sexual and neutral 
stimuli. Bancroft and Mathews found that 


- penile volume increases to erotic stimuli were 
e .not consistently related to other autonomic 
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responses across subjects. Two of the ten subjects 
showed significant positive correlations between 
penile volume increase and skin conductance. 


Tue Present STUDY 


In the present study, penile volume changes 
and galvanic skin responses to erotic stimuli 
were measured in transsexual. homosexual and 
heterosexual males. 


Subjects 

Twenty-four male transsexual patients were 
examined (mean age 25:9 years, S.D. 7:6). The 
transsexual patients had presented requesting ‘sex 
change' surgery; all gave a history of cross-dressing, 
and twenty were dressed as women at initial inter- 
view. Nineteen were taking oestrogens regularly. 
These patients were transsexual in the sense that 
they ‘have a strongly held conviction that their 
sexual identity is misrepresented by their anatomy’ 
(Roth and Ball, 1964). The majority of patients said 
that their desire for feminine identity began before 
puberty. None of the transsexual patients experienced. 
Sexual arousal while cross-dressing, but one middle- 
aged subject remembered experiencing sexual excite- 
ment while wearing female clothes during his 
adolescence. 

Forty-four male patients who had presented for 
treatment of homosexual impulses were studied 
(mean age 29:0 years, S.D. 9:7). None gave a history 
of cross-dressing. Legal action was instrumental in 
six of the homosexual patients being referred for 
treatment; these six patients were awaiting trial or 
were on probation, but stated that they wished to 
have treatment for reasons other than the legal 
action against them. Twenty patients had had 
heterosexual intercourse, and seven were married. 
Of the forty-four patients, thirty-nine gave a history 
of overt homosexual activity; the remaining five 
patients reported no homosexual activity but were 
distressed by feelings of sexual interest in other males. 
Sixty male first-year university student volunteers 
were also evaluated (mean age 19-4 years, S.D. 2-4). 
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Method 

The method used for measuring penile volume 
change was as described by McConaghy (1967). The 
blind end of a fingerstall was cut off and the cut end 
stretched over the open end of a cylindrical tin. 
This was connected by a tube to a standard Grass 
pressure transducer. The penis was inserted into the 
tin through the open end of the fingerstall, which 
maintained an airtight connection. All penile volume 
changes were converted to correspond with a sensi- 
tivity setting of 2 mV./cm. on the Grass preamplifier. 

Galvanic skin responses were measured with a 
model 5P1 preamplifier in a standard Grass model 
5D polygraph. Beckman silver electrodes were placed 
on the palm of the left hand at the base of the index 
and fifth fingers. Galvanic skin responses were 
measured in units of change in the square-root of 
conductance. 

The subject viewed erotic stimuli while the Grass 
5D polygraph recorded changes in penile volume, skin 
resistance, and the time of presentation of stimuli. 
The erotic stimuli were ten female sequences alter- 
nating with ten male sequences presented at intervals 
of one minute. The female and male sequences were 
of nude or partially clothed young adults and of ten 
seconds duration. These stimuli were set into a 
travelogue film of London. 

The penile volume response was scored by noting 
the difference between the volume recorded at the 
time of the nude sequence onset and the time of nude 
sequence offset. The statistical significance of the 
difference between the ten responses to females and 
ten responses to males was calculated using the 
Mann-Whitney test (Siegel, 1956). The U score 
obtained with this test reflects the tendency for penile 
volume increases in response to females to be greater 
than the responses to males. The maximum hetero- 
sexual score is 100 and the maximum homosexual 
score is zero. Scores of 77 and above and 23 and less 
are significant at the 0-05 level in the heterosexual 
and homosexual directions respectively. Galvanic skin 
responses were scored by noting the difference be- 
tween conductance at the time of nude sequence onset 
and the maximum increase in conductance occurring 
within the following ten seconds. 


RESULTS 
(a) Sexual orientation and penile volume responses to 
nude sequences 

The mean U score for the twenty-four trans- 
sexual patients was 16:4 (S.D. 27-0). Twenty- 
one of the transsexual patients (88 per cent) 
obtained scores of 23 or less, that is in the signi- 
ficantly homosexual range. The mean U score 
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of the forty-four patients presenting for treat- 
ment of homosexual impulses was 31:9 (S.D. 
31:0). The difference between the mean U 
scores of the transsexual and homosexual 
patients was statistically significant (t = 2:090, 
d.f. 66, p < 0-05). The mean U score for the 
sixty student controls was 90-1 (S.D. 16:3). 
Of the students fifty-four (go per cent) Sbtained 
scores of 77 and above, that is in the significantly 
heterosexual range. The remaining six students 
(10 per cent) obtained scores of less than 77 but 
more than 23. No student obtained a score in 
the significantly homosexual range. Tht differ- 
ence between the mean U scores of the student 
and homosexual groups was statistically highly 
significant (t = 12-600; d.f. 102; p < 0-001). 

'The mean total penile response to the ten 
male sequences was --9:1 units (S.D. 8-8) for 
the transsexual patients and -|-14:6 units (S.D. 
30:3) for the homosexual patients. The ten- 
dency for homosexuals to show larger penile 
volume increases to male sequences than did 
transsexual patients did not reach statistical 
significance. Twenty of the transsexual patients 
(83 per cent) showed a negative total penile 
response to females. By contrast, only twenty-five 
(57 per cent) of the homosexual patients showed 
a negative total penile response to female 
sequences. 

The mean total response of the student 
controls to female sequences was --23:3 units 
(S.D. 31-8). Student controls showed signi- 
ficantly larger penile volume increases in 
response to females than did transsexuals to 
males (t = 2:179; d.f. 82; р < 0:05). In the 
homosexual patients the tendency to show 
smaller penile increases to males than did 
student controls to females was not statistically 
significant. 

Among the transsexual patients there was a 
non-significant tendency for those taking high 
doses of stilboestrol to have low U scores. The 
correlation between daily stilboestrol dosage (or 
equivalent stilboestrol dosage of other oestrogen) 
апа U score was —o-266 (d.f. 22, N.S.). The 
correlation between daily stilboestrol intake and 
total response to male sequences was ++0:093 
(d.f. 22, N.S.). Е 

For all three groups of subjects there was a+ 
negative relationship between age and total. · 
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penile response to the preferred sex film 
sequences (transsexuals г = —0:429, p <0:05; 
hofnosexuals г —0:259, N.S.; student 
controls г = —0:142, N.S.). 


(b) Sexual orientation and galvanic skin responses to 


The hea total response of transsexuals to 
females was0-g634/ micromhos (microsiemens), 
S.D. 1-049, the mean total response to males 
waso:73904/ micromhos,S.D.0-814(t=1-374, 
N.S.). [he galvanic skin responses of trans- 
sexuals to females and males are shown in Fig. 1. 
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Fig. 1.—Mean galvanic skin responses of 24 transsexual 
patients to film sequences of Females and Males. 


The mean total response of homosexuals to 
females was 1-252 4/ micromhos, S.D. 1:040; 
the mean total response to males was 1-589 
4A/ micromhos, S.D. 1:293. The tendency for 
homosexual patients to show larger galvanic skin 
responses to males than to females was significant 
(t test, paired observations, t = 2:928; d.f. 43; 
p < 0'02). The galvanic skin responses of 
homosexual patients are shown in Fig. 2. 

"Ihe student controls also showed significantly 
larger galvanic skin responses to the preferred 
sex than to the non-preferred sex. The mean 
total galvanic skin response of the students to 
females was 1-634./ micromhos (S.D. 1-036); 
the mean total response to males was 0:936 
A/ micromhos(S.D.o 800). This difference was 
highly significant (t test, paired observations, 
t = 7-670; df. 59; р < 0-oo1). The galvanic 
skin responses of student controls are shown in 
Fig. 3. 
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Fire. 2.—Mean galvanic skin responses of 44 homosexual 
patients to film sequences of Females and Males. 


Transsexual patients differed significantly 
from homosexual patients in that they tended to 
show larger galvanic skin responses to females 
whereas homosexuals tended to show larger 
galvanic skin responses to males. Nineteen of the 
twenty-four transsexual patients (79 per cent) 
showed larger total galvanic skin responses to 
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Fig. 3.— Mean galvanic skin responses of бо student 
controls to film sequences of Females and Males. 


female than to male sequences. Twenty-six of 
the forty-four homosexual patients (59 per cent) 
showed larger total galvanic skin responses to 
males than to females. This difference was 
significant ( x = 9-163; d.f. 1; p < 0:005). 
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(c) The relationship between penile volume changes 
and galvanic skin responses 

For the transsexuals, the correlation between 
total penile volume increase and total galvanic 
skin response to male sequences was --0:445; 
d.f. 22; p < 0-05. In the homosexual patients 
the correlation between penile volume increase 
and galvanic skin response to males was 
-F0:079; d.f. 42, N.S. In the student group the 
correlation between penile volume increases 
and galvanic skin response to females was 
73-0:226; d.f. 58, N.S. 

Penile volume increases in response to the 
preferred sex showed a strong tendency to 
increase in amplitude through the sequence of 
ten nude exposures. Galvanic skin responses to 
the preferred sex showed a marked tendency to 
decrease in amplitude through the sequence of 
nude exposures. The penile and galvanic skin 
responses of the sixty student controls to female 
sequences are shown in Fig. 4. For the student 
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Fic. 4.—Mean penile volume and galvanic skin responses 
of 60 student controls to film sequences of Females. 
controls the tendency for penile volume in- 
creases to females to become greater over trials 
was significant (Е = 6-09; d.f. 9/522; p < 
0-01). The galvanic skin responses of students 
to females showed a significant tendency to 
become smaller with repeated exposure (F — 

24°31; df. 9/522; p < o-or). 


Discussion 
(a) Sexual orientation and penile volume responses 
Two of the transsexual patients had U scores 
of 77 or over, that is, in the significantly hetero- 
sexual range. One was a married man who was 
having regular heterosexual intercourse with his 
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wife; he had no sexual interest in men. The 
other transsexual patient who showed signifi- 
cantly more positive penile responses to femdles 
than to males claimed that he had never been 
aware of any sexual interest in either women or 
men. Neither of the patients with U scores in the 
heterosexual range experienced s excite- 
ment while cross-dressing, althoug the first 
patient, aged 45 years, had felt sexually aroused 
by women’s clothes during adolescence. The 
desire to live as women in these two apparently 
heterosexual patients does not therefore seem to 
be a manifestation of fetishism. Roth ‘and Ball 
(1964) pointed out that cross-dressing may be a 
symptom of some other sexual deviation, such as 
homosexuality or fetishism; in the latter case 
the wearing of female attire is accompanied by 
sexual arousal. 

Of the remaining twenty-two transsexual 
patients, twenty-one had a U score of 23 or less, 
the remaining patient had a U score of 23:5. 
Only two of these twenty-two patients gave a 
history of having had heterosexual intercourse. 
All said that their predominant or exclusive 
sexual interest was in men. е 

Five of the patients seeking treatment for 


homosexual impulses had U scores of 77 ог. 


over, i.e. in the significantly heterosexual range. 
All five of these patients’ histories indicated that 
they had had satisfactory sexual ihtercourse 
with women. Four of the five said that they 
preferred women to men as sexual partners. 
Eighteen of the homosexual patients had U 
scores of less than 77 but over 23. Of these eight 
(44 per cent) had had sexual intercourse with 
women. 'T'he remaining twenty-one homosexual 
patients had U scores of 23 or under, i.e. in the 
significantly homosexual range. Of these only 
seven (33 per cent) had had sexual intercourse 
with women. $ 

The finding that no student control obtained 
a U score in the significantly homosexual range 
is perhaps surprising; it may be explained by 
supposing that students with a homosexual 
orientation may not have volunteered for the 
study, having heard from others that it involved 
penile response measurement. 

Transsexual and homosexual patientsshowed 
smaller penile volume increases to the preferred 
sex than did student controls; in the case of 
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transsexuals this difference was significant. The 
lower penile volume reactivity among patients 
шау be related to their greater age. In all three 
subject groups there was a negative relationship 
between age and penile volume increase to the 
preferred sex. Among transsexuals this negative 
relationship reached statistical significance. 
Roth an Ball (1964) reported that, compared 
with homósexuals, transsexuals tended to have 
a feeble sex drive which was usually heterosexual 
rather than homosexual. The findings of the 
present study do not support these views, since 
transseRuals did not differ significantly from 
homosexuals in amplitude of penile volume 
increase to male sequences. As assessed by 
penile volume responses, transsexuals showed a 
significantly more homosexual orientation than 
did patients presenting for the treatment of 
homosexual impulses. The sexual histories in 
the present study are also at variance with 
Roth and Ball’s view that transsexuals tend to 
have a weak sex drive which is usually hetero- 
sexual in direction. Nineteen of the transsexual 
patients reported regular sexual relationships 
with men, usually as the passive partner in anal 
intercowrse. It may be noted here that most of 
the transsexuals said that they had no difficulty 
in facing their partners during anal intercourse 
and usually preferred this position since it 
seemed more in keeping with feminine identity. 

Twenty-one of the twenty-four transsexual 
patients showed negative mean penile responses 
to female sequences, compared with only 
twenty-five of the forty-four homosexual patients. 
Penile volume decreases in response to the non- 
preferred sex have been described by Mc- 
Conaghy (1967) and Barr and McConaghy 
(1971). These volume decreases in response to 
the non-preferred sex are not due to recovery 
from sexual arousal produced by the preceding 
preferred sex sequence (Colette, 1970). It seems 
that an inhibitory process, causing a decrease in 
penile volume, occurs when a female nude is 
viewed by the majority of transsexual, and to 
a.lesser extent homosexual males. 


(b) Sexual orientation and galvanic skin responses to 
nude sequences 
The homosexual patients and normal controls 
showed significantly larger galvanic skin re- 
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sponses to the preferred than to the non- 
preferred sex. This finding is in agreement with 
that of Loiselle and Mollenauer (1965), who 
found that female students showed larger 
galvanic skin responses to male than to female 
nudes. 

Compared with homosexual patients, trans- 
sexuals showed a significantly greater tendency 
to have larger galvanic skin responses to females 
than to males. This finding is noteworthy since 
their sexual interest was predominantly in men. 
All except two of the transsexuals said that they 
had more sexual interest in men than in women, 
and twenty of the twenty-four had had sexual 
relationships with men, usually as the passive 
partner in anal intercourse. Only three of the 
transsexual patients had had heterosexual 
intercourse. 

The galvanic skin response is part of the 
orienting response, and occurs whenever a new 
stimulus is introduced. Factors other than sexual 
interest determine the amplitude of the galvanic 
skin response; for example, large responses occur 
to mild electric shocks. It seems probable that 
galvanic skin response amplitude is influenced 
by the general interest and importance of the 
stimulus. 

In answer to questions about interest in 
women and men, many transsexuals said that 
although not sexually interested in women they 
were interested in female bodies and clothing. 
Some said that they watched women in the 
streets to see the new fashions. Others said that 
they were interested in the female nude se- 
quences because they wondered what sort of 
clothes would suit the body and colouring of 
the woman; one transsexual said that he had 
imagined having a body like the female nudes 
and thought of the various dresses he might 
wear. 


(c) The relationship between penile volume and 
galvanic skin responses 

No strong relationships were found between 
penile volume’ and galvanic skin responses to 
the preferred sex. This finding suggests that the 
ability of an erotic stimulus to produce a 
positive sexual response is not closely related to 
its ability to produce an orienting response. 
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Among the student controls, penile volume 
increases to the preferred sex showed a signifi- 
cant tendency to increase over trials, whereas 
galvanic skin responses decreased significantly 
over trials. The decrease in galvanic skin re- 
sponse amplitude was considered to be due to 
habituation. Similar trends were present in the 
homosexual and transsexual patients. The 
finding that transsexual patients showed larger 
galvanic skin responses to the non-preferred sex 
lends further support to the view that penile 
volume and galvanic skin responses reflect 
different and largely unrelated aspects of the 
total response to erotic stimuli. 

The measurement of penile volume responses 
may prove useful in the assessment of candidates 
for sex realignment surgery. Patients who show 
a heterosexual pattern of response may live to 
regret the loss of the penis following possible 
surgery. The finding that heterosexual and 
homosexual males tend to show larger galvanic 
skin responses to the preferred than to the non- 
preferred sex is in accordance with expectation. 
The finding that transsexuals show larger 
galvanic skin responses to females than to 
males suggests that these patients are more 
interested in females than in males, although 
their sexual interest as assessed subjectively and 
by penile response measurement is predomi- 
nantly homosexual. The greater ability of 
females to arouse orienting responses in trans- 
sexuals is in accordance with clinical im- 
pression; transsexual males are extremely in- 
terested in aspects of femininity. For example, 
transsexuals, unlike homosexuals, tend to say 
that they watch women rather than men in the 
street. Galvanic skin response measurement may 
prove useful in the differential diagnosis of 
transsexualism and homosexuality. 


SUMMARY 


Penile volume and galvanic skin responses to 
female and male nude film sequences were 
studied in 24 transsexual patients, 44 patients 
requesting treatment for homosexual impulses 
and 60 hetersexual students. Transsexual pa- 
tients were found to differ significantly from 
homosexuals in their tendency to show more 
positive penile volume responses to males than 


*RESPONSES TO EROTIC STIMULI OF TRANSSEXUAL AND HOMOSEXUAL MALES 


to females. Student controls and homosexuals 
showed significantly greater galvanic skin 
responses to the preferred than to the nof- 
preferred sex. Transsexuals tended to show 
larger galvanic skin responses to females than 
to males. No strong relationships were found 
between penile volume and galvanic skin 
responses to the preferred sex. 

It is concluded that transsexual patients differ 
significantly from homosexual patients in that 
they show a greater tendency to respond to 
males with more positive penile responses than 
to females, and that, compared with* homo- 
sexuals, they show larger galvanic skin responses 
to females than to males. 
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‘Practical Aspects of the Use of Some Psychological Tests of 
Anxiety in a Situation of Stress 
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There is an increasing use of psychological 
tests designed to measure anxiety in both 
psychological and psychiatric research. Yet the 
theoretical bases upon which the various 
questionnaires have been constructed in relation 
to their practical application remain less than 
clear. For example, the Taylor Manifest Anxiety 
Scale (TMAS) (Taylor, 1955), was developed 
from the Minnesota Multiphasic Personality 
Inventory as a more specific measure of manifest 
anxiety. The TMAS has repeatedly been shown 
to correlate highly significantly with the neuro- 
ticism score of the Eysenck Personality Inventory 
(EPI) (Eysenck and Eysenck, 1964). The EPI is 
pprported to measure personality in a general 
way in two dimensions, one of neuroticism and 
the other of extraversion-introversion. The 
association between these two tests, therefore, 
suggests that either both relate to a general 
personality variable of emotional instability, 
or they both more specifically measure a 
tendency to experience anxiety. It could also 
mean that these two aspects, one measured by 
each test, involve a personality characteristic in 
common. 

However, some conceptual separation is 
implied by the way in which the various tests 
are employed in practice. Tests of anxiety may 
be used as a measure of personality, from which 
it js to be expected that the results will remain 
stable over à period of time, or they may be 
used more as a measure of the prevailing 
anxiety level, which can be acute or chronic; 
and the possibility of the measurement of 
pathological aspects of anxiety should also be 
taken into account. Taylor (1956) has pointed 
out that her test was developed primarily in 
relation to an interest in the role of drive in 

„certain fearning situations, and it was not 
constructed necessarily as a clinically useful 
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instrument which would assess anxiety, although 
the fact that the items on the scale were selected 
by clinicians as referring to manifest anxiety 
suggests relevance in this context. The word 
‘manifest’ refers to ‘free-floating’, overt anxiety 
symptoms of which the subject is aware as 
such, and is opposed to covert or ‘bound’ 
anxiety. In some studies, the use of the TMAS 
appears to suggest that the implication of 
‘manifest’ is taken to refer to the measurement 
of current situational anxiety rather than trait 
anxiety, for which there is little theoretical 
support. The IPAT Anxiety Scale (Cattell and 
Scheier, 1963), to be further considered later, 
includes a differentiation between covert anxiety 
(Scale A) and overt anxiety (Scale B). 

Many psychological instruments include ques- 
tions which test the subjects’ potential to 
experience anxiety, and some of their value 
derives from the subject perhaps more or less 
consciously testing himself in threatening situa- 
tions and assessing his reactions to them. A 
more formal acceptance of this approach is 
found in stimulus-response theories of anxiety 
and a Stimulus-Response Inventory has been 
developed by Endler, Hunt and Rosenstein 
(1962) in which the subject rates a specific series 
of responses, including a tendency to palpita- 
tions, perspiration, dry mouth and so on, to 
various particular situations, and this test is 
also considered in more detail later. 

In the use of many anxiety scales it is often 
unclear whether they are intended to measure 
perhaps drive level, maladjustment, prevailing 
affect, degree of defensiveness or several of these 
in the same interaction (Adelson, 1969). As 
Sarason and Smith (1971) have recently felt it 
necessary to repeat, ‘much of the confusion in 
anxiety research results from failure to dis- 
tinguish conceptually between anxiety as (a) a 
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stable trait of anxiety proneness (How anxious 
are you generally?) and (b) a transitory 
emotional state (How anxious are you now?)’. 
But this could be an oversimplification, espe- 
cially in relation to clinical research dealing 
with pathological mood states. Nonetheless the 
results from tests such as the EPI and TMAS, 
which apparently essentially measure trait 
characteristics, appear to be sufficiently sensitive 
to have operational value in differentiating 
between anxious patents and normal controls 
(Kelly and Walter, 1969), and between the 
results of patients when ill compared to the 
values on recovery (Levinson and Meyer, 1965). 

There has been a good deal of work, reviewed 
by Martin (1961), into the relationships between 
physiological responses and psychological tests, 
relationships which could offer means of investi- 
gating the validity and practical implications of 
the tests. For example, in studies concerned with 
possible constitutional factors associated with 
physiological responses to a psychological stress, 
Bridges and Jones (1968) employed the EPI 
and the TMAS. 'These scales were used to 
indicate the degree of anxiety proneness of the 
personality and were given several months after 
the stress to see whether they correlated with the 
physiological responses at the time of the stress, 
which they did not. As a result, Bloch and 
Brackenridge (1972) later suggested that the 
lack of associations found were due to the lengthy 
period between measuring the effects of the 
stress and carrying out psychological testing. 
"This appears to point directly to the confusion 
considered above, for the two will be expected to 
produce significant associations when measured 
at the same time only if the psychological 
instruments are being employed to quantify 
current anxiety rather than to predict a rela- 
tively stable trait of anxiety-proneness, as 
actually intended in the studies. 

A number of questions are therefore suggested, 
which include the following: What relationships 
do various psychological tests of anxiety have to 
each other? Do the specific replies relate to 
observed responses (that is, do those subjects 
who report tachycardia as an important 
anxiety response show higher stress pulse rates, 
for example?) Do the psychological test results 
relate to physiological stress responses? Is there 


a useful measure of current, situational anxiety ? 
Does this have a relationship to the trait anxiety 
measured by other tests? Are the tests of trait 
anxiety influenced by prevailing anxiety levels? 


THE PRESENT INVESTIGATION 

Two closely related studies are considered in 
the present report. The first includes 42 medical 
students, and has been described in fletail else- 
where (Bridges and Jones, 1973). As the EPI 
and TMAS had not shown associations with 
physiological responses to a psychological stress 
in earlier studies, on this occasion the TRAT and 
S-R Inventory were added. In addition, a 
simple visual linear analogue scale was employed 
as a measure of the anxiety experienced at the 
time of the stress. As in prev:ous similar investi- 
gations, it was found that two groups of different 
body-build showed significantly different mean 
plasma corticosteroid responses to the stress. 
Neither the EPI nor TMAS results were signi- 
ficantly different between the two groups, but 
the IPAT and S-R Inventory values were, and 
showed trends in accordance with the adreno- 
cortical responses. The stress analogue зсаје 
values were also significantly different between 
the two groups. The opportunity was presented 
from this study to examine relationships between 
the psychological test results in more detail, and 
to consider associations between these and the 
physiological results. 

In the case of a second, separate group of 30 
medical students, the same four tests were given 
wben the control values were taken three months 
after the stress, as with the first investigation. 
But in this second study these same tests were 
also given at the time of the stress in order to 
examine the effects of high anxiety on the 
results obtained. 


METHODS—1 

Complete data were obtained for 42 students 
in the main investigation, which involved the 
observation of various physiological responses 
to the stress of an academic oral examination 
and related the results to body-build ahd 
physiological measures. An attempt was made 
to differentiate anticipatory physiological re- 
sponses from those produced by the str&ss of the , 
examination itself. Thus, as an assessment of 
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anticipation, heart rate, respiration rate and 
blood pressure were taken immediately before 
the examination began. These observations 
were then repeated immediately it had finished, 
when the values presumably related more 
directly to the period of psychological stress. 
A specimen of blood was collected 30 minutes 
after examination began for estimation of 
plasma corticosteroids, and urine was collected 
during one hour from the beginning of the 
examination for assay of 17-oxogenic steroids. 
At the time of the examination the students 
were asked if they had experienced any per- 
sistent vomiting or diarrhoea in the two weeks 
previously. 

Immediately the examination had ended the 
subjects were asked to mark an analogue scale. 
This was а line 100 mm. long with ‘no anxiety’ 
at one end and ‘the most anxiety you have ever 
experienced’ at the other. 

Heart rate, respiration rate, blood pressure, 
plasma corticosteroids and urinary 17-oxogenic 
steroid excretion were also measured during a 
resting period three months after the examina- 
tion. At this time the four psychological tests 
(ЕРІ, 'EMAS, IPAT and S-R Inventory) were 
completed, and the students similarly rated on 
the analogue scale any anxiety felt during the 
collection of control data, one possible source of 
anxiety being the venepuncture carried out then. 

The S-R Inventory is an elaborate test which 
attempts to quantify on five-point scales, 14 
different types of response to 11 situations. 
Some changes were made in the test as des- 
cribed by its authors, and only 10 situations 
were included because it was felt that ‘You are 
going to a counselling bureau to seek help in 
solving a personal problem’ was unlikely to be of 
significance to the subjects. In addition, ‘You 
are going into a psychological experiment’ was 
changed to ‘scientific experiment’ as this was 
felt to have more relevance for medical students. 
The responses and situations are given in 
Table П. 

° METHODS—2 

In the second, separate study there were 30 
students, and the experimental design was 
s similar. The same four tests were completed 
during the collection of control data, but this 
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time they were also completed immediately 
after the examination. The EPI A scale was 
used at the time of the stress and the B scale 
for the control period. As the S-R Inventory is 
a very lengthy test it was, for this second investi- 
gation, reduced to the single situation X, ‘You 
are about to take a very important final 
examination’. 


RESULTS—1 

Psychological tests 

The mean values for the psychological test 
results, all taken during the control period, are 
given in Tables I and II. The analogue scores 
taken during the control period and after thc 
stress are also given. The mean values in 
Table I are, where they relate to published 
data, all within normal ranges for college 
students. From Table II it is apparent that the 
related situations of going for an important 
interview and taking an important examination 
produced the highest response scores, while 
anticipating a trip by car and going out in 
a boat on a rough sea resulted in the lowest 
scores. No doubt the immediate and unpleasant 
reality to the students of the first two similar 
situations was a major factor in these high 
responses. Analysis of the individual results 
showed that long journeys by car produced 
almost no anxiety responses, but it is noteworthy 
that while the minimum total score for a situa- 
tion is 14 this was only obtained from one 


TABLE I 


Psychological tests 
(42 subjects) 
Control Stress 


Mean S.D. Mean S.D. 





Subjects’ analogue score 7-4 8:6 39:7 29-4 
EPI—N score . 9:1 4:8 
E score 12-6 4:0 
TMAS 13°8 8:5 
IPAT—A scale 14:2 5:8 
B scale 2:0 6:3 

S-R Inventory Total 

Score .. 31773 50:6 
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ТАВІЕ II 

S-R Inventory subscores 
Situations Mean S.D 

I You are just setting off on a long 
car trip 21:9 3:8 

П You are going to meet a new girl 
friend 27-0 5'4 

HI You are about to be a subject for 
some scientific ents.. 30:5 7'5 

IV You are crawling along a ledge 
high on a mountain side 33:7 8-8 

V You are getting up to give a 
speech before a large group .. 39:1 9:8 

VI You are starting out in a sailing 
boat on to a rough sea .. 24:0 9'2 

VII You are entering a competitive 
contest in front of spectators 31-5 7:8 
УШ Youarealoneina woodatnight 31:4 9'0 

IX You are going for an interview 
far a very important job 39:0 9-1 

' X You are about to take a very 
important examination 39:2 9:6 
Responses Mean S.D 
A Heart beats faster | 31:3 6-1 
В Get an “uneasy feeling’ 28:9 6-1 
C Emotions disrupt action .. 18:2 5g 
D Feel exhilarated and thrilled .. 31:0 5:4 
E Want to avoid the situation .. 29:7 5:5 
F Perspire .. 948 72 
G Need to urinate frequently 19:3 75 
H Enjoy the challenge .. .. 98.0 5'6 
J Mouth gets dry 2a 21:5. 6:6 
K Become immobilized .. I3:3 93:8 
L Get full feeling in stomach 15.6 7:0 
M. Seek experiences like this 33:0 5'7 
N Have loose bowels 14:6 6:3 
О Experience nausea 13-1 43 


subject. The rather higher scores associated with 
the obviously undisturbing thought of a car trip 
were found to be associated with an anomaly in 
answering the 'extravert' questions, a point that 
is considered in more detail later. 

The mean values for the total of each response 
from all ten situations are also given in Table II. 
The most intense responses were for M (seek 
these experiences), A (heart beats faster) and 
D (feel exhilarated). The least intense responses 
were for O (experience nausea), K (become 
immobilized) and N (loose bowels). 

The students’ results on each test were 


analysis included a correlation matrix, and the 
significant correlations between all the psycho- 
logical data and the main test results were 
calculated but only those coefficients of signi- 
ficance beyond p < 0-o1 were considered, as 
large correlation matrices increase the possi- 
bility of high values occurring by chance. The 
complete matrix is available from the author. 

There were a series of high рюб relations 
between the main psychological tests. them- 
selves; the EPI N score, the IPAT scales A and 
B and the S-R total scores all intercorrelated 
with significances of р < o-oor. The Stress 
analogue score, which is unlike the other 
measures in specifically assessing current anxiety, 
correlated significantly with only the IPAT 
A scale, 0-40 (p < 0:01) which is, however, 
described as a measure of covert anxiety, and 
the S-R Inventory total score, 0-42 (р « o-or). 
There was a highly significant correlation 
between the stress analogue scores and the 
response scores for taking an important examina- 
tion (X) which was noteworthy (0:60, p < 
0-001). Perhaps because of their preoccupation 
with examinations this was the only situation, 
together with the similar situation IX, that 
correlated significantly with each of the psycho- 
logical tests as well as with the analogue score. 
The symptom responses which correlated signi- 
ficantly with all four main tests wereeA (heart 
beats faster), B (uneasy feeling), C (emotions 
disrupt action), Е (want to avoid the situation) 
and G (urinary frequency); while F (perspire) 
and J (mouth becomes dry) each correlated 
significantly with three. These are all definite 
anxiety reactions, and so it is appropriate that 
they should be associated with overall measure- 
ments of anxiety traits in the personality. 

A principal components analysis was carried 
out, for which the loadings are given in Tahle 
III. The first component accounts for 38-05 per 
cent of the variance, and the highest loadings on 
this related clearly to anxiety responses, in- 
cluding A (heart beats faster), B (uneasy feeling), 
С (emotions disrupt action), E (want to avoid 
the situation) and С (urinary frequency) as мё] 
as the main psychological tests. The highest 
loadings on this component again included the 


two situations, IX (being interviewed fór a job) , 
and X (taking an examination). 


converted to rank order and a factor analysis 
was carried out on the ranks obtained. This 
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Tas ПІ 
Principal components analysis loadings 


First component 
(amocunt of total variance 38-05%) 


SR Total — 76:1 
B Uneasy feeling .. —62-8 
C Emotions disrupt action —62:5 
TMAS . к i —60°6 
EPI—N —60:2 
E Want to avoid situation —59:6 
A Heart beats faster —59:2 
IPAT—B .. ; —57:8 
G Needeto urinate —56:5 
IX Interview for job —56:4 
X Taking examination . —56:2 
Е Perspire —53:7 
IPAT—A .. —52'4 
VI Sailing boat —51:9 
V Give speech —51:2 
J Mouth dry m. — 50:9 
VIII Alone in wood —48-6 
II Meet girl friend | —48:5 
K Become immobilized .. —45:8 
VII Competitive contest —44-0 
IV On mountain ledge .. —41:6 
H Enjoy challenge — 39:9 
Stress analogue score —38:4 
IJI Subject for opam —35°9 
О Nausea . Ж —35'2 
N Loose'bowels .. - —34°7 
M Seek these experiences —28°8 
L Full feeling in stomach —25:5 
Control analogue score —25:1 
I Long cas trip .. —18-8 
D Feel exhilarated —12:2 
EPI—E .. +18:4 
EPI—Lie .. +40°5 

The second component, accounting for 


10:78 per cent of the variance, may be asso- 
ciated with extraversion. Its highest loadings 
were for D (feel exhilarated), H (enjoy the 
challenge) and M (seek these experiences). 
As these are scored low for higher responses, 
they are negative, while the highest positive 
loading was that for the EPI E score. 

.The main psychological tests showed quite 
high validity for the subjects as a group. Taking 
the rank orders for all six measures, a Kendall 
Coefficient of Concordance (Siegel, 1956) was 


- * carried out on these rank orders and proved to 


highly significant (W = 0-6319; chi- 





Second component (10: 7895) 





D Feel exhilarated —62:1 
Н Enjoy challenge —57:3 
М Seck these peine —53'1! 
EPI—Lie .. —31:7 
I Longcartrip .. i —31:4 
УП Competitive contest —21:6 
IV On mountain ledge .. —21'0 
II Meet girl friend A" —18:5 
L Full feeling in stomach —18'2 
О Nausea —16°7 
EPI—N .. ^ JA ©» - — 8:5 
N Loose bowels .. s i — 6:8 
IIL Subject for experiment Vs Ж — 6:1 
E Want to avoid situation "T s5 — 6-0 
TMAS а N T “pe “+ — 5:9 
IPAT—B .. ie e A — I'2 
VI Sailing boat . + 0:6 
УІІІ Alone in wood s s Y + 4:0 
IX Interview for job — .. Vis s + 7°7 
X Taking examination . "D НЕ + 8:0 
С Emotions disrupt action + 8-8 
B Uneasy feeling .. ; + 9'0 
V Give speech +111 
S-R Total Tire 
.K Become immobilized . +118 
Control analogue score .. +1832 
IPAT—A . +13°4 
G Need to urinate +15°0 
F Perspire +15:8 
A Heart beats faster +28:2 
Stress analogue score +38-0 
J Mouth dry iy +38:7 
EPI—E .. +47°8 


squared = 155; p < 0:001). The tests included 
in this calculation were: EPI N score, TMAS, 
IPAT scales A and B, S-R Inventory total 
score and the stress analogue score. Taking the 
S-R Inventory responses separately, a similar 
procedure was carried out on the total of each of 
the 14 responses to all ten situations. Again the 
concordance between all the subjects was 
highly significant (W = 0-3447; Chi-squared = 
198; р < 0-001). Thus each subject’s results 
relative to the others were significantly similar. 


Psychological tests and physiological stress responses 
The design of the experiment was to test 
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whether a series of psychological tests might 
predict levels of anxiety during a stress, the 
anxiety being monitored by a variety of physio- 
logical variables at the time of the stress and 
also by means of a linear analogue scale. On this 
basis some relationships were anticipated be- 
tween results from the questionnaires, some of 
the physiological values at the time of the stress 
and also the reported pre-stress symptoms. 

As a simple example, ten students reported 
diarrhoea in the period before the examination. 
The EPI does not ask about this, but the TMAS 
includes such a question although it implies 
a fairly chronic symptom—‘T have diarrhoea 
once a month or more’. Three students replied 

~in the affirmative to this, and four replied 
*Could not say'. Yet only one of the ten students 
who reported actually having diarrhoea before 
the examination replied ‘Yes’ to this TMAS 
question and one other replied ‘Cannot say’. 
Another association is possible. To each situa- 
tion in the S-R Inventory the tendency to loose 
bowels is assessed on a five-point scale. The 
mean total score for this response to all ten 
situations for the ten students who had had 
diarrhoea was 18-6, while the mean for all 42 
students was 14:6. The mean response of those 
students experiencing diarrhoea is thus not 
greatly increased, especially as the maximum 
score possible is 50 and the highest individual 
score on this response among the students was 43. 

Heart rate offers another opportunity for 
comparison. Twenty students replied ‘Yes’ to 
the EPI question 33, “Оо you get palpitations 
or thumping in your heart?! and 11 replied 
‘False’ to the TMAS question, ‘I do not often 
notice my heart pounding and I am seldom 
short of breath’, which actually offers two 
different responses. Only seven students reported 
the response in both questionnaires, although 
admittedly the two questions are slightly 
different and the double quality of the latter 
could produce uncertainty. In the case of 
those students who appear to have an increased 
tendency to experience palpitations it is possible 
to relate their results on the questionnaires to 
the actual heart rate values at the time of the 
examination, both before and after. These 
results are given in Table IV, from which it can 
been seen that reporting the presence of palpita- 





Taste IV 
Mean heart rate 
Pre- Post- 
exam. exam. 
All subjects 971, *g9-8 
11 subjects 
'TMAS ‘heart’ question = False I00:9 101:3 
20 subjects 
EPI ‘heart’ question = Yes .. 100-0 •182-1 


(see text) 


tions in the questionnaires is not associated 
with significantly higher mean heart rates under 
stress, although the values are quite high and 
there could be a ‘ceiling’ effect. Finally, the 
mean total score for the S-R Inventory response 
A, ‘Heart beats faster’, in the case of the twenty 
students (EPI question ‘Yes’) was 33:4, while 
that for the 11 students (TMAS question ‘False’) 
was 32:5; the mean for all students being 31-3. 
Thus students reporting cardiac responses to 
stress on the EPI and TMAS do not score 
higher values on the similar S-R Inventory 
response. е 

The examination produced highly significant 
increases for all the physiological variables, 
except that in the case of urine volume there 
was a significant decrease (Table V). Using the 
basic data, and not rank orders on this occasion, 
a correlation matrix was carried out which 
included all the data for the psychological tests 
as well as that for the physiological variables. 
We need only be concerned with stress responses, 
in which case there were four significant 
correlation coefficients between the stress physio- 
logical values and the results of the psychological 
tests. These were as follows: S-R Inventory total 
score and stress plasma corticosteroid values, 
0-46; stress analogue score with pre-stress heart 
rate, 0:43, post-stress heart rate, 0:46 and stress 
plasma corticosteroids 0-44 (all p < o-o1). 
For practical physiological reasons the plasma 


corticosteroid value is probably one of the more , 


reliable measures of stress response, and so the 


high correlations with the S-R. Inventory B 
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Tase V 
Physiological variables 
Stress Significance 
of difference 
Control Pre- Post- control v. 
post-stress 
А Mean S.D. Mean S.D. Mean SD. p< 
Respiration rate (per min.) 15:0 3:2 15:9 2:9 18:0 44 о-оо: 
Heart pui ee min.) ; 67:5 7*8 97:1 14-4 99:8 17:8 0'001 
Blood pressure (mm. Hg) 
Systolic vx 116-6 10-5 14478 10:5 140*6 18:5 0°00! 
Diastolic xå 68:5 8-9 79:1 8-6 86-2 10:9 о-оо: 
Plasma corticosteroids 
(ug. per 100 ml.) 8:2 2:7 — I5'I 4°4 0-001 
17-oxogenic steroids 436°6 2829 — 693-1 493°4 0-01 
. per hour) 
Urine flow (ml. per hour) .. 97:6 73:5 — 66-1 58:6 0:02 





score and with the subjects! stress analogue 
ratings point to these measures as being useful in 
relation to situational anxiety, the former as a 
means of prediction and the latter as an 
immediate quantification of the anxiety. 

Perusal of the correlation coefficients between 
the physiological data and the large number of 
component scores of the S-R Inventory showed 
few sigrfficant values. The stress plasma cortico- 
steroid values correlated highly with response E 
(avoid the situation), 0-39, and with J (mouth 
dry), 0°41. However, it is interesting that the 
highest cóefficient with the scores for particular 
situations was with X (taking an important 
examination), 0:38, which is at the 1 per cent 
level of significance. It is reasonable to seck 
possible relationships between scores for response 
A (heart beats faster) and the pre- and post- 
stress heart rates, but the coefficients were not at 
significant values (0:24, 0:28). Response G 
(urinary frequency) would not be easy to relate 
to urine flow after the stress, because this 
decreases significantly and so a desire to mic- 
turate under stress appears not to be due to 
increased flow but probably more to bladder 
constriction. 'The correlation between response 
С and stress urine volume was —0:08. 

REsULTs—2 

The results of the second study are given in 

Table YI. The control values are similar to 


* * those obtained in the first study, which are 


resented in Table I. It will be noted that the 





S-R Inventory results are not directly com- 
parable in the two tables, as the full test was 
used on the first occasion but only situation X. 
on the second; however, the mean value for 
situation X in the first study will be found in 
Table II. 

It is clear that high prevailing anxiety, the 
degree of which can be assessed by the analogue 
Scores, increases some of the values, these 
increases being significant in the case of the 
TMAS, IPAT Scale B and the S-R Inventory 
situation of taking an examination. The IPAT 
scale B is said to be a measure of overt anxiety, 
and thus is appropriately influenced by increased 
anxiety, while the A scale of covert anxiety is not. 
The EPI N score was not so influenced, but the 








TABLE VI 
Psychological tests 
(30 subjects) 
Signifi- 
Control Stress cance of 
————— difference 
Mean S.D. Mean S.D p< 
Subjects’ ana- 
logue score 7:2 10:2 50:4 24°6 o-oo! 
EPI—N score тот 4:8 10:2 4:7 NS. 
E score 15:0 41 II:9 4:2 0:001 
TMAS 16-1 7:7 18:4 y2 оог 
IPAT—Ascale 14:3 6:1 14:5 4:8 NS. 
B scale 12-1 6:9 13-9 б.о 0°05 
S-R Inventory 
situation X 35:7 7°5 378 6:6 0°05 
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E score was significantly reduced by the anxiety 
situation. 


Discussion 

Perhaps the most definite finding has been 
the general consistency of the results of the 
personality tests, with high correlations between 
the subjects’ results on each of the tests and with 
high concordances between each subject’s 
performances on the tests relative to each other. 
Thus, although the various tests purport to 
measure neuroticism, manifest anxiety, overt 
anxiety, covert anxiety and anxiety responses, 
there seems to be included an important factor 
common to all. It has been pointed out that none 
of the tests can, on theoretical grounds, be 
expected to measure current situational anxiety, 
although it has been shown that they are 
influenced by this. The assessment of reactive 
anxiety was carried out by means of a linear 
analogue scale, and it is interesting that the 
scores of the S-R Inventory in which the students 
assess their responses to taking an important 
examination correlated highly significantly with 
the analogue measure at the time of the exami- 
nation. It appears that subjects can quite 
accurately gauge their response to a particular 
situation, especially when this is of significance 
to them. This was apparently so reliable as to 
also produce a significant correlation coefficient 
between plasma corticosteroid values and the 
total response scores for the situation of taking 
an important examination. Of the personality 
tests, only the S-R Inventory total score and the 
IPAT A scale correlated significantly with the 
stress analogue ratings, although the latter is 
supposed specifically to measure covert anxiety. 
But it was more appropriately the IPAT B scale 
of overt anxiety that was significantly increased 
as a result of the stress. 

The principal components analysis produced 
a primary component which seemed to be 
clearly related to anxiety responses. The second 
component was mainly loaded by the EPI 
Extraversion score and three measures of extra- 
vert responses. Of course, these were likely to be 
the two principal ingredients of the tests 
employed—anxiety and extravert responses— 
but the results suggest that they can be usefully 
differentiated. 


However, the extravert-type responses pro- 
duced difficulties for the subjects in filling in the 
S-R Inventory. These responses (D, H and M) 
were seen by the students to imply anxiety if 
scored high. For example, in the case of ‘Heart 
beats faster’ a score of I indicates ‘not at all’ 
while 5 is for ‘much faster’. An extravert type 
of response such as ‘feel exhilarated thrilled’ 
scores 1 for ‘very much’ and 5 for ‘not at all’. In 
the case of situation I (Starting on a long car 
trip) there was no threat to any of the subjects, 
so all anxiety responses such as ‘heart ,beats 
faster’ were scored 1. But a score of 1 for an 
extravert response such as ‘feels exhilarated" 
indicates much exhilaration, which was in- 
appropriate as the subject was indifferent to the 
situation. The correct score is thus 5, ‘no 
exhilaration’, but the subjects could see that this 
was the score associated with high anxiety 
responses and their lack of exhilaration was not 
due to anxiety, as the test implied, but to 
indifference; so most compromised by scoring at 
the mid-point—3. These extravert scores prob- 
ably tend to be unreliable. 

It may be naive to expect close associatiorfs 
between physiological responses and particular 
results from the psychological tests. Opton and 
Lazarus (1967) have felt it to be invalid to 
assume that physiological responses always 
mirror central psychological events, but Sarason 
(1960) has suggested that lack of these associa- 
tions could reflect poorly on the validity of some 
anxiety scales, although they could relate to 
aspects of anxiety other than autonomic func- 
tioning. An important ingredient in the tests 
used in the present studies seems to be the 
individual's self-awareness of his tendency to 
particular psychological responses, and the test 
results should thus bear some relationship to 
response patterns, except that in states of high 
anxiety, as in the present study, subjects may 
show near-maximal transient responses which 
tend to eliminate individual response patterns. 

In reconsidering the earlier questions, some 
answers can now be supplied. The various 
psychological tests used for anxiety trait assess- 
ment have close relationships together and thus 
appear to measure a common aspect eof per- 
sonality, but specific answers dealing with " 
somatic symptoms do not relate closely \ 


b 
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physiological data obtained in the circumstances 
of the present study. In addition, the overall 
psychological test results do not show significant 
relationships with the physiological responses, 
except as found id a more general way in 
relation to body-build, as reported previously. 
However, there was a noteworthy significant 
association between plasma corticosteroid values 
and the total response scores for the situation of 
taking an important examination. 

The linear analogue scale is a valid measure 
of situational anxiety, which is expressed in this 
study by the findings of significant correlations 
with both stress heart rates and stress plasma 
corticosteroids. Most of the psychological test 
results were significantly increased by the stress 
of the examination over values obtained when 
the subjects were calm, the main exception 
being the N score of the EPI. Obviously, 
therefore, the subject’s prevailing emotional 
state is relevant to the results obtained from 
some personality tests, which thus appear to 
assess both trait anxiety, for which most were 
devised, and also to some extent current 
Anxiety levels, for which they are also often used. 
The refhtive sensitivity of the tests to these two 
aspects of anxiety measurement needs clarifica- 
tion. 


SUMMARY 


The use of various psychological tests as 
measures of anxiety remains controversial. Each 
test appears to measure a separate aspect of 
anxiety, and the relationships between tests 
measuring traits of anxiety compared to those 
measuring states of anxiety is less than clear. 

In two related studies students were observed 
undergoing the psychological stress of an 
atademic oral examination. Various physio- 
logical measurements were taken both at the 
time of the stress and during a later control 
period. A number of psychological tests were 
also carried out, and the association between 
the results of the tests and physiological measures 
"have been explored. 

'The psychological instruments used showed 
close ralationships together, but there were few 
associations between the overall psychological 
y results and the physiological responses. The 
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linear analogue scale is а useful measure of 
situational anxiety. The other tests used pur- 
ported to be measures of trait anxiety and should 
therefore have been relatively stable, but most 
were found to increase significantly when 
completed by subjects during states of anxiety. 
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Synopses of Papers Awaiting Publication 


Controlled Trial of Depot Fluphenazine in 
Oht-Patient Schizophrenics. By ROBERT 
CnAw&onD and ALISTAIR Forrest. 


A double blind group comparison trial over 40 
weeks was carried out to evaluate the efficacy of 
maintenance therapy with phenothiazines in a 
population of schizophrenic patients maintained in 
the community and supervised by the Community 
Nursing Service. 

All patients received capsules and injections but 
were divided into Groups A and B. Group A received 
oral trifluoperazine capsules and placebo injections 
while Group B received placebo capsules and flu- 
phenazine decanoate injections. The instrument for 
measuring change in mental status was the BPRS 
scale, and two standard deviations from the mean was 
taken to indicate significant worsening or improve- 
ment. 

Group A had a withdrawal rate from the trial of 
48:9 per cent and a readmission to hospital rate 
of 26-6 per cent. Group B had a withdrawal rate of 
14:3 pes cent and a readmission rate of o per cent. 
These differences just fail to reach statistical signi- 
ficance at the 5 per cent level, but when differences 
in the BPRS scores (i.e. changes for individual patients 
from the baseline score) are subjected to factor analysis 
the F- value for the treatment effect is just significant 
at the 5 per cent level. 

Considerable bias was apparent in drawing the 
sample, and ways in which this bias might have 
affected the outcome are discussed. The progress of 
all patients attending the Modecate Clinic but 
excluded from the trial was followed over the 40 
weeks; the readmission rate for this group was 30-2 
per cent. 

Alistair Forrest, 
Gogarburn Hospital, 
Edinburgh EH12 9B. 


Two Syndromes of Suicide. By Irene M. K. 
OvzNsTONE and ЇЧ. KREITMAN. 


A consecutive series of 106 suicides were classified 


„iù two ways, using first a clinical descriptive method 


and secondly a simple type of numerical taxonomy. 
Both methods led to the identification of two sub- 


. groups, $ne having a history of parasuicide (‘attempted 


2- 


4 


icide’) and the other not. 
The parasuicide group contained a relative excess 


of individuals with chronic social or personal instabi- 
lity, whose suicides tended to occur in a ‘last straw’ 
situation. They had a significant excess of unemploy- 
ment, debt and crime. Most had seen & psychiatrist 
at some time and had a history of prolonged psycho- 
logical and personality problems: many were alco- 
holics. Their rate of general practitioner contact was 
high. Prior to death a depressive mood was common, 
but few displayed an endogenous depression. They 
often intimated their suicidal intent to others, killed 
themselves while other people were in the vicinity, 
and used drugs for their suicide. 

By contrast, the ‘no parasuicide’ group comprised 
individuals whose lives were relatively, if precariously, 
stable. Their suicides were more often precipitated by 
the death of a significant other, or by major physical 
illness. Personality disorder was not uncommon but 
seldom caused conflict with others. Relatively few 
abused alcohol. Comparatively fewer were in regular 
contact with their doctors and only 20 per cent had 
ever seen a psychiatrist. Depressive reactions were 
common, but seldom showed a clear endogenous 
pattern. A proportional excess of suicides occurred 
by coal gas or self-injury, in isolation, and without 
prior warning to others. 


Norman Kreitman, 

MRC Unit for Epidemiological Studtes in Psychiatry, 
Edinburgh University Department of Psychiatry, 
Royal Edinburgh Hospital, Morningside Park, 
Edinburgh ЕНто 5HF. 


Multiphasic Screening Programme for Somatic 
Diseases among Elderly Long-Term Psychi- 
atric Patients. By К. Gjgespar and J. Н. 
STRØMME., 


Forty-one elderly long-term patients in a Norwe- 
gian mental hospital were subjected to a multiphasic 
screening programme for somatic disorders. Among 
the 24 women (average age 65 years) and 17 men 
(average age 55 years), careful physical examination 
before the study had revealed major physical dis- 
orders in 66 per cent of the patients. After the screen- 
ing programme, consisting of haematologic, clinical 
chemical, urine bacteriological, dental and chest 
X-ray examinations, this percentage had increased to 
78. Thirty-six previously unknown diagnoses were 
found, and 21 patients were given treatment for one 
or more newly discovered diseases. 
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The magnitude of somatic problems in this group 
of patients warrants the establishment of regular 
laboratory screening programmes in psychiatric 
hospitals. Broad screening programmes have, in 
general, a high cost-benefit ratio. Of the 1,230 
laboratory results obtained by the present study, 
15 per cent were abnormal. On the basis of the 
results reported, a minimal laboratory profile is 
suggested, consisting of g parameters which should 
be determined annually (packed cell volume or 
haemoglobine, serum iron and folic acid, serum total 
protein, serum bilirubin, blood glucose, serum 
creatinine, urine stix examination and bacteriological 
culture of urine. Upon admission serum vitamin Bra, 
cholesterol, triglycerides and calcium should also be 
assayed. With this limited screening programme in 
addition to a physical examination, abnormal 
findings indicating all the known disorders of the 
group studied would have been obtained. 


Johan Н. Stremme, 
Institute of Medical Biology, 
University of Tromss, 
Tromse, Norway. 


A Scale for Predicting Subsequent Suicidal 
Behaviour. By Donoruv Buciass and Јонм 
Horron. 

Parasuicide (attempted suicide) admissions to the 
Regional Poisoning Treatment Centre in Edinburgh 
were monitored over a three-year period, 1968—70, 
and those showing further suicidal behaviour within 
12 months of their key admission were identified. 
1968 data were used to construct a scale predicting 
further suicidal behaviour. Predictive items included 
in the scale were: sociopathy, problem in the use of 
alcohol, previous psychiatric in-patient care, pre- 
vious psychiatric out-patient care, previous para- 
suicide, not living with a relative. The scale was 
satisfactorily validated on 1969 and 1970 data. 
Dorothy Buglass, 

MRC Unit for Epidemiological Studies in Psychiatry, 

Department of Psychiatry, Morningside Park, 

Edinburgh ЕНто 5HF. 


An Experimental Investigation of Desensitiza- 
tion in Phobic Patients. Ву P. СишАк and 

S. RacHMAN. 
A controlled trial was carried out оп. 32 multi- 
phobic psychiatric out-patients, with three aims in 
mind. We hoped to determine the comparative effects 
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of conventional desensitization, desensitization with- 
out relaxation, psychotherapy and ‘pseudo-therapy’ ; 
to collect data on the relationships between clinichl 
changes and psychophysiological changes; and, 
lastly, to examine the contribution made by the 
two main components of desensitization—graded 
presentation of fearful scenes and muscle relaxation. 

The patients were allocated to one of four frroups. 
The two types of desensitization treatmgnt and the 
pseudo-therapy were administered by one of the 
authors (P.G.), and the psychotherapy by one of 
six psychiatrists. Treatment sessions were given twice 
weekly, up to a limit of go sessions in all. ы 

Rating scales were completed by the patients, 
therapists and independent psychiatric assessor before 
and after treatment and at follow-up. Behavioural 
and psychophysiological assessments were also made 
on each of these three occasions. 

Overall, those patients who received desensitiza- 
tion (with or without relaxation) showed the most 
satisfactory clinical outcome. There were few 
differences between the results observed after 
pseudo-therapy or psychotherapy. The psycho- 
physiological findings were disappointing. The clinical 
findings resemble those reported by Gelder, Marks 
and Wolff in this Journal in 1967 (113, 53-73). 

S. Rachman, ° 
Department of Psychology, А 
Institute of Psychiatry, 
De Crespigny Park, 
London SE5 ВАЕ. 
* 

A Blind Evaluation of a Penile Ring—4A Sex Aid 

for Impotent Males. By Алан Н. Cooper. 

Forty impotent men participated in a double blind 
cross-over evaluation of a penile ring against a similar 
placebo. Sufficient data were available for analysis 
from 39. Both the ‘active’ and the ‘placebo’ rings 
were associated with significant improvement; 
although the ‘active’ ring showed a definite tendency 
to clinical superiority the differences between the 
two devices were statistically insignificant. No 
serious side effects were encountered throughout the 
trial, and it is suggested that the penile ring, which 
improved a worthwhile proportian of the impotents 
studied, should have wider study and usage. 

Alan F. Cooper, 
E. Merck Ltd., 
Fishponds Road, 
Wokingham, Berkshire RG11 2Q 7. 
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oanalytic Study of the Child. Volume 
I. Edited by Anna Freup, Котн S. 
EISSLER, MARIANNE Kris and ALBERT J. Sorwrr. 
London: The Hogarth Press. 1973. Pp. 641. 
Index 21 pp. Price £6.00 net. 


This volume opens with two appraisals of the late 
Seymour Lustman, followed by a list of bis writings 
and by two of his hitherto unpublished papers. 

The main body of the monograph is presented in 
four chapters. The first, ‘Problems of Development— 
Adolescence’, contains the relevant papers of Phyllis 
Greenacre, Calvine Settlage, Peter Blos, Albert 
Solnit, a joint paper of P. Radford, S. Wiseberg and 
C. Yorke, and an article of J. Schowalter and R. Lord 
(discussing the 250 contributions by adolescents on 
the impact on them of physical illness and of stay in 
hospital). The second chapter, ‘Contributions to 
Psychoanalytic Theory’, consists of a study of 
Marschall Edelson, of two papers by R. Edgecumbe 
and М; Burgner, and of some shorter papers of 
G. Gross and I, Rubin, of H. Kohut, of H. Loewald 
and of R. Schafer. The third chapter, ‘Clinical 
Contributions', contains six papers by: S. Fraiberg, 
A. Hayman, D. Milrod, M. Schechter, H. Wexler, 
and by M. Williams. The fourth, and last, part of the 
volume includes one paper of Anna Freud, and one of 
Joseph Goldstein, both dealing with some legal 
problems in childhood. 

AU articles in this volume, written by known and 
distinguished authors, are interesting, stimulating 
and revealing. The book maintains the high standard 
of its predecessors. It is a reference book of much 
value to Child Psychiatrists, Psychologists, Educa- 
tionalists, Probation Officers, Children's Officers and 
to Psychiatric Social Workers dealing with children 
and adolescents. 

The price of the book, £6.00, may appear to be 
rather high for an individual buyer. 

Narcyz LUKIANOWICZ. 


` 
ТҺе Рву 


Analytical Psychology: A Modern Science. 


* By M. Forppam, E. Gorpon, J. Новваск, 


К. Lampert and М. WiLLIAMs. William Heine- 
mann Medical Books. 1973. Pp. x+204. Index 
3 pp. Price £3.15. 


rinted from articles which have previously appeared 
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in the Journal of Analytical Psychology during the past 
decade. Most have been revised or edited, and 
Michael Fordham’s paper on ‘Maturation of ego 
and self in infancy’ was written for this volume. 
The first nine papers deal with some basic concepts 
in analytical psychology, with contributions on 
archetypes, the collective unconscious, individuation 
and symbols. The last five are clinical studies which 
relate clinical practice to Jung’s theoretical models. 

Critics have often hinted that understanding 
Jung’s works involves feats of imagination that seem 
more appropriate to the artist or the mystic than to 
the scientist. Certainly the casual reader of Jung’s 
writings is likely to find himself confused about many 
of the ideas that are basic to analytical psychology. 
The uninitiated ought therefore to be grateful to the 
authors, who have a deep knowledge of Jung’s 
methods and can interpret his theories in ways which 
are readily understood, Analytical psychology and 
psychoanalysis are often presented as being irre- 
concilable theories, but this volume demonstrates that 
while emphases may be different the theory and 
practice of these different schools of deep psycho- 
therapy are quite congruent. 

This is the first volume in a series, and the authors 
announce their intention to publish a further volume 
every year dealing with developing aspects of 
analytical psychology. The present volume should be 
welcome by anyone who wants a glimpse at current 
thinking amongst analytical psychologists, All Jungian 
empathisers will want a personal copy and will look 
forward to the next volume with interest. 

Jonn HARRINGTON. 


Encounter Groups. By Cart R. Rocers. Great 
Britain: Pelican Books. 1973. Pp. 169. Index 
4 pp- Price 35p. 

This book is well written and the author through- 
out demonstrates the efficacy of encounter groups. 
He sees himself as a ‘facilitator’ more than a leader 
or catalyst, and his groups are obviously designed for 
the ‘ripping off of facades’. He is humble in his 
approach, and although he sees Martin Buber’s 
I-Thou concepts as a main guiding principle one can 
detect the influence of many other existentialist 
thinkers. He is much concerned with problems of 
loneliness and empathy, and his approach is one of 
wisdom as expressed in doubt. One could take issue 
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with him on certain points, as for instance body 
movements and group member selection, but on 
reading the book one feels sure that the author will 
be the first to allow for other views to modify his 
approach. 

This book is characterized by a pleasant absence of 
verbosity and circumlocution and by a sound 
humility, which is expressed by the author when he 
describes his work with groups as an ‘awesome 
experience’. 

С. С. HELLER. 


True and False Experience. By PETER Lomas. 
London: Allen Lane. 1973. Pp. 160. Index 6 pp. 
Price £2.25. 


Peter Lomas is an "independent psychotherapist’ 
who has been trained in psychoanalysis. His main 
idea is that the ‘true self" is left out by psychoanalysts 
(except by Erikson and Winnicott), who have 
mistakenly tried to apply scientific techniques to 
their theory and practice. In addition, all psycho- 
pathology that stems from the ‘false self? constructed 
by children because their parents confuse them and 
fail to recognize their individual and creative poten- 
tial, is given too little or no recognition. Besides 
Winnicott (Lomas’s main source of inspiration), the 
existentialists (especially Laing) have spelt out a 
similar thesis, and Lomas deftly weaves his way 
through their extravagances to touch briefly on more 
esoteric influences such as Zen. As to therapy, he 
claims that the person of the therapist must be made 
central, especially his qualities as an ordinary human 
being; so technique should be largely, if not com- 
pletely, eschewed. 

The human encounter approach which Lomas 
advocates presents a good many difficulties, and an 
important one is that short term gain is not sustained 
and turns into long term loss; so it is disappointing 
that he does not tell what happens after the immediate 
gain. It is increasingly understood that a therapist’s 
real personality is relevant and often crucial to his 
patient and to the outcome of his therapy; but 
examples, of which Lomas contributes his quota, 
showing how beneficial it can be to get angry, tell 
dreams, give a hug, sit in the garden or engage in 
longish personal reflections, may reveal the therapist’s 
‘humanity’ or be a tribute to his honesty, but they 
are not especially revealing of anything else. The 
examples in this book sometimes appear unnecessary ; 
they say too little about when and to which patients 
such communications are beneficial and so make little 
contribution to knowledge. 

Apart from all this, True and False Experience is 
written clearly, mostly in ordinary language, and 
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if it is read critically a good deal of sense can be 
extracted from it. There is a review of a number of 
trends in the somewhat bewildering variety of 
practices called psychotherapy which is helpful in 
keeping in touch with what is going on, especially 
as Lomas often criticizes shrewdly. Apart from the 
attack on science and technique, the thesis is essen- 
tially Jung’s; indeed throughout the book there is 
passage after passage that might have ben derived 
from his writings though these are never quoted. 
MICHAEL FORDHAM. 


SEPARATION • 


* 
Separation, Anxiety and Anger (Volume Two of 
Attachment and Loss). By Joun Bow sy. 
London: The Hogarth Press and The Institute of 
Psychoanalysis. 1973. Pp. xviii+4g0. Index 
13 pp. Price £4.50. 

The appearance of the second of what is now to be 
a three-volume account of the processes of attachment 
and of the effects of unavailability or loss of the 
attachment figure is an event for those interested in 
the development of a scientific psychopathology. 
They will be grateful to Dr. John Bowlby for the 
thoroughness and readability of his account of 
research in a field in which he has been a leader for, 
two decades or more. How his ideas and ours have 
developed since that 1951 monograph! 

This volume is partly monograph, in that it con- 
centrates on a single set of problems, and partly 
text-book, in that it describes and expounds the forms 
of behaviour indicative of fear and arising from 
danger, and especially the responses of young 
children and primates to separation from the mother- 
ing figure; but most of all, it is thesis, in that it 
mobilizes the arguments relevant to three hypotheses 
in particular, here paraphrased. Susceptibility to fear 
reflects lack of confidence in availability (i.e. accessi- 
bility and responsiveness) of the attachment figure. 
Confidence is built up slowly during childhood, the 
expectations developed during childhood tending to 
persist. These expectations reflect tolerably well the 
individual’s experience. No fear-arousing situation, 
Dr. Bowlby points out, is missed or camouflaged so 


' often as is fear that an attachment figure will be 


unavailable. Finding support for these hypotheses, 
he goes on to discuss the manifestations of anxious 
attachment and, among other clinical problems, 
school-refusal and ‘agoraphobia’. К 
Dr. Bowlby’s ‘anxious attachment’ with ‘clinging’ 
(to use his terms) to Freud and psychoanalysis, which 
will perplex readers who have had other attsehment 
figures, has led to some restriction in his experience’ 
Breaking away from psychoanalysis has enabled him 
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to make discoveries in areas with which they may 
already be familiar, but they will readily forgive him 
Yor some discursiveness. His forays are into other 
branches of biology, hardly at all into the social 
sciences. 

He adheres to the psychoanalytic tradition of 
looking at the responses of the individual within a 
dyadic relationship rather than at the interaction of 
the memhkers of a dyad or larger system with one 
another. Also, he continues to emphasize that attach- 
ment behaviour tends to be directed towards one 
particular person. Yet it is still uncertain how far the 
pringipal person can be replaced if the security system 
provided by the family as a whole is sound. 

He makes valiant attempts to clean up the termi- 
nology, by discouraging ‘reification’ (but is not 
attachment itself a reification?) and by disposing of 
such terms as ‘immature’, ‘dependent’ and ‘phobic’, 
which belong to outmoded theories. 

What Dr. Bowlby has to say is of importance to all 
who are concerned with the promotion, protection 
or restoration of mental health, and it is to be hoped 
that this volume will appear in a cheaper paperback 
edition, as has the first. Even so, the three volumes will 
set students a formidable task, for they are unlikely 
to contain less than 400,000 words. It is all the more 
mecessary, therefore, that teachers in mental health 
should study and digest the contents of this as well as 
the first volume. The problems it raises are likely to 
attract a good deal of further research. 

D. Russet, Davis. 


TEXTBOOK 


Modern Clinical Psychiatry by Lawrence C. 
Kors. (Eighth Edition). Philadelphia-London- 
'Toronto: W. B. Saunders Company. 1973. 
Pp. VII-668. Index 26 pp. Price £5.55. 


'The preface to the present edition points out that 
itis the first which does not bear the name of Arthur B. 
Noyes, the original author and sole writer of the first 
four editions. For the fifth edition he gained Law- 
rence D. Kolb as a collaborator just before ill-health 
férced him to withdraw from the work. In the 
seventh edition, Kolb acknowledged by name five 
collaborators, in the present edition only one. A list 
of new, fashionable subjects is enumerated in the 
preface, from system theory via organ transplantation 
to encounter groups, but throughout the book much 

„расе is still devoted to expounding psychodynamic, 
especially psychoanalytic, explanatory mechanisms 
and therapies. Also, it seems rather old-fashioned to 
expend 1g pages on hysteria and its treatment, and 

y just over two on the far commoner phobic 
Lo and their management. Behaviour therapy 
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receives опе page, and about half of this contains 
theoretical criticisms. By contrast, insulin coma 
therapy is described over seven pages in considerable 
detail, though in the section on schizophrenia its 
continued use is not really advocated. More seriously, 
there is hardly anything about the long-term manage- 
ment of schizophrenics rendered fit for discharge 
from hospital after drug therapy. Disappointingly 
little is said about ageing, either from a narrowly 
psychiatric or from a psycho-social point of view, in 
spite of the fact that the chapters on organic mental 
syndromes are particularly good. In another area of 
special concern to psychiatrists working in general 
hospitals, that of psychosomatic relationships, the 
book is outstandingly informative, but here again 
there are some odd weaknesses. To give an example, 
in the otherwise very adequate section on anorexia 
nervosa the only illustrative case record concerns a 
woman of 37 who developed the syndrome in the 
course of three successive pregnancies and puerperia. 

Reading the current edition of this classic has not 
shaken the reviewer in his belief that the days of the 
one-man large and comprehensive text book of 
psychiatry are over. At the same time it has to be 
admitted that the book under review has apparently 
remained popular in the United States and (in 
numerous translations) elsewhere. It is certainly 
beautifully and lucidly written, and the author has 
succeeded in assisting ‘the student in organizing his 
learning task’. This book is strongly recommended to 
any psychiatrist who intends working temporarily or 
permanently in Norch America, and to all those 
staying at home but wishing to escape from charges 
of insularity. 

. Fgrix Posr. 


MENTAL RETARDATION 


Pathology of Mental Retardation. By I. C. 
Crome and J. Srern. Second edition. 1972. 
Edinburgh and London: Churchill Livingstone. 
Pp. viii-- 544. Price £9.00. 

In its first edition (1957) this book attained the 
reputation of being a classic textbook. It was hailed 
as being far more than an authoritative work of 
reference. The originality of thought and the indi- 
viduahty of its authors stood out from the text, 
challenging the reader to examine the topic under 
discussion first from this angle, then from that. As a 
source of information alone it has proved itself to be 
a work of excellence, but it has gone far beyond that 
in being a source of stimulation and even inspiration 
to its readers. 

The second edition, therefore, is greatly to be 
welcomed and in every aspect it is as excellent as the 
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first. In the five years between the two publications 
there have been many advances in the fields covered. 
The book has been virtually re-written to show, for 
example, current views on the neurohietubalie 
diseases in which biochemical advances, particularly 
in enzyme chemistry, have made it necessary to adjust 
concepts of the lipidoses, mucopolysaccharidoses and 
leucodystrophies. Completely new sections, such as a 
short one on the biochemistry of demyelination, 
relate not only to this group of diseases but to the 
general field of mental subnormality throughout 
which this process of degeneration is seen in the 
nervous systems of patients suffering from a wide 
variety of disorders. This manner of relating the 
specific to the general problem is characteristic of 
the book, and it draws the reader back to view the 
picture from sufficient distance to see it as a whole, so 
that the perspectives and proportions can be appre- 
ciated. 

There have been radical changes in the general 
lay-out. In the new edition, syndromes are given in 
a very useful synopsis form, and include chromosomal 
anomalies, hormonal disorders, syndromes with 
mainly morphological changes and miscellaneous 
unclassified syndromes, as well as the metabolic 
diseases which alone were tabulated in the first 
edition. The appendices have now been limited to a 
discussion of useful procedures and classified standards 
but omit some matter included in the first edition 
which may now be found readily elsewhere. 

This is a relatively expensive book; but it is worth 
every penny to clinicians and pathologists working 
not only within the field of mental subnormality but 
in allied fields such as general psychiatry, child 
psychiatry and neurelogy, and paediatrics. 

VALERIE Cowl. 


MENTAL STATE 
Notes on Eliciting and Recording Clinical 
Information. By Tur DEPARTMENT OF PsycHI- 
ATRY ТвАСНІЧО СоммтгтЕН, the Institute of 
Psychiatry, London. London: Oxford University 
Press. 1973. Pp. vi+26. Price 5op. 
At first sight 5op may seem rather a lot to pay for 
a very slim booklet containing a new version of the 
Maudsley case-taking schedules. It is certainly of a 
convenient size and will fit most jacket pockets and 
—dare one say it?—all white coat pockets. But has 
not everybody a copy of Mayer-Gross, Slater and 
Roth, in which the original Maudsiey schedules are 
reproduced ? 
In fact the schedules have been extensively revised, 
and this is a most useful booklet. Unlike most such 
aids to note-taking, it begins with an eminently 
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sensible section on the functions of the interview. 
Next history and mental state are dealt with in 
detail. Readers will be glad to know that the cowboy 
and his dog have been laid to rest, along with the 
salt-laden donkey. The largely rewritten sections on 
the examination of the patient with suspected brain 
disease and of the inaccessible patient are firsj-rate 
and by themselves worth the pricc. 

Every psychiatrist, not just those in training, should 
buy this booklet forthwith. 

J. L. Стввомз. 


NON-VERBAL COMMUNICATION, • 


Non-Verbal Communication. Edited by 
Коверт A. Нічре. Cambridge University Press. 
1972. Pp. xiii--429. Index 18 pp. Price £5.00. 

Imagine that, in addition to your becoming a 
Community Psychiatrist on 1 April 1974, you were 
required to take an examination to certify your fitness 
for this transformation. Imagine, too, that your eye 
leapt immediately to a ‘Write short notes on . . .' 
question where you were confronted with the 
following: (a) communication; (b) language; (c) 
Washoe, If you know about ‘communication’ or 
what ‘language’ is, don’t bother to read this book. If, 
on the other hand, your answers might appear 
imprecise or even downright vague, or if you re- 
member only that Washoe is the name of a chim- 
panzee, and you would like to refresh your memory 
of how well she learned American Sign Language, 
then this book is a must. It is a pleasure both to read 
and to review. A distinguished and varied study group 
met about twice yearly over five years. There was 
opportunity for pre-circulation, discussion and 
revision of most of the papers, which accounts, 
perhaps, for their general high standard. 

There are three sections: the first concerned with 
basic conceptual and theoretical issues, the second 
with communication in animals, and the third with 
non-verbal communication in man. I found the 
theoretical section the most stimulating because it 
forces one to consider and re-consider one’s sloppy 
definition and understanding of communicatory issués 
both verbal and non-verbal. My interest in the 
second section related to my ignorance: І was 
surprised at the complexity of the communication 
between animals at all phyletic levels. The section on 
man will be of greatest interest to most psychiatrists, 
and the more significant discussions are of laughter. 
and smiling (Van Hooff), non-verbal communication 
in human social interaction (Argyle) and in children 
(Blurton Jones), two anthropological contributions 
(Eibl-Eibesfeldt, Leach) and a discussion on Actio ` 
and Expression in Western Art (Gombrich). Hinde’ 
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editorial comment deserves particular mention: so 
often editors seem to provide trivial 'linking! material. 
"Hinde's comments are concise and thoughtful and add 
immeasurably to the value of the book as a whole. 
In view of the importance of NVC to all forms of 
insight-orientated psychotherapy, and also of Freud's 
pionger contribution to basic issues with his dis- 
cussion of slips of the tongue, pen and parapraxes, it 
is a pity £hat a psychoanalyst did not contribute a 
chapter. This seems a notable gap, too, in that it is 
of importance to unravel at what conscious level 
non-verbal communication communicates, and this 
inevitably involves a consideration of different levels 
of awareness, including a consideration of the ‘dyna- 
mic’ unconscious mind. Be that as it may, this is a 
book in a hundred; do read it. 
Sipney Crown. 


PRESCRIBING 
Drug Administration in Psychiatric Hospitals. 
The West Cornwall System. By R. J. GREENE. 
Cornwall Hospital Management Committee. 
1973. Pp. ii4- 59. Price gop+ rop postage. 

The conservative doctor prescribing trade-named 
drugs in illegible handwriting accompanied by dog- 
Latin instructions has recently been a target for 
eattack by pharmacists, nurses and all who are aware 
of the risks to patients to which such habits pre- 
dispose. The recommendations of the Joint Sub- 
Committee on Measures for Controlling Drugs on 
Wards are gradually being implemented in general 
hospitals, but psychiatric hospitals have been largely 
excluded from their provisions because it has been 
thought that they provide special problems. This 
book describes a study carried out in psychiatric 
hospitals in West Cornwall, examining the introduc- 
tion of a similar sytem with appropriate modifications 
for the needs of psychiatric patients. 

The study demonstrated that, contrary to expecta- 
tion, lack of co-operation on the part of patients was 
not a problem, but patient mobility and the con- 
tinuing prescription of drugs for weekend leave did 
require special consideration. Following the introduc- 
tion of the new prescription sheets there was a highly 
significant fall in the total number of all types of 
deviation from prescribers’ orders. The new scheme 
required two nurses to be present during the dis- 
pensing of ward drugs. This is a recommendation of 
the Joint Committee on Controlling Drugs, but 


.Where staff were short in the long-stay wards it 


added considerably to the time required to dispense 

drugs to all patients, since a single nurse had to 

otf. all the procedures necessary. After due trial 

( Procedure was accepted by the vast majority of 
urses and most of the doctors. 
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The findings in this study are well set out and the 
basic information on which the conclusions are reached 
is available for detailed study. This small booklet is 
a useful contribution to a problem which has exer- 
cised many who are concerned with the safe admini- 
stration of the potent drugs at our disposal. 


C. P. SEAGER. 


COMMUNITY MENTAL HEALTH 


The Critical Issues of Community Mental 
Health. By Harry Gorresrerp. New York: 
Behavioral Publications. 1972. Pp. xii+296. 

. Price $12.95. 


The editor of this book drew up a list, based upon a 
study of the American literature on community 
mental health and the opinion of 830 New York 
mental health workers, of six issues which he regarded 
as important, and invited two well-known protago- 
nists of different points of view to contribute a brief 
statement under each heading. Thus we have Richard 
Kunnes (Radicalism), who thinks that American 
psychiatry tends to uphold everything authoritarian, 
dogmatic and illiberal in American society, either by 
reducing all social issues to individual pathology or 
by controlling dissidents through the use of restraint, 
tranquillisers or psychotherapy. The ultra-right is 
represented by Lawrence Kubie (Traditional Psycho- 
therapy), who thinks that even group psychotherapy 
is a flight from the patient, and by Thomas Szasz 
(Mental Health). George Albee (Role Diffusion) 
launches a violent attack on a ‘medical model’ which 
is never defined and which seems to serve only as 
an Aunt Sally. Gerald Caplan (Prevention) claims 
that crisis intervention will prevent mental disorders, 
but after all these years is unable to produce any 
evidence. H. J. Eysenck does his usual hatchet job on 
psychotherapy. There are only two attempts at 
orthodox defence, by Benjamin Simon and Lawrence 
Kolb, but their quiet voices are lost in the general 
hubbub. 

Nearly everyone, whether detractor or defender, 
seems to accept the fallacy that psychiatrists have a 
duty to reform society. Only Elaine Cumming, in a 
characteristically witty and elegant contribution, 
points out that, ‘It is clearly not the mandate of any 
one discipline to remove itself from its central 
specialty and attend to the moral dilemmas of the 
nation’. It is a pity that no protagonist could be found 
to set out clearly and factually the solid if limited 
body of theory and practice, biological, psychological 
and social, which expert psychiatrists have at their 
disposal for helping distressed and handicapped 
people. G 

J. K. Wine. 
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PLEASURE 


The Pleasure Areas. By Н. J. CAMPBELL. London: 
Eyre Methuen. 1973. Pp. 271. Price £2.50. 

This book with an evocative title is written for the 
general public and expresses the author’s view on 
various aspects of brain function, behaviour and 
‘human destiny’. It implies that a great deal is known 
about the function of many regions of the brain and 
that pleasure can be defined in neurophysiological 
terms. The author writes in a racy style but he has 
obviously digested a great deal of the literature. 

It is not easy to understand why ‘pleasure-seeking’ 
should be ‘the only form of behaviour’ (page 40), 
while elsewhere it is stated (page 25) that ‘there is, in 
neurophysiological fact, no such thing as freewill in 
any instant in time’. Dr. Campbell emphasizes that, 
at least in vertebrate animals, behaviour is directed 
by the brain and he rejects dualism by stating that 
‘mind is matter’. 

In the text there are occasional diagrams which 
demonstrate what the author calls the pleasure areas, 
which when stimulated electrically are followed by 
behavioural phenomena indicating pleasure (what- 
ever this may be). The new theory of behaviour (sub- 
title: ‘activate the pleasure areas’) is expressed on 

pages 78 and 79, and represents ‘the speed of change 
from homo sensoriens to the real homo sapiens . . this 
could be accelerated if people recognize the neural 
basis of their behaviour and choose to behave as 
human beings rather than as clever animals’. 

Part of this book is devoted to clinical applications 
and to the author’s theories about various clinical 
conditions: ‘the neural defect in the autistic child is 
a fault in the way in which sensory stimuli activate 
the pleasure areas’ (page 114). In the depressed 
patient ‘there is some evidence that a defect in the 
sensory pleasure mechanisms is involved’ (page 116). 

The title of chapter 8 is “The Search for Multiple 
Sensory Pleasures, Tourism, Tobacco, Drugs, Drink, 
Sex and Fear’. This contains a very compressed 
review ranging from the pleasures of boating to the 
effect of LSD, from the work of Alcoholics Anony- 
mous to homosexuality and Desmond Morris’s The 
Naked Ape. Chemists are said to get a higher order of 
sensory pleasure from their work (page 187) in 
comparison with the physicists who in their pro- 
fessional lives are said to be receiving an insignificant 
amount of sensory activation of their pleasure areas. 
‘Their joy comes from establishing the numerical 
relationships between physical quantities’. Are there 
no pleasure areas for numbers? 

In the end the author concludes that man has 
proved his mechanical superiority over lower animals 
in controlling his environment. ‘Now, if never before, 
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is the time to prove his biological superiority by 
determining the preferred pathways in his brain, 
thereby controlling his mind’, There is no appendix 
of instructions on how to achieve such a cycle of 
events. The reviewer found this book puzzling but 
entertaining and often informative. 

С. PAuPIGLIOyE. 


PSYCHOSURGERY . 


Psychosurgery. Edited by Enwarp Нітснсоск, 
Laurr LarrmEN and Kyeup VAERNET. Pro- 
ceedings of the Second International Con- 
ference on Psychosurgery, Copenhagen,e Den- 
mark. Springfield, Illnois: Charles C. Thomas. 
1972. Pp. xvilit 437. Price $24.75. 

Only too often reports of conference proceedings 
present as lucky dips, with papers of varying themes 
and excellence, and with only a few items of appeal 
to the general reader. Not so this splendidly produced 
volume which covers almost the whole range of 
current psychosurgical procedures, together with 
some of the historical background. It will be of 
interest to every psychiatrist who does not exclude 
psychosurgical treatment on ideological grounds. 

The contents cover the functional aspects of the 
limbic system, the surgery of the hypothalamus for, 
violent and aggressive behaviour and fog some 
forms of sexual deviation, the thalamus, the amyg- 
dalae, combined lesions, cingulate lesions, and the 
better worn paths of stereotaxic tractotomy, orbital 
undercutting and bimedial prefrontal leucotomy. 

Dr. Lothar В. Kalinowski sums up the conference 
and the volume, and one cannot do better than 
quote him: ‘The work with psychosurgery has been 
stymied in many places, but more and more psychi- 
atrists who have seen even a single case who after 
years of suffering is returned to useful life become 
convinced that this approach is worthwhile. In New 
York this applies even to prominent psychoanalysts 
like Lawrence Kubie who selected most cases of a 
particularly successful group of patients which was 
reported after the advent of pharmacotherapy. 
Disappointment with many of the newer drugs, 
which eliminate certain target symptoms but do not 
touch others, makes a renewal of interest in psycho- 
surgery imperative.’ 

In this country many psychiatrists never ceased 
referring selected patients for more precise operations, 
and it is to the credit of some neuro-surgeons that they . 
have been sufficiently forward-looking to extend the 
newer neurophysiological knowledge to the surgical 
treatment of the most intractable psychiatfic ің. 
orders, at the same time avoiding the early mistak 
of large imprecise lesions, poor case selection, and the 
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treatment of chronic and deteriorated patients of 
poor prognosis. 

This is an excellent general account of the current 
trends in psychosurgery and is certainly a book for the 
hospital library. 

Davip M. LxiBERMAN. 
' HANDICAPPED CHILDREN 
Stresses ‘in Children. Edited by Укр P. Varma. 
London: University of London Press. 1973. 
Pp. vili+165. Price £2.80 (boards), £1.40 
(Unibook edition). 

Chidren can have difficulties at school for many 
reasons. They may be handicapped mentally or 
physically, have problems at home or find school 
represents a culture very different from that in which 
they have been brought up. The first of the twelve 
chapters is an excellent general account of the 
problems of integrating handicapped children in 
ordinary schools. Five chapters are devoted to specific 
handicaps. Two more are concerned with slow- 
learning and with delinquent and maladjusted 
children. The remaining four are about children, 
to be found in every school and every community, 
who have less well known problems. This section is 
оа valuable, especially the chapter оп 

est Indian children which describes most clearly the 
implications of the transition to life in this country. 

The problems of the handicapped child’s family 
are well illustrated in the chapter on blind children. 
After reading this many readers would have appre- 
ciated a discussion of the need for boarding education 
for blind five-year-olds. Some contributions are 
comprehensive reviews of recent findings in their 
particular field, and others are less formal, with 
anecdotal illustrations or advice to parents. The book 
whets the appetite, and there is an excellent references 
section to help satisfy this. 

I would recommend the book wholeheartedly to 
readers concerned with children in any way. In 
particular, psychiatrists in training and clinical 
medical students will find much to help them in their 
first encounters with child patients. 

Ann GATH. 


BRIEF REVIEWS 
Biological Psychiatry. Edited by JosgpH MENDELS. 
Chichester: John Wiley and Sons. Pp. 527. 
Price £12.50. 
This book can be highly recommended and much 
of the credit must go to the editor, not only for 
: dag so many stars to contribute, but for 
г ging such а well balanced book. For instance, 
io, 


genic amines in depression get no more space 
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than other topics. Although the basis for the theory is 
important, as are the-current methods of resezrch, yet 
present-day findings are controversial and when 
presented in book form are often out of date before 
reaching the shops and therefore should not be 
covered at great length. 

There is an excellent chapter on dopamine by 
Arnold Mandell and chapters on schizophrenia by 
Friedhoff and Frohman, endocrines by Schar, the 
autonomic nervous system by Gellhorn and the EEG 
in psychiatry by Max Fink. To me, however, thus 
book is distinguished particularly by the section on 
genetics. T'he basis of genetic theory is admirably set 
out by Heston, who later deals with schizophrenia and 
theinter-relationship between genes and environment; 
and Perris does the genetics of affective disorders. 

The chapters are concise yet clear, and each has a 
full bibliography. Any psychiatrist worth his salt 
must want to keep abreast of the biological aspects 
of his subject and the book provides one of the best 
reviews I know. 

C. M. B. Pare. 


Migration and Functional Psychoses in Oslo. 
by Орр Srerren Darcanp. Oslo: Universitets- 
forlaget. Pp. 168. No price stated. 

Migration has been a topic of recurrent interest to 
students of the epidemiology of mental illness, and 
this book makes a valuable contribution to knowledge 
of the subject. The study makes use of the Norwegian 
mental illness and population registration systems, 
and is based on admissions with functional psychoses 
to psychiatric beds in the period 1951-55, together 
with matched controls from the general population. 
Detailed analyses af both internal and external 
migration are presented, and it is concluded that 
‘psycho-social disequilibrance’ provides the best 
description of situations in which mental illness is 
linked with migration. The study goes far to elucidate 
the complex relationships between social factors, 
especially social mobility, and migration which are 
associated with mental health and illness, and the 
results fit well with other recent research in social 
psychiatric epidemiology. 

J. A. Варум. 


The De-Addiction Process: Studies in the De- 
Addiction of Confirmed Heroin Addicts. 
By Leon Britt. Springfield, Ilinois, U.S.A.: 
Charles C. Thomas. 1972. Pp. xii.-- 166 Price 
$9.50. 

This book by a well-known research worker in the 
field of drug dependence deals with a subject about 
which few previous research studies have been 
published, the process by which confirmed narcotic 
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addicts are able to give up their drug use. The pro- 
cesses of how such drug addicts become addicted and 
‘de-addicted’ are described in the main on the basis 
of eight intensive case studies, and the author feels 
that there are a number of ‘pushes and pulls’ which 
gradually drag the drug user down the path to 
addiction and which later provide motivations for 
getting off. These ‘pushes and pulls’ are described 
and illustrated in great detail. An excellent book, 
which also contains valuable chapters describing 
current trends in abuse of narcotic and non-opiate 
drugs in the U.S.A. 
M. M. GLATT. 


Experiment, Design and Statistics in Psy- 
chology. By Cori Rosson. Penguin Books. 
1973. Pp. 170. Index 3 pp. Price gop. 

The number of statistics texts designed for psycholo- 
gists continues to increase, and one might question 
the need for yet another at the elementary, non- 
mathematical level of this book. In this case, however, 
there is some justification for publication since a 
number of statistical terms and significance tests are 
explained far more clearly than in many other such 
texts. For example, there is a very clear discussion of 
significance levels and type 1 and type 2 errors. 

One interesting omission from the book is a 
description of the product moment correlation co- 
efficient. Instead the author chooses to discuss 
Kendall’s Tau as a measure of correlation. 

The book is written in a very readable style which 
makes it less tedious than some similar works and it 
should prove helpful to non-mathematical psycholo- 
gists (and others) who want an introduction to the 
most common statistical tests but have found most 
other offerings in this field too dull or too long to be 
useful. 

B. S. EvznrrT. 


BOOK. REVIEWS 


In Search of Origins: The Experiences of 
Adopted People. By Jonn TuiszrLIOTIS. London:, 
Routledge and Kegan Paul. 1973. Pp. xi+172. 
Price £2.60. 


In Scotland an adopted person can, on reaching the 
age of 17, obtain from the Registrar General informa- 
tion about his birth and biological parents’ Dr. 
Triseliotis, lecturer in social work at Edinburgh 
University, interviewed 70 of the g8 adoptees who in 
1970 requested this information. 

A group seeking this information would obviously 
be likely to contain subjects with unsatisfactory 
experiences of adoption, and indeed many Ъ the 
sample describe appalling family problems and 
severe difficulties in coming to terms with their 
adoptive status. Most of the group had totally un- 
realistic expectations of what they would discover 
from the records, but despite the inevitable and sad 
let down the majority felt a sense of relief and com- 
fort from having undertaken their search. The book 
will be of considerable interest to all working with 
adopting agencies, and the author’s findings would 
certainly support the recommendation that the 
Scottish practice should be extended to England and 
Wales. 

S. N. WorkiND. 


Drugs, Science and Society. By ALAN NORTON. 
London: Fontana Paperbacks. 1973. Pp. 320. 
Price 75p. . 

Alan Norton's excellent ‘New Dimensions of 
Medicine’ has been up-dated and re-issued as a 
paperback. At 75p every medical student and trainee 
psychiatrist should have a copy in his knapsack. 


Tuomas BEWLEY. 


Brit. J. Psychiat. (1973), 123, 607-8 


Books Received 


M JOHN CONOLLY 

Treatment of the Insane without Mechanical 
Restraints, 1856, by John Conolly. With a New 
Introduction by Кіснлвр Hunrer and Ipa Mao- 
ALPINE. Dawson. Price £7.50. 


*. ANNA. FREUD 

The Writings of Anna Freud: Volume Ш, 1939-1945: 
Infants without Families. Reports on the Hampstead 
Nurseries. International. Universities Press. Price $17.50. 


NEUROLOGY 

Advances in Neurology: Volume 1, Huntington's 
Chorea, 1872-1972. Edited by A. Bansgav, T. N. 
Cuase and С. W. Pautson Elsevier-Excerpta Medica- 
North Holland. Price Dfl 150. 

Advances in Neurology: Volume 2, Treatment of 
Parkinsonism— The Role of Dopa Decarboxy- 
lase Inhibitors. Edited by Metvin D. Yarr. 
Elsevier-Excerpta Medica-North Holland. Price Dfl. 50. 


* EPIDEMIOLOGY 

Causaf Thinking in the Health Sciences: Concepts and 
Strategies of Epidemiology. By MERVYN Susser. 
Oxford Umversity Press. Price £2.20. 


А MEMORY 
Memory and Transfer of Information. Edited by 
. Н. P. 2иррЕ:.. Plenum. Price 833.50. 
Inhibition of Memory Formation. By M. E. Grass and 
R. F. Maxx. Plenum Price $29.00. 


PENOLOGY 
Behavioral Science and Modern Penology: A Book of 
Readings. Edited by Waras Н. Lyre, Jr. and 
Tuetus W. Horner. Charles C. Thomas. Price $11.95. 
The Urban Policeman in Transition: A Psychological 
and Sociological Review. By ]онм К. SwreBE and 
* Homa M. Ѕмівве. Charles С Thomas. Price $16 50 
(cloth), $11.95 (paper). 
Jail House Blues: Studies of Suicidal Behavior in Jail 
and Prison. Edited by Bruce L. Danto. Epic Publica- 


trons. Price $8.95 
. PSYCHOPATHOLOGY, 
PSYCHOPHARMACOLOGY, 
PSYCHOTHERAPY, PHENOMENOLOGY 
Р thology and Psychopharmacology. Edited 


by J5NATHAN О. Core, ALFRED M. FREEDMAN and 
ARNOLD J. FrrepHorr. Johns Hopkins Untoersity Press. 
Price £7.15. 


Counseling and Accountability: Methods and Critique. 
By Harman D. Burok, Hanorp F. CorrmNGHAM and 
Ковевт C. REARDON. Pergamon Press. Price £3.50. 

Phenomenological Sociology. Edited by Gzorce 
PsaTHAs. John Wiley. Price £6.25. 


DRUGS 

Clinical Use of Psychotherapeutic Drugs. By Lxo E. 
HOLLISTER. Charles C. Thomas. Price $6.95. 

Current Concepts on Ámphetamine Abuse: Pro- 
ceedings of a Workshop at Duke University Medical 
Center, Durham, North Carolina, 1970. Edited by 
Everetr Н Блллмуоор. National Institute of Mental 
Health. Price $3.50. 

The Future of Pharmacotherapy: New Drugs 
Delivery Systems: Proceedings of the Symposium 
held during the World Congress of Psychiatry, 
Mexico, 1971. Edited by Frank J. Avp, Jr. Inter- 
national Drug Therapy Newsletter. Price $6.00. 


CHILDREN AND LEARNING 

Children and their Parents in Brief Therapy. Edited 
by Harvey Н. Barren and Ѕүвп, 5. Barren. 
Behavioral Publications. Price $9.95. 

Adaptative Learning: Behavior Modification with 
Children. By Bearrice A. Аѕнем and Ernest С. 
Poser. Pergamon Press. Price £6.50. 

Teaching Educable Mentally Retarded Children: 
Methods and Materials. By James C. Mamor and 
Hanorpn D. Love. Charles C. Thomas. Price $8.95. 

School Intervention. Edited by Милллы L. Cramorn 
and Ковккт Conrw. Volume 1 of a continuing series 
in Community-Clinical Psychology. Behavioral Publica- 
hons. Price $7.95. 

Childhood Learning, Behavior, and the Family. 
By Louse С. Tarcuerr. Behavioral Publications. 
Price $7.95. 

Head Start: A Tragicomedy with Epilogue. By James S. 
Payne, Cean D. Mercer, Ruru A. Payne and 
Roxana G. Davison. Behamoral Publicatwns. Price 
$9.95 (cloth), $4.95 (paper). 


A.LD. 

Law and Ethics of A.LD. and Embryo Transfer: 
Proceedings of a CIBA Foundation Symposium. 
Edited by С. E. W. WorsreNHoLME and Олуп М. 
Frrzsmmons.  Elsevier-Exce bia Medica-North Holland. 
Price Dfl. 15.00. 


PEOPLE AT WORK 
Industrial Mental Health and Employee Counselling. 
Edited by Вовевт L. Norawp. Behavioral Publications. 
Price $17.95. . 
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Women in the Work Force: Proceedings of a Con- a book originally published in 1955). International 
ference sponsored by the Division of Personnel Universities Press. Price $7.95. 
Psychology of the New York State Psychological Migraine: Evolution of a Common Disorder. By Ошукн” 
Association, New York, 1970. Edited by Mitprep E. Sacxs (paperback edition of a book originally pub- 
KarzzLL and Woru С. ByHam. Behavioral Publica- lished in 1971). Faber and Faber, Price £1.60. 
tions. Price $7.95. 
REPORTS 
INTERPERSONAL RELATIONSHIPS The Future of Psychiatric Services in Scotland: 
Social Penetration: The Development of Interpersonal Report of a Working Party set up by the Executive 
Relationships. By Inwmy ALTMAN and Damas A. Committee of the Scottish Regional Division of the 
TAYLOR. Holt-Blond. Price £2.25. Royal College of Psychiatrists. No price stated. 
Adult Bedwetters and their Problems: A Road to 
FOR REFERENCE Homelessness? By Harry SroNE. The Cyrenians. 


Piaget: Dictionary of Terms. By Antonio M. Batrro. Price ор. 
Pergamon Press. Price £55.75. 
FROM ABROAD 


NEW EDITIONS Perspektiven der Heutigen Psychiatrie. Edited by 
An Elementary Textbook of Psychoanalysis. By Hxzrwur E. Exruarpr. Verlag Gerhards, Frankfurt. 
CHARLES BRENNER (revised and expanded edition of No price stated. 


Many of these books will be reviewed at a later date. 


Brit. J. Psychiat. (1973), 123, 609-15 


« PSYCHIATRY AND DISEASE 
Dear Sir, 

Dr. Hershon’s comments on Professor Roth’s 
paper, ‘Psychiatry and its critics’ (Journal, 1973, 123, 
130-31) themselves deserve comment. 

Dr. Hershon states that it is ‘generally acknow- 
ledged that one of the fundamental aspects of the 
medical model is the patient’s inability to control 
the disease directly by willpower so that he cannot be 
held responsible for it’. ‘Generally acknowledged’ by 
whom? Certainly not by dictionaries, a review of 
which reveals no reference to willpower in definitions 
of disease. 

Dr. Hershon says that people whose ‘behaviour... 
brought about the acquisition’ of a disease do not 
have a disease. Alcoholics are an example. Cancer 
patients have ‘absolutely’ no control over their 
illness, alcoholics have ‘some’. Ergo, cancer is a 
disease, alcoholism is not. Nor, by this definition, are 

some cases of lung cancer, where the smoker knows 
the risk and could stop but doesn’t. 

In fact, how a disease is acquired may have no 
bearing on its disease-ness. Acquiring it may even be 
fun. What is Dr. Hershon’s view of syphilis? 

Finally, Dr. Herson says diseases must have a 
demonstrated physical aetiology. It is difficult, 
though, to name many diseases whose aetiology is 
fully known. Bugs cause infections, but not everyone 
with bugs has an infection, so there must be some- 
thing more . . . etc. From acne to zuckergussleber, 
the story in medicine and psychiatry is mostly the 
same: cause unknown. 

Donatp М. Goopwin. 
Department of Psychiatry, 
Washington University School of Medicine, 
4940 Audubon Avenue, 
St. Louis, Missouri 63110. 


HOW ESSENTIAL ARE 
PSYCHIATRIC SERVICES? 


Dear Sm, 


Those outside the psychiatric services sometimes 
look upon Departments of Psychiatry as a luxury, and 
ifwthreatening nature of many psychiatric 

esses goes unrecognized. The recent hospital strike 
provided us with a natural opportunity to discover 
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how many patients could manage to do without the 
hospital service without endangering their lives. 
The Department of Psycbiatry of the University 
Hospital of South Manchester comprises 160 general 
psychiatric beds and a g-bedded mother-and-baby 
unit, and provides a total psychiatric service for 
approximately a quarter of a million people. There 
are no arrangements for transferring patients needing 
long-term care to mental hospitals, and since we 
opened in January 1971, we have been gradually 
accumulating chronic, undischargeable patients. 

During the strike, all drivers of hospital vehicles 
withdrew their services, and this meant that the 
laundry and deliveries of essential supplies stopped. 
Food continued to be delivered to the hospital, so 
that meals could be provided for the patients. We 
continued to be responsible for the medical needs of 
the population during the strike, and no patients, to 
our knowledge, went to other hospitals instead. 
'The medical staff of the hospital took two measures 
to deal with the strike which are relevant to the 
present communication. First, each consultant re- 
viewed all the patients under his care, and patients 
were discharged if they could be sent home without 
appreciable risk to life and if they had a home to go 
to. Second, during the strike the patients could only 
be admitted to the hospital if there was an appreciable 
risk to life or if to have refused admission would have 
permanently impaired health. It occurred to us that 
it would be a matter of great interest to see how far 
a department of psychiatry would be affected by such 
measures, and we kept careful records during the 
strike. 'The meeting at which all patients resident were 
considered for possible discharge was held on 1 March 
1973, and the strike ended on 30 April. 


JNumbers of patwnts resident 


Of the 127 patients resident on 1 March, 15 (12 per 
cent) were discharged in addition to the routine 
discharges. The mean daily bed occupancy had been 
127 for two months prior to the strike (S.D. — 5:5 
beds), and it became 114 during the strike (S.D. — 
3:6 beds). Within three days of its being known that 
the strike was going to end—and nearly a week before 
the official end of the state of emergency—our 
numbers on the books had returned to 127 and they 
continued to rise thereafter. It therefore proved 
possible to reduce the average bed occupancy during 
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the strike by 10 per cent. During the same period the 
general wards of the hospital—medical, surgical, 
geriatric and obstetric—were able to reduce their 
bed occupancy from 776 to 625: a drop of about 
20 per cent. It is of interest that a smaller proportion 
of psychiatric beds are used for non-life-threatening 
conditions than general beds. 


Admission rate 

In the two months prior to the strike the average 
weekly admission rate had been 20:1 (S.D. = 4:1). 
During the strike it proved possible to reduce this 
by one quarter, for the average weekly admission 
rate was 15:1 (S.D. = 3-2). In the week immedi- 
ately after the strike had ended, the admission rate 
rose to 26 and dropped back to normal over the 
course of the next month. 


Mean duration of siay 

The patients who were prevented from being 
admitted because of the strike would presumably 
have been short-stay patients, since the mean dura- 
tion of stay during the strike increased from 40 days 
to 49 days. It took 7 weeks for the mean duration of 
stay to return to its previous level. 


Comment 

It would appear that one quarter of our admissions, 
but only то per cent of our beds, are accounted for by 
conditions of limited duration which are not life- 
threatening. The remainder of our beds are occupied 
either by life-threatening illness or by patients 
who are unfit to be discharged into the com- 
munity because of the severity of their disabilities. 
Much of the value of the figures given depends on the 
rigour with which individual clinicians applied the 
criteria concerning risk to life or permanent injury to 
health. In the author’s unit we did not discharge a 
patient if we thought there was appreciable risk of 
suicide, although we did discharge some patients 
several weeks earlier than we would otherwise have 
done, and some psychotic patients were discharged to 
be managed at home even though we thought 
hospital care would have otherwise been in their best 
interests. Most of the patients admitted during the 
emergency had either attempted or threatened 
suicide, and the admitting doctor thought that there 
was a real risk of suicide if the patient was not 
admitted. 

Despite the reduction in admission rate and bed 
occupancy the work load for the clinical teams was if 
anything increased during the strike, with additional 
pressures on our out-patient department and day 
hospital. The findings seem to indicate that in a 
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modern psychiatric unit in a general hospital the vast 
majority of patients need to be where they are. 
D. P. GOLDBERG. • 
J. Duron. 
University of Manchester Depariment of Psychiatry, 
The University Hospital of South Manchester, 
West Didsbury, Manchester M20 ВІР. 


DAY HOSPITALS’ FUNCTION IN 
A MENTAL HEALTH SERVICE 
Dear Sm, 

I must accept very largely the criticisms of assess- 
ment and follow-up procedures in my studyeof ‘A 
Day Hospital’s Function in a Mental Health Service’ 
levelled by Drs. Carney and Sheffield (Journal, 
August 1973, p. 250). At the same time, it may be a 
little ungrateful of them to chastise a caterpillar for 
failing to be a butterfly: within its limits the poor 
creature was doing its best. 

Perhaps I can clarify the apparent contradiction 
about widening the scope of day hospitals on the 
one hand, and being more selective regarding psycho- 
pathic personalities on the other. It appears that to 
date most day hospitals have limited the types of 
patients treated, cither deliberately setting up a 
programme (e.g. for the senile, subnormal, or 
adolescent) or unthinkingly selecting or accepting® 
the sort of patients conventionally felt to be Suitable 
(e.g. the chronic psychotic and neurotic, or the 
convalescent). But it is my contention that a day 
hospital which is well-staffed, has access to emergency 
beds, and has good links with community agencies, 
should be able to offer a superior service for a wide 
range of patients requiring active treatment who 
otherwise might have to be admitted to a mental 
hospital or psychiatric unit as in-patients. 

It is also my belief that a proportion of so-called 
psychopaths are rewarding to treat if a suitable 
treatment milieu is engineered for them, e.g. the con- 
frontation and support of peer groups in a therapeutic 
community. However, at the beginning of the Day 
Hospital at the Ross Clinic, because of a reluctance to 
antagonize colleagues referring patients to us, we 
accepted patients with personality or character 
disorders who were not only not amenable to treat- 
ment but also caused considerable disruption in the 
unit. For some time now we have tried to be more 
selective with this category of referral. 

Of course, this raises the important question posed 
again by Drs. Carney and Sheffield: what classes of 
patient are likely to benefit? It seems to me that 
traditional diagnostic categories are of smal} aagist- 
ance, and my own experience often suggests th 
conventional guidelines can usefully be ignored. Bu 
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this merely raises further questions such as: what is it 
in the treatment programme that is essentially 
therapeutic for those individuals who do benefit? 
We have made further studies in these areas, 
although some of our results are tentative and even 
a little confusing. One investigation I carried out in 
collaboration with Dr. Norman Macaskill involved 
reviewing the data of 254 consecutive admissions to 
the Day Hospital during the period 1969/71. This 
revealed results somewhat different from those of 
my original study (Journal, March 1973, 122, 307) 
and no doubt implies some changes in our treatment 
regime generally. In summary, we showed that age, 
sex, mgrital status, social class, and intelligence did 
not appear to affect treatment outcome significantly. 
A wide variety of diagnostic categories were treated 
successfully, and results for schizophrenic disturbances 
and for patients with personality disorders compared 
favourably with those for other diagnostic categories 
(see Table). Referral following a suicidal attempt 


TABLE 
Diagnosis and outcome among 254 admissions 





Percent Per cent 

Category patient treatment 

population effective 
e Depressive neurosis . Я 34 65 
Manic-depressive psychosis . 9 57 
Anxiety neurosis . 24 78 
Schizophrenic disorder ; 3 63 
Personality disorder . . 23 71 
Alcoholism . A че 2 бо 
Other Я А ; 5 83 





Overall 





carried the poorest prognosis, but members of this 
group who benefited seemed to do best with family 
and/or individual therapy in conjunction with the 
standard treatment regime. Total duration of therapy 
emerged as a significant variable. Discharge at less 
than four weeks was associated with a poor outcome, 
and patients remaining in treatment for g to 16 weeks 
did best. Previous episodes of mental illness did not 
affect treatment outcome. 

I suspect that findings such as these, which con- 
cern clinicians day by day, and the problems under- 
lying them, will be illuminated not so much by large 
scale sophisticated studies as rather by the un- 
remitting attention of a large number of modest 


"investigators. Research is not an esoteric activity; but 


many psychiatrists are inhibited from evaluating their 
own clinical practice because of an absurd but well- 
foffered™ notion regarding what is ‘scientific’ or 
acceptable for publication. My colleagues and I 
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continue to nibble away 1n our corner of the cabbage 
patch and may yet provide a butterfly or two. 

J. К. W. Moraice, 
The Ross Clinic, 
Cornhill Road, 
Aberdeen ABQ 22F. 


SERVICES IN THE COMMUNITY 
FOR THE MENTALLY ILL 
Dear Sm, 

I agree with much of Dr. Burkitt’s letter (Journal, 
July 1973, 131), but would like to go considerably 
further. There is mcreasing concern that the new 
District General Hospital Psychiatric Units will be 
inadequate to cope with the demands placed on 
them and that their introduction as a national policy 
has preceded sufficient evaluation (Wing, J. K., 1971; 
Fryers, T., 19732, b). 

As the target of 0-5 beds per 1,000 is approached, 
more and more of the burden of residential care will 
be placed on the non-hospital part of the service. Yet 
in so far as the former will continue to have as its 
priority the treatment of the acute psychiatric 
patients, resources will be concentrated on the 
hospital at the expense of the non-hospital service. 
A. further limitation of hospital units is that their 
environment is anti-therapeutic in many ways for the 
majority of psychiatric patients, whose needs are 
quite different from those of the physically ill—though 
proper screening to exclude physical illness is af course 
important (Johnson, D. A. W., 1969). 

I would therefore suggest a modification of the 
current policy: (1) that hospitals should continue 
to be responsible for the organically ill psychiatric 
patients; (2) that the non-hospital part of the service 
should take responsibility not only for the care but 
also for the treatment of the functionally Ш. Many 
policy documents have stressed the need for a 
comprehensive and integrated system of care. To 
make an integrated community service requires 
hospital and non-hospital parts of the service to have 
equal status. Standards of care seem to be correlated 
with the degree to which patients are considered to 
be interesting to doctors. To draw the acute func- 
tionally il patients into the non-hospital based 
service will draw doctors and other staff there; other 
resources will follow. Without such a change in 
emphasis, the so-called ‘community’ service will 
become in ten years the equivalent of the old back 
wards of the large mental hospitals. 

Joun GrzmwER. 
University of Manchester Department of Psychiatry, 
(The Royal Infirmary), 
Swinton Grove, 
Manchester M13 oEU. 
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SUICIDE PREVENTION 
—MYTH OR MANDATE? 





Dear Sir, 

Britain is the only country in the Western world 
which has significantly reduced its suicide rate in the 
last 10 years. Both the Samaritans and psychiatrists 
have claimed credit for this. In my letter (1), I pointed 
out that deaths from most forms of suicide have, over 
the years, remained fairly constant, except for those 
caused by poisonous substances—mostly pills—which 
have gone up, and those caused by domestic gas 
poisoning which have fallen dramatically. The fall in 
the number of gas suicide deaths over this period has 
exceeded the fall in the total number of suicide 
deaths. Hence the fall in gas suicide deaths more than 
accounts for the fall in Britain's suicide deaths. 

From 1963 onwards the Gas Council has steadily 
reduced the content of lethal carbon monoxide in its 
domestic gas. I drew what appears to me to be a 
reasonable conclusion: that the credit for Britain’s 
falling suicide rate should go to the Gas Council 
rather than to the Samaritans or psychiatrists. 

Dr. Bagley in this letter (2) disputes such a simple 
conclusion. He writes that if this were so there would 
have been, in the 19605, an increase in ‘failed suicides’ 
by gas poisoning. He produces figures from a casualty 
department in Southern England of the ratios of 
failed gas poisoning to other forms of failed suicide. 
These ratios consistently fell—from 21:1 per cent in 
1960 to 4-8 per cent in 1970. On the strength of these 
falling ratios he rather cryptically argues that ‘the 
fall in the rate of completed suicide has been largely 
due to factors other than the detoxification of gas’. But: 

(i) Gas made from coal contains carbon monoxide, 
but natural gas and the gas made from the new 
processes of ‘oil gasification’ do not. As new plant 
replaces old, domestic gas contains progressively less 
carbon monoxide. An extensive ‘gas grid’ connects 
the regions of Britain through which the gas is 
pumped according to demand. Thus in any one 
region gas may be lethal one day and harmless the 
next. Dr. Bagley is wrong in assuming that if domestic 
gas fails to kill a suicide attempter it will leave him ill 
instead. Inhalation of the new gas may leave him as 
healthy, if not as hearty, as ever. 

fii) The iatrogenic pastime of taking overdoses is 
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increasing in Britain at the rate of about 10 per cent 
each year. Taking overdoses is much more common 
than ‘sticking one’s head in the gas oven’, a method 
preferred only by the smaller number of the more 
serious-minded suicide attempters. The pill swallowers 
steadily and increasingly overshadow the gas inhalers, 
and this no doubt accounts for Dr. Bagley’s falling 
ratios. , 

(iii) Dr. Bagley is of course, perfectly right when 
he says that ‘the similarity of “two curves” on a 
graph does not demonstrate a causal trend.’ But 
even in statistical analysis there may well be room for 
common sense. 

When the annual rates of Britain's total swi¢ides, 
suicides by gas poisoning, accidental deaths by gas 
poisoning, and the average yearly content of carbon 
monoxide in domestic gas are plotted alongside each 
other on a graph, all four curves arc found to be 
similar. They took a deep plunge in 1963 and have 
continued to go downwards. During the years 1963- 
1970 total suicides fell from 5,639 to 3,940; suicide 
deaths from gas poisoning from 2,359 to 511; acci- 
dental gas poisoning from 1,246 to 270 (3); and the 
average annual carbon monoxide content of domestic 
gas from 11-6 per cent to 2-2 per cent. 

It is, of course, perfectly legitimate to argue that 
there is no causal connection between the similarity 
of these curves—to argue, that the reduction in death 
due to accidental gas poisoning is not dué to the 
reduction of carbon monoxide, but is, for instance, 
due to the improved psychiatric services. Gas taps 
are left on less often because the memories of the 
elderly have been improved, and gas pipeseno longer 
leak because the workers, having been made content 
by antidepressives, maintain gas pipes in better repair. 
Personally I prefer the simpler explanation that 
deaths from accidental gas poisoning and from 
suicidal gas poisoning have both fallen because 
domestic gas, when inhaled, is now often no longer 
harmful. 

The point of this letter is not to be beastly to the 
Samaritans or to psychiatrists. If there were evidence 
that suicide prevention programmes reduced the 
suicide rate it would certainly become mandatory 
upon us to establish more of these programmes. As 
yet there is no evidence to suggest that they in any 
way reduce the incidence of either suicide (4) or 
even of attempted suicide (5). This being so, it seems 
to me that we should spend our available money not 


on suicide prevention programmes but on other 


psychiatric services which may prove more useful. 
ANDREW MALLESON. 
Queen Street Mental Health Centre, 2 ~ 


999 Queen Street West, 
Toronto, Ontario, Canada. 
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FATAL SELF-INJURIOUS BEHAVIOUR 
—A PRELIMINARY COMMUNICATION 
DEAR Sm, 


A recent publication by Stevens (1973) has empha- 
sized the high risk of suicide in community-centred 
Day-Hospital/Industrial Rehabilitation Units for 
psychotic patients. On the other hand, to date, a 
review of relevant literature concerning the use of 
token-economy programmes with chronic psychiatric 
patients has failed to provide evidence of any report 
concerning the occurrence of suicide during or after 
programme participation, though there is evidence 
Фо suggest that during programme participation some 
patients are likely to threaten and show self-injurious 
behaviour (Schaefer and Martin, 1969). The purpose 
of this communication is to highlight the possible risk 
of fatal self-injurious behaviour in programmes deal- 
ing with ghronic psychiatric patients and conducted 
in controlled prosthetic social-learning environments. 

In rehabilitation studies using token reinforcement 
conducted by this correspondent, four patients out 
of a total of 56 made suicidal attempts which proved 
fatal. These four patients (three males and one 
female), all suffered from psychotic illnesses of long 
duration, and they committed suicide under the 
following circumstances: (a) one patient—over three 
months after successful programme completion, і.е. 
during the follow-up period, while resident in a half- 
way hostel and in sheltered employment; (b) one 
patient—over three months after successful pro- 
gramme completion, i.e. during the follow-up period 
and while in open employment for over two months, 
though still resident in hospital; (c) one patient— 
while out of hospital on a town visit; and (d) one 
patient—while out of hospital on a home visit 

accompanied by relatives. No environmental cause 
could be demonstrated in these suicides. 


J. FERNANDEZ. 
n Sf Moimpleasant Square, 
Ranelagh, Dublin, 6, Ireland. 


613 


REFERENCES 
Scuazrer, Н. H., and-Marmn, P. L. (1969). Behavioural 
Therapy. New York: McGraw-Hill. 
Ѕткуемз, В. С. (1973). ‘Evaluation of rehabilitation for 
psychotic patients п the community.’ Acta Psychiatiica 
Scandinavica, 49, 169-80. 


POSSIBLE SIDE EFFECTS OF 
FLUPHENTHIXOL DECANOATE 
DEAR S1, 

Many patients have benefited considerably from 
the regular medication provided by the depot 
neuroleptic drugs, and many of us have found a great 
use for them—particularly fluphenazine eranthate 
(Moditen), fluphenazine decanoate (Modecate) and 
more recently fluphenthixol decanoate (Depizol). 

Side effects (apart from extrapyramidal effects) 
seem to have been relatively rare, but recently two 
patients of mine have shown quite remarkable 
weight increases whilst on Depixol. In one case, a 
female patient of 38, weight increase was so dramatic 
that she became facially unrecognisable and her 
ordinary clothes could not be worn. She put up with 
the weight increase for several months, but then 
refused further injections. Her weight has reduced 
and her figure and facial outline have returned to 
normal since injections were stopped and she reverted 
to trifluoperazine (Stelazine) by mouth. The other 
patient is a young шап, aged 21, who after a severe 
psychotic episode and six months in hospital has 
done well. His psychosis is not now evident, he is work- 
ing and is apparently doing well, but his weight 
increase (not apparently embarrassing to him!) is 
enormous. 

We have found Depixol a useful drug, and I would 
be glad to know if any other clinicians have noted 
any similar effects. At least one observer (Gottfries) 
has noted weight reduction in a number of cases. I am 
not, at present able to offer any explanation how or 
why the weight increase occurs. 

Davip Кс. 
Hellingly Hospital, 
Hailsham, 
Sussex B.N27 4ER. 


THE USE OF DISULFIRAM 
IMPLANTATION IN ALCOHOLISM 
Dear SIR, 

A representative of the American company that 
manufactures disulfiram has informed me that the 
drug is absorbed into the blood stream via the lacteals 
of the gut and that absorption does not occur by 
other routes. Documentation for this assertion, 
however, was lacking, and I was interested in the 
article by Malcolm and Madden (Journal, July 1973, 
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123, 41—45) referring to their experience with disul- 
firam implantation in 70 alcoholics. 

Of those alcoholics who drank after the implanta- 
tion, only two reported a disulfiram-like reaction and 
returned to abstinence. The authors conceded that 
this might have been psychogenic, since the two 
patients were familiar with disulfiram reactions from 
previous experience with oral disulfiram. 

The most compelling evidence, however, that 
disulfiram is absorbed in negligible amounts after 
implantation came from the observation of one 
patient whose wound became infected, sloughing four 
of the ten 100 mg. tablets implanted six weeks pre- 
viously. About one-third of each tablet had dissolved. 
In short, about one-third of a gram of disulfiram had 
been absorbed over a six-week period. This would 
have resulted in infinitesimal blood levels (if indeed 
any was absorbed) and it is highly unlikely that 
alcohol ingestion would have produced'a genuine 
disulfiram effect. 

Since this point was not made in the article, I 
thought it should be commented upon. 

Donard W. Goopwin. 
Department of Psychiatry, 
Washington University School of Medicine, 
4940 ‘Audubon Avenue, 
St. Louis, Missouri 63110. 


INCONSISTENCY, LOOSE CONSTRUING 
AND SCHIZOPHRENIC THOUGHT 
DISORDER 

Dear Sir, 

The Hayes and Phillips paper (Journal, August 
1973, 123, 209-17) runs a curious course. It begins 
by proposing that in the grids of thought-disordered 
subjects lowering of Intensity (the level of correlation 
between constructs) means that minor fluctuations 
over time markedly lowers Consistency (the stability 
of the pattern of correlations from first to second grid). 
Thereby lower Intensity causes lower Consistency. 
Then follows a laboured experiment to show that it 
is lower Consistency that causes lower Intensity. 
All of which makes one fear for Messrs. Haynes and 
Phillips’ Consistency, if not their Intensity. It were 
better to leave alone simple-minded notions of 
‘cause-effect’ and regard Intensity and Consistency 
as interactive aspects of the total construct system. 

Once out of the second growth underbrush of the 
experiment, we are invited to view my definition of 
loose construing an an illegitimate offspring of 
Kelly’s original proposal. And well it may be but the 
question is not illuminated by their attempt to treat 
Kelly’s view of ‘loosening’ as if it were an ad hoc bit 
of stray terminology rather than a concept entirely 
to be defined within the framework of personal 
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construct theory, from which it derives. In terms of 
the theory the argument runs as follows. If ‘loosened 
construing’ leads to ‘varying predictions’ (Kelly); if 
predictions are essentially specified by the links 
between constructs (of the type if A then B); then 
‘weakening of the relationships between constructs’ 
(Bannister) is a fair, elaborative re-definition of 
loosening. (If Bloggs sees Public School as closely related 
to honest, then he firmly expects the old Harrovian to 
pay him back his £5; but if, for him, the relationship 
between these constructs weakens, then his prediction 
that he will get his £5 back begins to vary—it drifts 
between a hopeful guess and a doubtful hope.) 

As their personal contribution to our undegstand- 
ing of thought disorder, Haynes and Phillips ask us to 
view it as ‘inconsistency’—offering us thereby an 
ad hoc, non-explanatory, loosely defined, lay concept, 
about as useful as, say, ‘disorganization’ or ‘vague- 
ness’ or ‘confusion’ or any other of a dozen arbitary, 
untheoretical bits of verbiage that we might cling to 
when thought fails. 


Bexley Hospital, 
Old Bexley Lane, 
Bexley, Kent DA5 2BW. 


D. BANNISTER. 


Dear Sm, 

Dr. Bannister’s letter (by no means his first critica? 
comment on our paper—see Brit. J. soc. clin. Psychol., 
1972, IX, 412-14, and in press), appears to us to 
consist only of abuse, and to advance no serious 
scientific arguments concerning our experiment. 
There would thus seem to be no need for more reply 
than this, were it not that in two places he (again, not 
for the first time—see the same references) gives.an 
incorrect account of what we wrote. 

Firstly, he states that our paper *begins by pro- 
posing that . . . Intensity causes lower Consistency’. 
This is not so: in fact precisely the reverse is true. 
Our hypothesis (given in tbe second paragraph of our 
paper) is that inconsistency in thought-disordered 
schizophrenics lowers their Intensity scores. Two 
paragraphs later we mention that because Bannister's 
Consistency scores are contaminated by Intensity, ‘it 
is also possible that low Intensity in thought-dis- 
ordered schizophrenics was causing low Consistency 
scores, instead of the other way round’. However, this 
is not, as Dr. Bannister suggests, our hypothesis, but 
simply an alternative possibility that must be guarded 
against. Thus the inconsistency which he imputes to 
us is not in our paper, but is entirely of his own 
making. 

Secondly, he writes: ‘As their personal contri 
to our understanding of thought disorder, Наўпез 
Phillips ask us to view it as “inconsistency” . . .. 


tion 


> 
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This is not so: the hypothesis of inconsistency was 
advanced by us to explain, not schizophrenic thought 
disorder, but simply Dr. Bannister’s experimental 
results—a rather different matter. 
Ers T. HAYNES. 
J. P. N. Рнпллрѕ. 
Psychology Department, 
Brandesburton Hospital, and 
Psychology Department, 
University of Hull. 


EYE-CONTACT AND DEPRESSION 
Dead Sir, 


I was interested to read Derek Rutter’s criticism 
of our study of Eye Contact in Depression in his 
review article ‘Visual Interaction in Psychiatric 
Patients’ (Journal, August 1973, 193—202). 

I agree with him, there are major problems in 
controlling for interviewer behaviour and interview 
content without stylising the interview to such a 
degree to render its content artificial and useless. 
We were aware of these snags and indicated that we 
had found significant trends in our results. I agree 
that a more detailed breakdown of looking while 
listening and speaking are desirable. Another point 
ghat he raised was the effect of admission to a mental 
hospital] on Eye Contact levels. In fact our depressed 
patients had been admitted to the psychiatric ward 
of a general hospital and were interviewed during the 
first week of their admission. Many were first ad- 
missions for psychiatric illness. Thus we avoided the 
stigma of admission to a large mental hospital, a 
point frequently mentioned with relief by the patients. 

We also found wide variation in results between 
patient and control group, with some overlap in 
results. I would not attribute this so much to 
‘differences in aetiology and symptomatology’ but to 
personality differences well known to influence levels 
of eye contact, such as dominance-dependency, 
introversion-extraversion, as well as sex differences. 


615 


In our studies we encountered two female patients 
with total gaze avoidance. I attributed this to hostile 
defiant behaviour in hysterical personalities. 

My overall impression of depressed psychiatric 
patients is that there is a marked and obvious reduc- 
tion in eye-contact when intimate and painful topics 
are being discussed, that there is a general slowness 
of responsiveness in the eye-contact patterning com- 
pared with controls, but that this correlates with their 
psychomotor retardation. 

We are also looking at eye-contact in the free 
discussion situation in order to avoid a discussion of 
symptoms. We are taking videotape recordings of 
depressed patients and their spouses in discussion 
and comparing eye-contact levels with those that the 
patient makes when talking to a normal stranger of 
the opposite sex. It seems that the anxious spouses are 
looking more than their depressed partners. The 
depressed patients become considerably more reactive 
and socially aware with the stranger and increase 
eye-contact. 

In response to Rutter and Stephenson’s results 
which indicate a similar level of reduced eye-contact 
in both schizophrenic and depressive groups I would 
suggest that there may be a minimum optimum level 
of eye-contact to which the emotionally disturbed 
individual retreats and that this protects him from 
a troublesome degree of social interaction and yet 
provides him with enough information about his 
interactant. 

Mary К, HINCHLIFFE. 
Department of Mental Health, 
University of Bristol, 
39-41 St. Michael's Hill, 
Bristol BS2 8DZ. 
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3. APPEL, К. A. (1959) Religion, in American Handbook of Psychiatry (ed. Апей). New York. 
In the body of the paper, references may be by author and date: ‘Abenson (1069); or by reference 
number: ‘Abenson (2)’, as the author wishes. 


Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 


Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 


10. Reprints must be ordered from the printers, Headley Brothers Limited, The Invicta Press, Ashford, 
Kent, at the same time as proofs are returned to the Editor. е 
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For patients with behaviour problems OSPOLOT improves behaviour whether 
such as:— Hyperactivity the cause is:— Epilepsy 
Aggressiveness E.E.G. dysrhythmias 


Destructiveness 
Antisocial activity 


Suitable: fori in- -patients and out- patients— 
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Anafranil’in 
Obsessional/Phobic disorders 


К. appears therefore that clomipramine has a direct anti-obsessional effect. '' 


Anafranil in obsessional states—a follow-up study. 
Paper read at the Fifth World Congress of Psychiatry, Mexico Р.Е 1971. 


"It is our view that clomipramine not only gives good results in severe and 
moderate depressive states but it is emerging as the treatment of choice in 
obsessive-compulsive disorders and phobic states. '' 

Letter. Treating phobias. 

World Medicine 2, 11: 15 (1972). 


бо far 24 patients have been treated . . . six patients responded not at all or 
only in-a very slight degree. .. the other 18 patients have done very well 
indeed, 12 of them having experienced complete remission of symptoms and 6 
a very considerable relief. Four were presenting with clear-cut obsessional 
illnesses with compulsive behaviour, and the rest were suffering from phobic 
anxiety.states some with obsessional symptoms, all of which were severely 
limiting their lives. '' 

Letter. Treatment. of obsessional illnesses and phobic anxiety states with 

clomipramine. Brit. J. Psychiat. 119: 467 (1971). 


“In summary, the findings in this series are in agreement with earlier reports 
that the intravenous administration of clomipramine provided an effective method 
of treatment for obsessive/compulsive disorders. The former intractability of these 
disorders makes this an important development in psychiatric treatment. '' 


Intravenous Anafranil in obsessional states. 
Paper read at the Fifth World Congress of Psychiatry. Mexico D.F. 1971. 
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Anafranil" 
Geigy 


Anafranil is the most recent addition їо the Geigy range of 
psychotropic drugs: 

In addition to its use in depression, where it has proved to be 
effective both by the oral route and by intravenous infusion 
(in the more seriously depressed patient), Anafranil is 
becoming established as a leading drug treatment for 
obsessional and phobic disorders. 

We will be pleased to forward further information relating to 
the treatment of depression and phobic and obsessional 
disorders on request. 


Anafranil' in 
Depression 


"The most striking finding however, was the number of patients who showed 
spectacular improvement and who had been ill for considerable periods of time. 
By and large this group were of a chronic grumbling type who sought much and 
constant medical attention and yet did not reward the doctor by getting better. '' 
Clomipramine (Anafranil) in the treatment of chronic intractable depression. 

Paper read at the Fifth World Congress of Psychiatry, Mexico D.F. 1971. 


'*, . . 81% of patients showed very good or good response to treatment. This 
compares very favourably with the responses of similar groups of severely 
depressed patients to E.C.T. and indicates that intravenous infusions of 
clomipramine. can be offered as an alternative form of treatment. '' 


Intravenous chlorimipramine in the treatment of severe depression. 
Brit. J. Psychiat. 117: 271 (71970). 


'*.. «in the case of the 143 patients receiving oral therapy 77.5% showed a 
very good or good response to treatment and including moderate cases, this 
rises to 96.596." 

The use of oral.and parenteral Anafranil in the treatment of Depression. 

Paper read at the Fifth World Congress of Psychiatry. Mexico D.F. 1971. 


Geigy Pharmaceuticals 
Hurdsfield Industrial Estate 
Macclesfield 

Cheshire SK1O 2LY 
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British Journal of Clinical Pharmacology 
-A new publication 


Although clinical pharmacology has for some р" "m "m tmm = = = oe ee oe oe oe om op 


ume been recognised as a subject of major 
importance in all medical fields, it has lacked a 
truly specialist communication medium. 

To fill this urgent need a new bi-monthly 
journal, British Journal of Clinical Pharmacology, 
is being published in January 1974. І 

In the first issues: 

"The effect of age on the hydroxylation of 
amylobarbitone sodium in man,’ ]. Grove, 
R. E. Irvine, Р.А. Toseland & J. К. Trounce 
‘Prescribing aids for gentamicin.’ R. Ahmad, | 
Sylvia Dobbs, 5. B. Lucas, С. E. Mawer, 

|. б. McGough & J. A. Tooth 

Inhibition of phenvtoin metabolism by I 
sulthiame in epileptic patients.’ G. W. і 
Houghton & A. Richens ‘Catecholaminesand | 
pain.” E. C. Huskisson 

To subscribe to B. ].C. P. and ensure receipt 
of the first issue on publication please complete 
and return the subseription order form. 


Announcing 
AN IMPORTANT NEW JOURN 


| The Internationa 
Review of 
Psycho-Analysis 








Publication: March 1974 


Editor: 
Joseph Sandler 


Associate Editor: Editor (North Ameri 


M. Masud Khan 


Journals Ltd. 


Robert S. Wallerstein 


Subscription Department, Macmillan Journals 
Ltd., Brunel Road, Basingstoke, Hampshire 
КС21 2X5. 

Please enter a subscription for one year to 
British Journal of Clinical Pharmacology 
starting with Vol. 1, No. 1. 

] enclose payment of £20. USA & Canada £22. 
(Payment may be made in anv currency at the 
current exchange rate.) Orders can only be 
serviced if accompanied by remittance. Cheques 
should be made payable to Macmillan 


Name 
Address 

Zip/Postal Code... 
Registered No: 785998 England Registered Office: 
4 Little Essex St., London WC2R 3LE 
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A SISTER JOURNAL to the International 
Journal of Psycho-Analysis, now ingits 
54th year, this new quarterly aims to 
reflect psychoanalytic trends in many 
different countries. It will devote 
more attention to applied psycho- 
analysis and to child analysis, while 
commissioning teaching papers in 
these and related fields and present- 
ing symposia on important psycho- 
analytic topics. More, it will allow 
space for longer experimental papers 
and those of outstanding historical 
or biographic interest. In the in- 
augural double issue are contribu- 
tions by Anna Freud, Karl Abraham, 
Otto Fenichel, Kurt Eissler and 
Hanna Segal, among many. 

Subscription rates: Swerling area 
£8.50 p.a., post-free/U.S.A., Canada 
and Mexico $24.00 p.a., post-free/All 
other countries $22.50 p.a., post- 
free. Address: Journals Dept., 
Bailliere Tindall, 8 Henrietta Street, 
London WC2E 8QE. d 
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Interviewing 
the 
Patient 


George L. Engel MD, 

Professor of Psychiatry and Professor of Medicine 

William L. Morgan Jr. MD, 

Professor of Medicine 

both of the University of Rochester School of Medicine and 
Dentistry, Rochester, New York, USA 


This book aims to provide a practical approach to the principles 
and techniques of the interview as utilised by the physician in his 
study and care of the patient. It sets out the functions of the 
interview and systematically describes the sequence of develop- 
ment of the interview of the patient from the moment of first 
encounter to its completion. 

The book is taken from Morgan and Engel ‘The Clinical Approach 
to the Patient’ (УУ, B. Saunders Company, 1969) and is comprised 
of the first three chapters of the original, together with Appendix A 
and a new introduction written by Dr. Engel. 


CONTENTS 
Introduction to the patient. The Diagnostic Process. The Approach 
to the Medical Interview. 


144 pages, limp bound October 1973 £1.50 
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PSYCHIATRIST 


$26,000—$30,000 | 


The Ministry of Health, Oxford Mental Health Centre in Woodstock has a vacancy 





for a Team Leader, Psychiatric Treatment Unit. This is a combined psychiatric/adult 
retardation facility of some 850 beds, eighty-five of which are assigned to the Psychi- 
atric Services, We are in the process of expanding psychiatric programs and services 
and provide an excellent opportunity for anyone interested in treatment, clinical 
work and administration, teaching, and development of community based pro- * 
grams as well as a possible university affiliation. A team approach is favoured with 
close co-operation with para-medical services. Crisis intervention emergency and 
clinic involvement and consultation as well as day or extended care and group care 
programs are available, or to be further developed. 








Qualifications include a licence to practise medicine in Ontario and certification in 
Psychiatry (R.C.P.S.) Canada, or comparable specialist standing in another 
jurisdiction. 

Woodstock has a population of 25,000 located go miles from Toronto and 30 miles 
from London. Both are university centres, easily reached by throughways. For further 
information, apply to the Personnel Officer, Oxford Mental Health Centre, 
Woodstock, Ontario, Canada. 











HERTFORDSHIRE COUNTY COUNCIL 
HEALTH DEPARTMENT ý 


There are sessional vacancies for 


CONSULTANT CHILD PSYCHIATRISTS 


at two of the Authority's special schools. 


FULCONER SCHOOL, Opening in January 1974—a special school for 
Bushey, Watford maladjusted boys age 10-16 years. Two sessions 

a week required initially. . 
TEWIN WATER SCHOOL, А special school for partially hearing children 
Welwyn aged 10-18 years. One session a week required. 


Payment in both cases at the consultant rate—at present £11.40p per session. 


. 


Application forms and further particulars from County Medical Officer, Health 
Department, County Hall, Hertford SG13 8DG. Form to be returned within 
fourteen days. 
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...Surpasses all previous 
· benzodiazepines...” 


„Significantly 
-superior to 


diazepam..." G 


More than 70 published trials 

confirm that Ativan is a more 

powerful and selective anxiolytic 

which controls a wider range of symptoms 


greater relief for 
more of your 
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Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); Р. Н. Knapp (Boston, Mass.); М. F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


УШ + 252 p., 53 fig., 30 tab., 1972 M 
£3.93; reduced príce granted to members of the American Psycho- 


| 
US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


SFr. 35.50 / US $9.95 / DM 35.50 
somatic Society SFr. 31.35 / 


ISBN 3—8058—1232—5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the 'Visceral Brain'. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. IIl. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1, The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. Aen 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Illness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
іп its scope during this period. These investigations are frequenty quoted in contemporary discussfons 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
Somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors’ 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 


\ 
| S. Karger - Basel - München · Paris - London : New York - Sydney 
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The Butterworth Group 


» Annual Review of Behavior Therapy 
Theory and Practice 


Edited by Cyril M. Franks and G. Terence Wilson 
A criti 





| review of the growing volume of published lizerarare on the subject of behaviour therapy. 
ors present and comment on what are, in their sadgenrent, the most innovative or otherwise 
noteworthy articles of the past year. 





1973 842 ppo illustrated о 407 96393 8 4.0.50 

Actions, Styles and Symbols in Kinetic Family Drawings 
(K-F-D) An Interpretative Manual 

Robert C. Burns and S. Harvard Kaufman 


Describes the actions, styles and symbols appearing in children’s drawings of their families and provides 
d ; ymo F 5 A к 
exactly the right kind of help and information needed when using the technique. 


1972 320 pp., illustrated о 407 96304 6 "6.00 
е Р 4 394 ho 


Clinical Studies in Childhood Psychoses 
25 Years in Collaborative Treatment and Research at 
The Langley Porter Children’s Service 
„Edited by S. A. Szurek and I. N. Berlin 


A comprehensive picture of a therapeutic team approach to research and treatment of childhood psychoses. 
Includes a fine account of Bowlby's work on attachmen: as releted to clinical practice. 


1973 See pp., illustrated o 407 96889 x 9.45 


Gestalt Therapy Integrated 
- Contours of Theory and Practice 


Erving Polster and Miriam Polster 


The Editors present the fundamentals of ge 


alt therapy, develop new concepts, reformulate older 
ones and show, through case studies, how 


| of these elements come together in the therapeutic mecting. 





19073 348 pp. о 407 96888 1 £4953 


Mental Retardation and Developmental Disabilities 
An Annual Review-— Volume 5 
Edited by Joseph Wortis 


Will prove useful not only to research workers but also to the growing number of people professionally 
involved in the study and care of th» mentally subnormal. 


1973 236 pp., illustrated 0 407 06892 x £5.60 


Obstinable dough ану bookseller or from 


88 Kingsway, London WC2B 6AB 


*. Showroom and trade counter: 4-5 Bell Yard, WC2 
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Control somatic symptoms of sympathetic 
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Detailed information available on request. 
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тапу therapists have begun 
to use high dose or meganeurolep tic 
therapy for chronic 
schizophrenics who without 
such treatment zvould 
be prisoners of psychosis 
indefimtely.”’ 


rele ase the 
ımiprisoned mund 


Serenace can be used with confidence in 
doses of up to 90 mg/day for the rapid 
control of the agitated psychotic and to 
achieve a therapeutic breakthrough in 
chronic schizophrenia. 

High doses of Serenace can liberate many 
schizophrenics from the treadmill of merely 
adequate control with minimal side effects, 
indeed it has been reported that “Those 
experienced with high dose haloperidol 
(Serenace) therapy testify that it is 
remarkably safe ...””' 


s. Nerv. Syst., 1972, 33(7), 459 


Serenace 


(Haloperidol) 


Further information is available on request. 


$ Searle Laboratories 
ч х Р.О. Box 53, Lane End Road, 


High Wycombe, Bucks. HP 12 4HL. 
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The Responsibilities and Role of the Doctor Concerned with 
the Care of the Mentally Handicapped* 


* By SIR GEORGE GODBER 


‘TREATMENT AND PREVENTION 


І am no expert in the field of mental handicap and 
whas i have to say derives from a general rather than 
a special acquaintance with the subject you are to 
discuss. That may be no bad thing, because much 
of the extensive change which has come over the 
psychiatric field in the past twenty years has been due 
to a change of outlook by those outside psychiatry, 
giving better opportunities for those within. 

However, some of this change, such as the introduc- 
tion of the psychotropic drugs, has not been so 
relevant to the care of the mentally handicapped: 
pharmacological progress has had little bearing on 
the improved management of mental handicap, 
except in such conditions as phenylketonuria, the 
control of epilepsy associated with mental handicap, 
and the. management of coincidental mental illness 
or behavioural disorder. Surgery, however, has made 
a contribution to the control of hydrocephalus; 
haematology to the prevention of kernicterus; the 
study of human genetics may, through better family 
planning, lower the incidence of some conditions in 
which there is an inherited factor; and it may be that 
research into pre-natal diagnosis will one day lead to 
a system. of screening which could further reduce the 
incidence of Down’s syndrome. 

The direct influence of medical progress on the 
care of the mentally handicapped has been of quite 
a different kind. The great advances in control of 
communicable infection have made it possible to 
prevent many of the infectious diseases of childhood 
which formerly caused the early death of many 
children, including those born severely handicapped. 
Improvements in obstetrics and paediatrics have 
also meant neonatal survival for many handicapped 
children who would have died in former times. 
It has been suggested that the attempt to preserve the 


* * The opening address at a one-day conference on 
The Responsibilities and Role of the Doctor Concerned 
with the Care of the Mentally Handicapped, organized 
by thg Mental Deficiency Specialist Section of the Royal 
College of Psychiatrists and held at Middlesex Hospital 
Medical School, London, on Friday 23 March 1973. 
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lives of small premature babies had led inevitably to 
the survival of many with severe handicaps, either 
mental or physical. But, in fact, the gloomy predic- 
tions of Drillien a dozen years ago are not being 
fulfilled because the techniques of caring for these 
babies have so much improved that the risk of severe 
handicap can be little greater than for babies born 
at term. 


INSTITUTIONAL AND CloMMUNITY CARE 

The principle of segregation of the mentally 
handicapped from the mentally ill was firmly esta- 
blished 50 years ago, and one may say that the pro- 
cess was substantially. complete some 20 years ago. 
The main effort in the period between the wars went 
into providing more institutional accommodation 
for the mentally handicapped, with relatively little 
attempt to develop their latent capacities by exploririg 
the growing new educational and social techniques. 
The approach was one of providing custodial care— 
albeit kindly. It was only coincidentally, about the 
time of the establishment of the National Health 
Service, that we really began to think in terms of new 
and improved methods of care which might enable an 
individual to survive in his home society, given ade- 
quate supporting services. In the 1950s the realization 
that many of the less severely handicapped need not 
be kept in institutions was developing just at the time 
when the effect of the increased survival of the 
severely. handicapped was Putting extra pressure on 
space. 

The drive to develop community resources is really 
not much more than 15 years old. The transfer of 
training centres for the young to the education 
authorities last year was invested almost with a hint 
of rescue by the educationists. Тһе real fact is that it 
was some progressive health authorities who saw and 
used the opportunity to give better training to the 
young, and it was the education departments who 
had traditionally rejected them as ineducable. Now 
‘training’ has become ‘education’, and education is 
in the rightful hands, and everybody—well, nearly 
everybody—is satisfied. I can remember, a dozen 
years ago, opening centres in the North and being 
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invited by the County Medical Officer at one of them 
to look at the books in which the children were being 
taught to write. The supervisor of the centre was very 
suspicious about letting the Chief Medical Officer of 
the Department of Education see some evidence of 
education by unlicensed educators, which he might 
leak to the teachers. Now that was an exaggerated 
fear, but it was not so long ago that teaching of this 
kind was regarded as inappropriate. We were training 
‘inmates’ to accept institutional life, rather than help- 
ing people to lead lives as near normal as they could. 

I have been sketching the background of very 
extensive change against which we ought to look 
again at the role of the doctor in the care of the mentally 
handicapped. In the early years of this century no-one 
else was able to look after a large group of mentally 
handicapped. There was the same sort of approach 
to the size of groups as there was in the mental 
hospitals, and the philosophy was one of providing a 
sheltered community which was introspective and 
isolated. But реге we condemn that approach we 
should remember that it was kindly meant and that 
the alternative at that time would have been neglect 
and hardship, and certainly earlier death. The 
advantages of scale could be realized in certain simple 
kinds of activity and in the economy which resulted 
from centralizing some of the institutional services; 
and because some of the group were very severely 
handicapped and because of the special risks of 
communicable disease, medical supervision was then 
likely to be the safest arrangement. There were also 
many mentally-handicapped patients, particularly 
the older ones, in converted large houses or parts of 
Public Assistance institutions, but these were mainly 
the less severely handicapped, reasonably able- 
bodied, needing more control and less physical 
support. 


Tue DOCTOR IN THE COLONY 

The specialist in mental handicap evolved from 
someone who provided a medical service which was 
really very much like that of a general practitioner. 
The other staff in the local authority ‘colonies’ were 
then looked on as attendants rather than as nurses. 
Among the doctors there were some who had been 
trained as psychiatrists in the hospitals for the mentally 
ill, but I think that in 1948 most of them had more 
or less learnt ‘on the job’. There was a good deal of 
work on assessment and diagnosis but that, after all, 
was not a very highly specialized medical activity 
and the majority of the medical input was probably 
non-psychiatric. Major advances in understanding 
many aspects of mental handicap have, with only a 
few exceptions, come from outside the medical 
specialty of mental handicap. In particular, one thinks 


- 
of the biological aspects of mental deficiency, the 
establishment of assessment standards, and the 
creation and application of special teaching and 
training techniques. When the World Health Organi- 
zation had to choose the recipient of a prize given 
by the Government of The Netherlands for the 
greatest contribution to research on the problem of 
mental handicap, they selected Lionel Penrose who 
at that time was working at University College and 
not in a mental deficiency hospital. In this country 
also it was the work of Tizard (sponsored by the 
Medical Research Council) and that of Mittler and 
Clarke which best demonstrated the gain to be had 
from training the severely subnormal, though of 
course training for the less severely handicapped goes 
back to a much earlier date. To say this is not to 
disparage the contribution that the medical specialty 
of mental handicap has made: I have been more 
impressed by such medically-controlled hospitals as 
Earl’s House at Durham and the epidemiological 
work of Kushlick than anything else I have seen. It 
does, however, make the point that other powerful 
centres of interest do exist and will continue to expand 
the scope of their activities. It may also emphasize the 
enforced preoccupation by your specialty with the 
environmental problems that all too often over- 
crowded and poorly-endowed hospitals have created. 

е 

PSYCHIATRIC MAN-POWER PROBLEMS ө 


During the early years of the National Health 
Service there was an increasing attraction of gener- 
ally-trained psychiatrists into work with the mentally 
handicapped, but there was also such a tremendous 
increase in the number of consultant posts in hospitals 
for the mentally ill that recruitment to the less 
prestigious and, for most people less immediately 
rewarding, work with the mentally handicapped was 
inevitably small. In 1949 there were only 405 con- 
sultants in the field of mental health, including both 
mental illness and mental handicap, but by 
September 1972 there were 1,200 consultants out of 
a total of 2,697 medical staff in psychiatry; out of this 
total the number of medical staff in mental handicap 
was 223, of whom 129 were consultants. Between 
1963 and 1972 there was a very substantial increase 
in the consultant grade from 75 to 129, but the total 
medical staff in the subnormality hospitals increased 
only from 208 to 213. There were eight senior 
registrars 10 years ago, and nine in 1972. A few years 
ago the Mental Deficiency Section of the R.M.P.A, 
recommended that there should be five consultants in 
mental handicap for every one million population 
served. We have now reached only about 2-6 per 
million—about half your recommended ratfo—as 
compared with 18 consultants per million in mental 
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Ens To meet an output of nine consultants per 
annum which is required to maintain our present 
expansion of five per annum, and to counter annual 
loss by death and retirement of four per annum, a 
total of 27 senior registrars would be required—three 
times what we have at present. 

Some aspects of the respective workloads can be 
measwred. In 1971 a consultant in mental illness in 
England and Wales had on average 89 new in- 
patients, 259 out-patients and 1,761 out-patient 
attendances, but his counterpart in mental handicap 
had only 15 new in-patients, 49 new out-patients 
and 220 out-patient attendances. It is this seemingly 
low leyel of activity that I feel inhibits many of our 
profession from wanting to take up this particular 
branch of it. Perhaps we could do more if senior 
registrar posts more commonly provided training in 
general psychiatry, developmental paediatrics and 
child psychiatry as well as in mental handicap. But I 
believe the main impetus should come from develop- 
ing work in the community. There is a clear need for 
more readily accessible consultation and for the 
consultant to think of those in the community as well 
as in the hospital. Most of our profession look for 
opportunities for using essentially medical skills. The 
things that attract most people to training in medicine 
also lead them to fields which give a greater oppor- 
wunity of benefiting patients by intervention, using 
the spécial tools of their trade or combining with 
others in related social fields. We have to ask ourselves 
how we can arrange matters so as to allow this 
particular drive in medical people to have adequate 
expressio» in work for the mentally handicapped. It 
ought not to be in a comprehensive role of controlling 
and being responsible for all aspects of their patients' 
lives. That may well have been right in the past but 
it does not follow that it is needed today, provided 
always there is someone else who will do it at least 
as well. 


ConTRIBUTIONS OF OTHER SPECIALISTS 

Psychologists, educationists, nurses and social 
workers all recognize aspects of the care of the 
mentally handicapped in which their particular 
expertise should play a larger part. Do we not in this 
field of medicine, as indeed in some others, under- 
estimate the value of the contributions these other 
professions can make? It is true that the segregation 
policy for mental handicap in the past, and the rela- 
tively limited public understanding of what it meant, 
has made joint activity for the mentally handicapped 
and those with other handicaps seldom available. On 
the medical front there may be special needs which 
can be*met by the paediatrician or the child psychi- 
atrist, or even the mental illness specialist; and set in 
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this context it is difficult to identify a specific and 
differentiated role for the psychiatrist working as а 
specialist in mental handicap. On the other hand, 
he has hitherto been the only person accepting the 
responsibility of providing continuity of care through 
childhood, adolescence and adult life for chronically 
handicapped patients, and he certainly needs to be a 
man of consultant calibre to do that. The force he 
needs is human, much more than technically medical, 
and the skills he must co-ordinate include those of 
many others than himself. I emphasize the word 
co-ordinate, for there are still some so sure of themselves 
that they would claim to direct. For many years in 
some Hospital Regions in England consultants in 
mental handicap have been employed part-time in 
child psychiatry or child guidance also, but that is not 
likely to continue to be acceptable to the specialists in 
child psychiatry if responsibility for adult mentally- 
handicapped patients is also involved. For a long time 
there was the strongest resistance to linking the care of 
the mentally handicapped, through the psychiatrists 
responsible, with care of the mentally ill. Yet in 
Scotland now this is being encouraged in appro- 
priate places. Both child psychiatrists and paediatri- 
cians are showing interest in the care of mentally- 
handicapped children and there seems little doubt 
that there would be no great difficulty in providing 
for the medical care of this age-group within these 
specialties and in general practice in the long term. 
However, children grow up, and it is not so readily 
apparent who might take on the always more 
numerous adults. It might reasonably be argued that 
in the provision of continuity of care there is a strong 
case for the preservation of the specialist in mental 
handicap: but for many specialists in mental handi- 
cap a commitment only to adults, without the leaven- 
ing influence of children, would not be an attractive 
proposition. Nevertheless, we must examine critically 
whether it is best for the small numbers of mentally- 
handicapped children who require hospital care to 
remain within the orbit of a specialized mental 
handicap service or whether their better long-term 
interests lie elsewhere. 


Re-THINKING THE Use or SKILLS 


If we develop a policy of accommodating more 
patients in smaller units of a hostel type there will still 
remain a substantial hospital commitment. We have 
about 60,000 beds in hospitals for the mentally 
handicapped now and, while that will diminish as 
alternative accommodation is provided over the 
years, there is much less prospect of redistribution and 
closure in the foreseeable future than for the hospitals 
for the mentally ill. It may be that the provision of 
other accommodation could reduce the number of 
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hospital places by as much as half in the next 20 years, 
but the occupants of the beds in these hospitals will 
be increasingly handicapped and will include more 
in the older age groups. Obviously for these there 
must be some form of continuing service which will 
require medical advice and the special kinds of 
skills with which mental subnormality nurses are 
now seeking to equip themselves. But an increasing 
part might be played by others with skills less 
specifically of a nursing or medical kind. Medical 
and nursing support must be there, but it may be 
that, as suggested by the Briggs Committee, it could 
be supplemented by the development of another 
caring group. That would not make nurses or doctors 
redundant but it might allow them to concentrate 
their skills where they are most needed. It may well 
be that Social Service Departments could turn their 
attention, as other priorities are satisfied, to providing 
day and residential care for patients with more severe 
handicaps than hitherto. It is probable also that the 
contribution made by psychologists and educationists, 
especially with the younger mentally handicapped, 
will increase and help to reduce the need for the 
medical profession to continue to carry some of the 
responsibilities they have hitherto borne. 

I do not want you to take this as meaning that I 
believe the specialty from which most of you are 
drawn is going to be replaced. I am really suggesting 
that, until relatively recently, it has been a generalism 
rather than a specialism. It involved certain special 
skills in connection with assessment of mental 
handicap, but these were skills which psychologists 
also use. It involved the application of other special 
medical knowledge in the treatment of physical illness 
and handicap. It provided a forum for the assessment 
of the handicapped person that was not otherwise 
available, Perhaps there are unique specialized skills 
here to be identified. Certainly they were practised 
all too often with inadequate facilities and resources. 
What is now needed is a reappraisal of the rather all- 
embracing, yet in many ways amorphous, role that 
the specialty presents and of its relationship with 
other disciplines. Those special skills which the 
mental handicap specialist has because he is a doctor 
must be used with careful precision. Medical man- 
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power is in short supply and there always will НЕ 
more demand for it than can be met. If there are 
broad areas of the specialist’s work which might be 
done by other professional workers, whose basic 
training has been more directly relevant, then this 
must be made possible. We must ensure that the 
specialist’s duties can be relieved of inappropriate 
content and that the hospital and, increagngly, 
the community his hospital serves, gets the most 
he has to offer. This last point is crucial. A hospital is, 
after all, only a place for specialized support; most 
of the care and support given by the medical and 
other health professions is provided outside it. It is 
the duty of specialists in mental handicap, just as 
much as of the other specialists in medicine, t work 
outside the wards of their own hospitals. That is 
where we most need growth. 

Doctors have made an outstanding contribution to 
the improvement of the lot of the mentally handi- 
capped. But because people are now looking at the 
inadequacy of past provision and are aware of the 
progressive doctrines of some already engaged in the 
care of such patients, we have all become much more 
conscious of how far we fall short of the standard of 
care that could be provided. 

I think those who now judge the situation harshly 
are apt to forget that until recently they did not 
bother to judge it at all because they had, in thg 
words of Pauline Morris, ‘put away’ the peqple and 
the problem they represented. The truly medical 
component may have been provided adequately in 
the past, but so much not essentially medical needs 
to be provided that the medical people have often 
been castigated for not doing something that was 
strictly not for them to do. Perhaps many of us did 
fail to see that these other things could and should 
be done, but the way is hard and long; and I wish 
more credit had been given to all those, especially 
nurses, who have done so much under difficulties for 
so long a time. My plea to you, the medical specialists, 
is that you use your undoubted force to make a 
multi-disciplinary partnership effective—that your 
strength be a support for the use of the skills of others 
as well as your own, and in the community as well as 
in your hospitals. * 


Sir George Godber, K.C.B., LL.D., F.R.C.P., F.R.C.0.G., D.P.H., Chief Medical Officer, Departments of Маай and 
Social and Security, Education and Science, and the Home Office 
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The Phenomenology of Hallucinations as an Aid to 


Differential Diagnosis 


This paper outlines one method of investi- 
gating the phenomenology of spontaneous 
hallecinations in a mental hospital population; 
and considers the possibility of using the method 
as an aid to differential diagnosis. 

In the study, an experience was regarded as 
a genuine hallucination if, according to the 
patient's own words, it: (a) occurred in a 
sensory modality-auditory, visual, gustatory, 
olfactory, tactile, kinaesthetic, or combinations 
of these; and (b) if current objective stimuli 
were, in the opinion of the interviewer, either 
totally absent or grossly inadequate to account 
for the experience. 

e The aims of the study were: (1) to compare 
the phenomenological characteristics of sponta- 
neous pathological hallucinations, as reported 
by patients in the diagnostic sub-groups; manic- 
depressive, organic, paranoid, and schizo- 
phreni& (2) to derive, both clinically and 
statistically, from all data and their observed 
variations, some weighting formula which 
would maximize the hallucination differences 
between diagnostic sub-groups; (3) to find 
which specific aspects of hallucinations differ- 
entiated diagnostic sub-groups most effectively. 


METHOD 

The subjects were 60 psychiatric patients, 22 men 
and 38 women, ranging in age from 18 to бо years. 
The first 50 patients were selected by requesting 
hospital psychiatrists to refer any psychotic patient 
who was known or thought to hallucinate, either 
currently or in the past, and who was willing and able 
to talk about his symptom. It was found that some 
‘diagnostic sub-groups (e.g. paranoid psychosis) 
were over-represented when selected in this way. 
Hence, from the continuing psychiatric referrals a 
further 10 patients were selected to produce a total 
of four sub-groups of 15 paranoids, 15 schizophrenics, 
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15 manic-depressives, and 15 organics.* These groups, 
although matched for number by diagnosis, were not 
matched for age or sex. 'The hospital population was 
known to have a preponderance of older women, and 
it was thought better to have this represented in the 
population sample as far as possible. Matching for 
number by diagnosis was done because diagnosis was 
intended to be a major variable in the investigation. 

The method of investigation involved collecting 
data from three main sources: (a) psychological tests; 
(b) hospital records and staff reports; and (c) ex- 
tensive interviews of each patient. 

(a) Tests. The following psychological tests were 
administered to all patients: 

1. Mill Hill Vocabulary. Test (1948) Definitions 
Form. Besides measuring vocabulary and verbal 
intelligence, this gave some indication of the 
patient’s general facility with words. 

. Raven's Standard Progressive Matrices (RPM), a 
non-verbal test of intellectual capacity. 

. Rorschach. This test was not used for personality 
diagnosis, but for measuring the patient's 
capacity for spontaneous imagery when pre- 
sented with ambiguous perceptual stimuli. 
Responses were not interpreted but merely 
totalled for each patient. 

(b) Records and Reports. Each patient's age, sex, 
diagnosis, and length of stay in hospital was obtained 
from hospital records and hospital staff. 

(c) Interview. Each patient was interviewed as 
long as was necessary to obtain information on his 
total number of hallucinations. The patient's halluci- 
nations were considered to be covered when. his 
descriptions became clearly and predominantly 
repetitious. A few patients (e.g. those who had only 
one hallucination, or who gave a very concise descrip- 
tion of several) required only one interview; but most 
patients required several interviews. The average 
inteview lasted approximately one and one-half hours. 

In the first phase of the interview, lasting an in- 


* The ‘organic’ patients were those in whom organic 
impairment was diagnosed as the primary or predominant 
cause of the psychosis. 
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definite period, each patient was simply encouraged 
to talk about his symptoms generally. In the second 
phase, also of indefinite length, he was asked specific- 
ally about hallucinatory experiences, and whether 
these had occurred in auditory, visual, tactile, gusta- 
tory, olfactory, kinaesthetic or mixed modalities. It 
was never assumed, simply because the patient 
voluntarily stopped describing his hallucinatory 
experiences, that he had no others in the given 
modality, or that his hallucinatory experiences were 
confined to that modality. 

In the third phase, when the number and type of 
hallucinations had been established for the given 
patient, each hallucination in turn was investigated 
along the following parameters: 


1. Extent 
Frequency—How often did the hallucination 
occur? 
Duration-When the hallucination occurred, 
how long did it last? 


2. Location 
Where in objective space was the source of the 
hallucination? (The location of source rather 
than that of the experience itself was recorded 
because presumably all hallucinatory experi- 
ences are located ‘within’ the patient.) 


3. Degree of reality* 
Current-—How real was the experience at the 
time? 
Past (recall)—How real does the experience 
seem now, in retrospect? 


4. Sensory intensity 
How much of the patient’s ordinary perception 
in the given modality was impaired or ‘oblitera- 
ted’ by the hallucination? 


5. Constancy 
How much did the experience change during its 
occurrence? Although a given hallucination 
might change in many ways (e.g. in shape, size, 
intensity, colour, effect on patient, etc.) these 
were not formally differentiated, i.e. ‘constancy’ 
is a global measure of overall variability as such. 


* On this dimension, and on all other dimensions 
where appropriate, the patient was asked to compare his 
hallucinatory experience with his own ordinary perceptual 
experience in the given modality. Here, for example, if he 
hallucinated voices he was asked to compare their reality 
with the interviewer's voice or with the ordinary voices he 
might hear in his everyday life, 


6. Overt behaviour 
What did the hallucination make the patient do? 


7. Control 
What could the patient do about the hallucina- 
tion? That is, what degree of control had he 
over its occurrence and effect on him? 


8. Time d 
Did the patient's sense of time change during the 
hallucination? 

g. Causal 
How specific was the cause to which the patient 
attributed the hallucination? „* 


10. Experience shared 
How many other real people did the patient 
believe shared his hallucinatory experience at 
the time of its occurrence? (This question refers 
to real people within social or spatial distance 
of the patient, and does not include people 
hallucinated.) 


11. Affect 
What emotion, in the patient's own words, did 
the hallucination produce in him? 


12. Content 
The variability of content was so extreme that * 
certain aspects were abstracted as follows: 


Noun—What was the predominant thing hallu- 
cinated, e.g. persons, objects, self? 

Verb—-What was the action within the hallucina- 
tion vis-à-vis the patient? Variation here was 
so extreme that all action was reduced to three 
categories; ‘positive’, ‘neutral or ambiguous’, 
and ‘negative’. 

Reaction—-What was the patient's attitude to such 
action? There was considerable variability 
here too, but grouping was eventually reduced. 
to the three values, ‘positive’, ‘neutral or 
ambiguous’, and ‘negative’, to facilitate com- 
parisons with verb scores. 


These interview variables were not necessarily 
investigated in the above order. All interviews меге" 
in fact kept as open-ended and unstructured as 
possible, to allow the patient maximum opportunity 
for spontaneous responding. The utmost care was 
taken to avoid leading questions except as a very 
last resort. 


The key for scoring the patient's responses on all E 


variables will be found in Appendix I. Samples of 
scoring on all dimensions, except those where scoring 
is self-evident from the scoring key, are givfü in 
Appendix П. 


-— 


^ 


. 


BY GORDON R. LOWE 


RESULTS 

By calculating the correlation of each dimen- 
sion with all others its was found that they were 
sufficiently independent of one another to be 
regarded as separate measures. 

When the extreme trends in the frequency 
scores were inspected the following broad 
descriptive clinical patterns emerged. Manic- 
depressive patients tended to be younger, to 
score lower on the RPM, to report mainly 
auditory and visual hallucinations (the females 
reporting rarer types), which were less frequent 
an@briefer, believed to be less real in retrospect, 
less controllable, sometimes involving marked 
changes in time sense and with vague causes 
ascribed, but nearly always considered to be 
experienced only by themselves. Organics, on 
the other hand, tended to score low on the Mill 
Hill, to report two or three hallucinations, many 
of which were of mixed modality, predominated 
over ordinary perception, were not controllable, 
involved no change in time sense, and were 
sometimes believed to be shared by persons 
beyond sensory range. Similarly, paranoids were 
mostly over 40 years old, gave fewer Rorschach 
resPanses, showed a marked tendency to report 
only one hallucination, mainly auditory, with 
negative import to the patient (who in turn 
had negative affect towards the hallucination— 
mainly anger rather than fear), of long duration 
and considerable stability, and capable of being 
controlled to some extent. Finally, schizophrenic 
patients tended to have been longer in hospital, 
to have a greater variability of score on the Mill 
Hill and RPM, to give more than average 
Rorschach responses, to report more than three 
hallucinations, in all modalities, including the 
most rare, especially hallucinations of the self, 
originating within the body, showing consider- 
able inconstancy, and with clearly specified 
causes. 

Multiple rank ordering of all scores from 
percentage frequency tables provided the follow- 
ing array of weighted diagnostic indicators (sex 
differences were non-significant) (Table I). 

From Table I it seemed likely that some 
aspects of hallucinations would differentiate 
better than others between different pairs of 
diagnostic sub-groups. To obtain a measure of 
these differences in discriminatory power, 
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each of the 20» hallucinations was cross- 
validated individually against Table I, to see 
whether, in what ways, and to what extent it 
indicated the patient's correct (i.e. known) 
diagnosis, and exeluded the other one, two, or 
three, wrong diagnoses. (When this internal 
cross-validation was carried out, sex differences 
were found to be non-significant and were 
therefore ignored. in subsequent calculations.) 
The diagnostic discriminative power of each 
variable, i.e. per cent wrong diagnoses excluded, 
was then rank-ordered (Table II). 

In order to elaborate the above findings in a 
way which would maximize their clinical useful- 
ness, all data were processed also by means of a 
discriminant function analysis based on original 
frequencies. This. echnique defines statistically 
a single variable (the discriminant function 
itself) composed c? all observed variations in the 
data, and indicates the relative contribution of 
each observed dimension to the overall varia- 
tion. In addition, the discriminant function 
maximizes the differences between diagnostic 
groups and reclassifies them in terms of actual 
observations. Since the technique compares 
groups only in pairs, six separate discriminant 
function analyses were required for the four 
patient groups used in this study. 

For each pair of diagnostic sub-groups, when 
discriminant scores were ranked and merged a 
statistically derived cut-off point was obtained 
according to the formula -20 times log (РәСо-- 
PiCr), where Pris the а priori probability that 
a hallucination belongs to the first group; P2 is 
the a priori probability that a hallucination 
belongs to the seeond group; Ст is the ‘cost’ of 
misclassifying a hallucination which actually 
belongs to the first group; and Ca is the ‘cost’ 
of misclassifying a hallucination which actually 
belongs in the second group. When equal a 
priori probabilities and equal ‘costs’ were 
assumed, reclassification by discriminant func- 
tion was obtained as shown in Table III. 

The variations in differences between groups 
may be summarized in terms of D-squares 
(Mahalanobis) as shown in Table IV. 

From Table IV it is apparent that the greatest 
differences occurred between paranoid and 
schizophrenic groups, smallest differences oc- 
curred between manjc-depressive and organic 
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TasrzI 
Weighted indicators of diagnosis 
(by multiple rank ordering) 





МО O P S 





1. Hallucination variables 
No. of hallucinations 








1 hallucination 9 7 15 3 
2 or 3 hallucinations 7 12 5 6 
More than 3 8 5 3 14 
Modality 
Auditory 13 10 18 12 
Gustatory 2 2 2 16 
Kinaesthetic 6 Gi 4 Hn 
Olfactory 2 7 9 12 
Tactile .. 5 5 8 то 
Visual 15 12 8 12 
Mixed 6 13 4 9 
Content 
Noun: 
Person(s) .. .. 14 12 15 9 
Objects 5 8 5 9 
Self 4 5 4 u 
Verb: 
Positive vis-à-vis patient 6 3 4 3 
Neutral or ambiguous 13 14 5 t 
Negative e 6 7 15 9 
Reaction: 
Positive 7 3 5 
Neutral or ambiguous 5 5 6 7 
Negative 2 .. IO If I5 12 
Frequency 


Less than once a week 13 10 8 9 
Once а week—less than 








every day... se 0$ 4 6 7 
Onceadayormore .. 6 9 то 8 
Duration 
Less than 5 minutes .. І 7 4 8 
5-30 minutes » 5 10 5 8 
More than 30 minutes . 6 7 14 8 
Location 


Inside/on patient's body 5 7 5 7 
Close or within ordinary 


sensory range 16 iF 13 13 
Far distance — beyond. 

sensory range E 6 6 4 

Reality (when hallucination 

occurs) 
Vague and/or ‘not rea? 6 5 2 6 
Image, imagination, 

dream 8 3 5 
‘Just like’ or actual ‘real. 

thing’ 13 12 1ў 15 























МО O P S 
Reality (on recall) 
Vague and/or ‘not rea? 8 2 8 
Image, imagination, 
dream II 5 4 
‘Just like’ or actual ‘real : 
thing’ 8 n 15 15 
Sensory intensity 
Barely perceptible — 
ordinary perception 
predominates 2 12 6*2 
Roughly equal aware- 
ness .. . 9 I0 5 6 
Hallucination predomi- 
nates or obliterates .. rr 9 14 14 
Constancy 
Little or no change of 
sensory intensity 10 6 пи 5 
Changes between 2 
points of sensory 
intensity . A 6 8 9 10 
Changes between 3 
points of sensory 
intensity e 5 10 4 о о 
ВИВЧЕНО «ИА 
Overt behaviour 
None or very little 10 6 4 10 
Verbal acti- 
Restricted physical f уйу 11 11 m 10 
Extensive physical acti- 
vity s 4 6 то 3 
Control 
Considerable 75% 2 9 2 2 
Medium (25-7595 5 6 11 8 
Little or none (25%) .. 15 17 H 9 
Time sense 
Ordinary ; 13 9 I5 17 
Some change (faster or or . 
slower) Я єў 5 7 4 
Marked change (incl. 
*no sense of time") 7 5 2 2 
Cause 
‘Vague’ or unspecified = 
‘Something’ . . di 7 3 7 
Specified but not clearly 10 I2 15 8 
Clearly specified, ‘ob- “a 
jective’ illusion 3 5 7 9 
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M-D O P 858 





Experience shared 
Self only (and those in 
hall) . А . 16 1:11 10 13 
Persons in ‘sensory range 
of hallucinations .. 4 7 n 8 


* Persons beyond sensory 
range of hallucina- 





tions .. ёз 222001 8 4 
2. Patient variables 
Age 
s Under 40 years .. 13 7 3 7 
“40-60 years. E! 6 12 и 
Over 60 years .. 7 9 7 











Hospitalization 
Less thang months .. 13 12 12 6 
9-24 months .. 2195106 5 5 8 
Over 24 months 5 7 7 B 
Mill Hil 
0-25 percentile .. 8 14 10 8 
26-75 percentile e 18 7 9 7 
76-99 percentile e 2 2 6 13 
Rorschach 
10 or less responses 6 6 и 5 
еМ) 20 responses 9 6 m 8 
21 and over responses... 6 9 4 12 





groups,*while differences between other groups 
were intermediary in size. The table gives 
sóme general indication of the extent to which 
the different types of hallucination are distin- 
guishable from one another. 

'The discriminant function analyses findings 
are comparable to the previous rank order 
findings (Table I) in that both statistical 
techniques elicited and ordered those hallucina- 
tion variables which best discriminated the 
diagnostic groups. When the best discriminating 
variables were elicited from Table I they were 
found in fact to be more nunierous (using the 
same criterion for efficiency) than those elicited 
by discriminant function analyses; but when 
the five best discriminant function discriminators 


.'were selected from the array provided by 


Table I, these were found to be the same five, 
and,to occur in practically the same order of 
effectiveness, as shown in Table V. Spearman's 
rank correlation gave rho = :99; p < -Ol. 


Taste П 
Diagnostic discriminative power of variables rank-ordered 


————_——.———————————————————————— 


Hallucination variable M-D О Р 5 АЦ 





No. of hallucinations ;. 10 5 8 I І 
Modality a g 6 4 13 2 
Content: 
Noun ss z. 6 10 14 20 13 
Verb ae ‚‚ 19 3 6 з 10 
Reaction .. o 12 7 1 22 6 
Frequency — .. . 46 14 18 18 а 
Duration я ‚17 4 5 13 4 
Location I 14 20 18 17 
Reality (when halluci- 
nation occurs) ,. 20 22 2 8 оо 


Reality (on recall) .. 22 18 4 2 12 





Sensory intensity .. 18 9 17 6 14 
Constancy... e I3 8 9 ою 10 
Overt behaviour .. 6 18 1; 16 17 
Control zs .. 16 1 22 14 20 
Time .. is .. 81 21 20 8 22 
Cause .. : .. u 18 8 20 17 
Experience shared. 3 19 13 9 12 
Patient variable 
MONUMENTS NINE a YP ME EE 
Age  .. .. 10 12 13 5 7 
Hospitalization - . 4 111 17 5 6 
Mill Hill zx AME 2 21 16 4 
R.P.M. es .—. 14 15 13 11 18 
Rorschach Я 8 20 то 3 то 





Similarly, just as the five best discriminators 
from the discrimirant function analyses accoun- 
ted for 66 per cent (minimum) to 78 per cent 
(maximum) of differences between groups, 
depending on which pair of groups was being 
considered; so the five best discriminators from 
Table II excluded 69 per cent (minimum) to 
go per cent (maximum) of the possible wrong 
diagnosis, depending on which individual group 
was being considered. These cut-off points 
were at first selected arbitrarily, but it was 
found that using more or less than these five 
discriminatory variables would reduce the 
overall (although not always the specific group) 
efficiency of prediction. 


Discussion 
Phenomenological research is particularly 
prone to validity and reliability problems, 
simply because the basic data are by definition 
subjective. For example, with hallucinations it 
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Taste ПІ 
Summary of classification tables—pairs of diagnostic 
sub-groups 
Actual Classified as 
Manic-dep. Organic 
Manic-dep. 39 
Organic II 36 
Е (d.f. 22, 69) = 2-67; p < -oo1 
Manic-dep. Paranoid 
Manic-dep. 40 5 
Paranoid 2 19 
Е (d.f. 22, 43) = 2:55; p < -004 
Manic-dep. Schizophrenic 
Manic-dep. 37 
Schizophrenic 8 81 
Е (d.f. 22, 111) = 6-47; p < -o001 
Organic Paranoid 
Organic 39 8 
Paranoid 5 16 
Е (d.f. 22, 45) = 2:17; p < :014 
Organic Schizophrenic 
Organic 40 7 
Schizophrenic 8 81 
Е (d.f. 22, 113) = 5:69; р < ооо: 
Paranoid Schizophrenic 
Paranoid 19 2 
Schizophrenic 8 81 


Е (d.f. 22, 87) = 5-70; p < :0001 
a cei ni P vsu E 
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Summary of D-squares 
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Rank order nant function 
Variable in Table II analysis 
Number 1 1 
Duration .. 2 2 
Content (V) ; 3 3 
Experience shared 4 5 
Overt behaviour .. 5 4 





is difficult to distinguish *obscurity of expression" 
from 'the expression of obscurity’. That is, if a 
patient does not give a clear account of his 
hallucination, how are we to decide whether the 
lack of clarity derives from an originally vague 
experience, or from the vague description of an 
originally clear experience, or indeed from both ? 
Ordinary language does not describe subjective 
experiences equally well in different sense 
modalities (cf. visual or auditory experiences as 
against gustatory, olfactory, or kinaesthetic ex- 
periences). The problem is particularly acute in 
reports of mixed hallucinations where more fhan 
one sense modality is affected. 

Again, epistemological problems arise regard- 
ing any description, however accurate, of an 
experience that is by definition ‘unreal’. When 
a patient says he hears a voice coming from 
*down there' and points to the floor, we are not 
entitled to assume that the source of the sound 
can be located in terms of reference points in our 
own ‘real space’. A patient who did use such 
reference points might be merely attempting to 
make himself understood to a ‘realistic’ investi- 
gator. In this study *what the patient actual 
said’ was regarded as the most valid 
reliable measure of hallucinations available. 

Another basic problem is the definition of a 
hallucination. Even a cursory review of the 
literature (Lowe, 1969) reveals that dffferent 
investigators have defined hallucinatory experi- 
ence in different ways. This variety does nót 
imply that any given definition is invalid; but it 
does confirm that hallucinations are complex 
phenomena, whose investigation almost cer- 
tainly requires multi-dimensional research de- 
signs and multiple initial criteria. Sedman 
(1966), for example, distinguished hallucina- 
tions from imagery and pseudo-hallucinations in 


terms of three criteria: the involvement of sense, 


organs, the location of the experience, and its 
acceptance by the patient as veridical. But why 
use only three criteria? And why these three? 
When ballucinations are known to vary signi- 
ficantly on many different parameters, the 


selection of only some parameters for study must " 


surely be quite arbitrary. Phenomenological 
research, in so far as it is hypothesis-finding, 
requires broad initial definitions of the subject 
for study, and multi-dimensional parameters of 


Ф 
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variation. The only limiting factor is one of 
practical convenience. In the present study some 
22 parameters, including those used by Sedman 
and earlier investigators, were found to be 
manageable. 

The value of using continua rather than 
distrete and mutually exclusive categories for 
assessing hallucinations may be regarded as self 
evident. In the present study the patients' own 
reports constantly implied, or were explicitly 
formulated in terms of, degrees of the given 
characteristic rather than its mere presence or 
absence. In any case the literature provides 
ample precedent for investigating subjective 
experiences in terms of continuous parameters 
(e.g. Falret, 1864; Griesinger, 1861; Galton, 
1882; Critchley, 1955; Jackson, 1958; etc.). 

The dimensions used in the present study were 
originally suggested by previous investigations 
(see Lowe, 1969). At first any variable which 
seemed likely to produce useful comparisons was 
included, but some of these were found to be 
inappropriate to the population and were subse- 
quently dropped. The unit of measurement on 

dimension retained was also derived 
emptlrically. Initially a seven-pointscale was used 
for each dimension, but this degree of differen- 
tiation was subsequently found to be un- 
necessary, unrealistic, or in a few instances 
impossible to apply. Some patients were totally 
unable to make the fine distinctions required by 
a scale with seven intervals. In fact at the end of 
the study it was found that reducing the seven- 
point scale to a three-point scale would lose very 
little information, would increase scoring reli- 
ability, and would secure a closer congruence 
between the scoring system and the actual 
clinical data. The three-point scaleiscomparable 
to the ‘mild-moderate-severe’ scale, used by 
-most clinicians, and the patients proved to be 
perfectly capable of applying this scale to most 
aspects of their symptoms. 

Since hallucinations are investigated essen- 

tially by questioning the patient, interviewing 
. techniques are obviously of crucial importance. 


* For example, Modell (1958) found that the 


content of the patients’ report would sometimes 
change if questioning was intensive and pro- 
longed; while Rubert et al. (1961) found that 
‘rare’ hallucinations were in fact more common 
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than usually supposed and tended not to be 
reported merely because they were not specifi- 
cally asked for. Both of these findings were con- 
firmed in the present study. Most researchers 
are of course aware that over-specific or leading 
questions will produce restricted and biased 
answers; but with hallucinations, brief or super- 
ficial interviewing will produce false data. 
Diagnosis, as always in research, did consti- 
tute a problem. Many patients were found 
during their stay in hospital to have been given 
several different, and sometimes mutually ex- 
clusive diagnoses. The differences, however, 
were greatest near the point of admission and 
tended to diminish with the patients’ length of 
stay. In the study, therefore, all patients were 
classified according to their discharge diagnosis; 
or according to their latest diagnosis prior to 
their being interviewed as hallucinators. This 


‘procedure, in fact, ensured that their diag- 


nosis had in all cases been made or approved by 
a consultant psychiatrist who had had maximum 
time and opportunity for observing the patient 
before reaching his diagnosis. 

Such criteria for diagnosis, although con- 
venient, consistent, and traditional in research, 
do not guarantee diagnostic accuracy. Many 
investigators, notably Kreitman et al. (1961), 
have emphasized the unreliability of psychiatric 
diagnosis generally, and there is no reason to 
suppose that the diagnoses in the present study 
enjoyed any special immunity from such basic 
unreliability. On the other hand, as Kreitman 
(ibid.) and others (e.g. Foulds, 1966) have 
pointed out, psychiatric diagnoses are not all, 
or always, hopelessly unreliable; and the 
diagnosis of psychotic disorders is less un- 
reliable than most other forms of mental illness. 
In the present study diagnosis followed the 
standard international classification. 

The standard psychological tests used in the 
present study probably do not measure variables 
that are directly relevant to hallucinatory 
experiences. For example, verbal facility in 
reporting hallucinations varied more with 
symptoms (e.g. neologistic tendencies, paranoid 
fears of retribution, etc.) than with test scores. 
Similarly, hallucinations did not vary signifi- 
cantly with intelligence. It is however possible 
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that multi-modal tests of imagery would show 
closér relationships with hallucinatory patterns.* 

Detailed discussion of all the hallucination 
variables used in the present study is not 
possible in this рарег,{ but some brief mention 
should be made of the five variables which had 
greatest overall discriminatory power between 
diagnostic sub-groups. 

The number of hallucinations reported by 
psychiatric patients will of course vary with the 
criteria used in defining them, the compre- 
hensiveness of the research aim, and the sophisti- 
cation of the interviewing techniques. Thus, 
broad definitions will produce more hallucina- 
tion reports than narrower definitions. In the 
present study, hallucinations were regarded as 
different, and were counted separately, if the 
patient’s own words clearly differentiated them 
on any of the hallucination dimensions investi- 
gated. While the number of hallucinations 
appears to discriminate diagnostic groups better 
than the type or modality of hallucination, to 
ignore rarer types will of course reduce the 
number of hallucinations recorded. Most pre- 
vious studies have in fact restricted their investi- 
gations to the more common modalities, i.e. 
auditory or visual hallucinations. When they 
do consider all modalities they tend to report 
only that patients hallucinated in these modali- 
ties, without stating how many, and what kind, 
of hallucinations were reported by which type of 
patient. Less common hallucinations, although 
known to occur in any large psychiatric sample, 
are seldom reported at all, or if reported are 
seldom clearly distinguished from one another 
(e.g. tactile and kinaesthetic hallucinations). 
Similarly, mixed hallucinations (ie. those 
involving more than one modality) have not 
always been reported clearly as such in the 
literature. This cannot be because they did not 
occur in the psychotic populations studied. 
Eighteen per cent of all hallucinations in the 
present study were of mixed modality, and in 
Sedman’s (1966) study visual ‘and/or’ auditory 
hallucinations and pseudo-hallucinations were 
actually found to be the most common type. 


* This possibility is currently being investigated by the 
present auther. 

t Detailed discussion is, however, available elsewhere 
(Lowe, 1969). 


Regarding the number of hallucinations re- 
ported by different diagnostic groups, there is a 
similar lack of information in the literature. The 
omissions are clearly of considerable clinical 
importance, since the present study found that 
the number of hallucinations was the best single 
discriminator of diagnostic sub-groups, especi- 
ally as between the paranoid and schizophrenic 
categories. 

The duration scale in the present study clearly 
differentiated the longer hallucinations of para- 
noids and the shorter hallucinations of manic- 
depressives. This finding may reflect a relation- 
ship between the duration and the modality of 
the hallucination. Paranoid hallucinations were 
predominantly auditory, while manic-depressive 
hallucinations were predominantly visual. There 
may also be a relationship between duration and 
frequency, at least for paranoids, many of whose 
hallucinations were almost incessant during 
their waking hours and would accordingly score 
high on both scales. The overall correlation 
between the two scales was +51. 

The content (verb) scale, referring to the action 
within the hallucination vis-à-vis the Рет” 
provided a wide range of variation. These 
variations were determined also by the modality 
and content (noun) of the hallucination, but 
even so the range was considerable. ,Among 
actions classified as ‘positive’ vis-à-vis the patient 
the range was least extensive; hallucinatory 
events here were described as protective, 
entertaining, exploratory, comforting, or re- 
assuring. ‘Negative’ action included events 
described as threatening, accusing, or reproving, 
instructing (usually obscenely), hurting, freezing, 
bullying, criticizing, pulling down, disparaging, 
intruding, and so on. It is interesting to note 
that many patients were disquieted by the loss 
of their own privacy while hallucinating. (For 
example, voices which described the patient's 
every action and thought were particularly dis- 
turbing.) The range of neutral or ambiguous 
hallucinatory events was the most extensive in its 
variety. Many experiences could not be classi-. 
fied as positive or negative without making infer- 
ences beyond *what the patientactuallysaid', and 
were therefore classified as neutral by defaut. 

The experience shared dimension is an am- 
biguous one, and the various possible meanings 
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have not always been distinguished even by those 
authors (e.g. Ey, 1957; Dretler, 1934) who 
regarded it as a definitive dimension of halluci- 
nations. For example, to ask a patient if he 
believes others share his experience may mean: 
(a) do others share this specific hallucination 
whehever you yourself experience it?; or (b) do 
others have experiences like yours?; or even 
(c) do the people you describe in your experience 
know that you are affected by them? Only the 
first meaning was used in the present study, and 
only real persons outside the hallucinatory 
experience were regarded as ‘others’. The fact 
that in the present study most patients consi- 
dered that only they experienced their hallucina- 
tion is at variance with the findings of some other 
studies. It is likely that findings on this dimension 
will vary with the initial interpretation of the 
dimension itself. 

The effect of the hallucination on the patient's 
overt behaviour was not so easy to score as might be 
supposed, since patients, when asked specifically 
what the hallucination made them do, often 
tended to minimize the effect, yet in other parts 

interview they responded in ways which 
made it clear that the hallucination had had a 
considerable effect on their behaviour. As always 
in the present study, the scoring was determined 
by what, the patient actually said in response to 
the appropriate question, but it is likely that 
patients were more affected in their behaviour 
than the results suggested. This scale might be 
made more useful by extending its gradations 
beyond three-step intervals, and especially 
beyond the lower end, because nearly 9o per 
cent of hallucinations were reported to have a 
negligible effect, or to produce only restricted 
physical activities such as grimacing ог 
posturing. It would probably be advisable also 
to include covert behavioural effects of a non- 
physical kind, because many patients who 
scored in the ‘none or very little’ categories 
nevertheless paid considerable attention to the 
hallucination despite the fact that this did not 
show behaviourally. 

The clearest finding on this dimension which 
differentiated between diagnostic groups, 
namely, that paranoid patients were the ones 
most likely to show extensive physical activity 
because of the hallucination, may be related to 
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the fact that auditory hallucinations were 
commonest in this group, were predominantly 
hostile in their import for the patient, and lasted 
longer; while the visual hallucinations more 
typical of other groups were often pleasant and 
more brief. Of the rarer types of hallucination, 
olfactory and gustatory hallucinations had 
considerably less effect on the patients’ behav- 
iour than did kinaesthetic and tactile ones. 

The fact that patients and observers are likely 
to disagree in their judgement of the behavioural 
effect of hallucinations suggests that Nolan’s 
(1928) behavioural criteria for hallucinations 
are not so simple to apply in practice as one 
might think at first sight. It is possible also that 
the degree of overt behaviour increases with 
such factors as duration, specificity of cause, or 
the patient’s belief that others share the halluci- 
natory experience. 

In organizing the data in this study, one high- 
ly sophisticated mathematical approach was 
considered, namely, to express them in equations 
of conditional probabilities (Feller, 1960) using 
the method described by Warner et al. (1961) in 
their study of congenital heart disease. That the 
logical process involved in medical diagnosis 
could be regarded as a problem in conditional 
probability was originally suggested by Ledley 
and Lusted (1959). This approach was, how- 
ever, rejected in the present study, mainly 
because the diagnostic categories of medicine 
are much more clearly defined than those of 
psychiatry; in particular, the statistical data 
regarding the incidence of clinical signs, symp- 
toms and electrocardiographic findings in 
patients with congenital heart disease are much 
more clearly defined than those regarding 
hallucinatory symptoms in psychotic patients. 
Indeed, the present study was designed largely 
to obtain clearer definitions of hallucinations. 
It was felt, therefore, that to have used Warner’s 
technique would in effect have been ‘to put the 
cart before the horse’. On the other hand, if a 
sufficient number of clinical studies of hallucina- 
tions were to be carried out, in such a way as to 
define hallucinations with sufficient precision 
(e.g. stating which aspects are mutually ex- 
clusive, mutually dependent, or independent of 

& well as clear information 
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tions), then there is no reason why phenomeno- 
logical symptoms should not be expressed 
eventually in terms of conditional diagnostic 
probabilities. 

It is clear from the present study that to use 
hallucinatory symptoms as an aid to diagnosis 
is much more complicated than many previous 
studies have implied. While there is no doubt 
that different criteria or dimensions of hallucina- 
tions will in fact distinguish some diagnostic 
groups from some others, it is equally clear that 
there is no one criterion that will differentiate all 
diagnostic groups with equal rigour. This fact 
alone may explain many of the apparently 
discrepant findings of past research on hallucina- 
tions. 

It has been emphasized that research findings 
on hallucinations tend to be determined largely 
by the initial definition of hallucinations and the 
ways in which they are considered to vary. This 
is true also of the present study. Previous investi- 
gations were criticised for adopting unnecessarily 
limited definitions and for failing to state the 
criteria explicitly. While the present study used 
most of the criteria adopted by previous studies, 
and some others as well, it is not claimed that 
these constitute a comprehensive list. On the 
contrary, it is insisted that, on the evidence 
provided by the present study, there are certain 
to be many other features of hallucinations 
which should be used as additional criteria in 
subsequent investigations. 

The deriving of such criteria empirically from 
clinical facts rather than from theoretical con- 
structs is regarded as essential to any later 
phenomenological research on hallucinations. It 
is also essential to spell out all steps of inference 
from empirical facts, i.e. what the patient said, 
through the scoring method, to the final state- 
ment of results. When this is done, as in the 
present study, it has at least the advantage of 
making criticism and comparison possible. 
More important, it allows us to regard the 
findings as a series of clinical hypotheses which 
may be tested experimentally. The findings of 
the present study are in fact regarded as such a 
series of hypotheses. The first aim of pheno- 
menological research is not to provide final 
answers, but to formulate proper questions. 
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SUMMARY 

This phenomenological study systematically 
compares the characteristics of 202 hallucina- 
tions as reported by 60 mental hospital patients, 
subdivided by diagnosis into manic-depressives, 
organics, paranoids, and schizophrenics. The 
phenomenological characteristics of these Ballu- 
cinations were compared in terms of: (a) clinical 
descriptions of extreme frequencies; (b) multiple 
rank ordering of frequencies to obtain weighted 
discriminatory indicators; (c) discriminant func- 
tion analysis. The findings suggest that pheno- 
menological characteristics of hallucinations 
may be used as discriminatory indicators for 
differential diagnosis among psychotics; that 
some parameters are better than others for 
discriminating diagnostic groups; and that the 
best general discriminators are, in descending 
order, the number of hallucinations, their 
duration, the import of their content for the 
patient, the extent to which the patient believes 
that others share his hallucinatory experience, 
and the extent to which the hallucination affects 


his observable behaviour. 
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APPENDIX. I 
Scoring criteria 
PATIENT VARIABLES 
Age: 
1, Under 40 years 
2. 40 to 60 years 
3. Over 60 years 


M Length of hospitalization : 
1. Less than 9 months (acute) 
2. 9 to 24 months 
3. Over 24 months (chronic) 


N.B. Calculated on basis of total time actually spent in 
hospital to date of being interviewed. 


* 


" TEST VARIABLES 
Mill Hill : 
f.*o to 25th percentile 
2. 96th to 75th percentile 
3. 76th to ggth percentile 


Raven Progressive Matrices: 
1. о to 25th percentile А 
2. 26th to 75th percentile 
3. 76th to 99 percentile 


Rorschach : 
1. 10 responses or less 
2. 11 to 20 responses: 
' g. 21 and over 


HALLUCINATION VARIABLES. (all derived and scored from 
patients own words). Number and type (by modality) 
of hallucinations are not coded, i.e. raw figures 


1. Extent 
Frequency : 
т. Less than once a week 


2. Once a week-—less than every day 
3. Once a day or inore 


Duration: 
т. Less than 5 minutes 
2. 5 to 30 minutes 
3. 30 or more minutes 


2. Location 
1. Inside or on patient's body 
2. Close to patient or within his ordinary sensory 
range in the given modality 
3. Far distance, beyond patient's ordinary sensory 
range in the given modality 


3. Reality 
Current 
1. Vague and/or ‘not real’ 
2. Image, imagination, or dream 
3. ‘Just like’ the real thing (or ‘it is real’) 


Past 
(Recall—as for Current reality) 
4. Sensory intensity í 

1. Barely perceptible; or predominance of ordinary 
perception in the given modality 

2. Roughly equal awareness of hallucination and 
ordinary perception in given modality 

з. Hallucination predominates over or obliterates 
ordinary perception in given modality 


5. Constancy 
:. Hallucination does not change much 
2, Fluctuates between. 2 points on ‘sensory intensity’ 
scale 5 | 
3. Fluctuates between 3 points on ‘sensory intensity’ 
scale 


6. Overt behaviour 


1. No effect, or very little effect, on patient's ob- 
servable behaviour . 


. 
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2. Verbal activity, e.g. talking, shouting. Restricted APPENDIX II 
e Physical activity, e.g. grimacing, compulsions, I. EXTENT 
stercotypes, postures, etc. Frequency Self-evident from scoring criteria 
3. Extensive physical activity, e.g. fighting, move- Duration Self-evident from scoring criteria 
ment from one place to another, etc. 
2. LOCATION 
7. Control Score 1. ‘I keep seeing these pictures inside my head? 
1. Patient has considerable (approximately 75 per Score 2. “These voices shout at me from just outside 
cent) influence over hallucination my window' 
2. Patient has *medium' (approximately 25-75 per Score 3. “The children make reports to me from 
cent) influence over hallucination another planet’ * 
3. Patient has little or no (о-25 per cent) influence 
over hallucination 3. REALITY 
: Current: ‘ 
8. Time Score 1, ‘It’s vague and not real somehow, but I'm 
1, Ordinary time sense during hallucination sure it’s a man’ 
2. Some change in time sense, e.g. faster, slower Score 2. ‘It’s real ina way, like something you dream 
3. Marked change, e.g. time rushing, dragging, or imagine to yourself" 
standing still, no sense of time, etc. Score 3. ‘It is real; it’s just like the real thing’ 
9. Causal Past: 
1, Hallucination caused by vague or unspecified As for ‘Current’ above, but in past tense 
‘something’, e.g. ‘it just happens’ 
2. Some cause specified, but not clearly 4. SENSORY INTENSITY 
3. Cause clearly specified, ‘Objective’ near-illusion Score 1. ‘I can hardly hear it, but it’s there all the 
time, a kind of whisper. It doesn’t stop me 
10. Experience shared hearing other things’ 
1, Patient only (and others, if any, within hallucina- Score 2. “The voices interfere with my ordinary con- 
tion experience itself) versations with people. I can see к 
2. Persons in sensory range of hallucination source the streets all right, but not w she 
3. Persons beyond sensory range of hallucination (hallucinated person) is’ 
* source Score 3. ‘When the voices start, that’s all I can hear. 


"There's nothing else? 
11/12. Content] Affect 


5. CONSTANCY • 
Noun: & $ : , 
1. Person or persons Score 1. ‘It doesn t change much in any way 
2. ‘Person(s)’, ie. non-human, mythological т. Score 2, ‘Sometimes you can hardly hear them, other 
but with human qualities times they’re as loud as us speaking now’ 
3. Tangible object Score 3. ‘It starts as a pinpoint of light, then seems to ° 
4. Intangible objects, e.g. gas, light ray, etc. S swell until it fills the whole room. It's a 
5. Patient's self or part of self 3. beautiful colour, but it dazzles you. You can 
hardly see anything else. Then it shrinks 
Verb: again to a small point, and vanishes’ 
1, Action within hallucination positive vis-à-vis 
patient 6. OVERT BEHAVIOUR 
2. Action within hallucination neutral or ambiguous Score т. ‘It doesn’t make me do anything. I feel 
3. Action within hallucination negative vis-à-vis plenty, but I don't do anything. I try to 
patient ignore them’ 
Score 2. 'I talk back, sometimes shout. I hold myself 
Reaction : this way (demonstrates) and that seems to 
1. Pleasure, comfort, reassurance belp' А 
2. Interest L Score 3. ‘I get very angry and pick a fight. I went up 
3. Neutral or ambiguous to the top of a hill to get away from them, 
4. Loss of identity 2. but it was no use’ Я 
5. Discomfort (e.g. disgust, being aroused) 
6. Pain 7. CONTROL 
7. Fear, anxiety, shock 3. Score 1. ‘Oh, I can stop them altogether somttimes 
8. Sadness, depression when І make my mind up to it. Near * 
9. Anger . always I can quieten them down’ * 
ЫШ 
* . 
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' Score 2. ‘It helps a lot if I use these little bits of paper - 


between my glasses and my forehead, but 
I still feel it 


Score 3. "There's nothing I can do about it. They start 
when they feel like accusing me, and hardly 
ever stop until I go to sleep’ 


* 


8, TIME 


Self-evident from scoring criteria 


9. CAUSAL 


gore т. ‘It just happens. I don't know why. Some- 
thing must cause it, but I've no idea what it 
could be' 


Score 2. ‘I think it must be these electric pylons, 
they're for radar. I don't know how it works 
but it must be them' 


Score 3. ‘Dr. X is shut up between the walls, and he's 
got a button he uses as a key to get out 
whenever he wants to tell me these things. 
I've never actually seen him do it, but he's 
the cause all right’ 
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10. EXPERIENCE SHARED _ 


Score 1. ‘I don't think anyone but me hears sees, 
feels, etc.) it 

Score 2. ‘Anybody who was around at the time would 
hear it? = 

Score 3. ‘Everybody would hear it, wherever they 
were' | 


11/12. CONTENT/AFFECT . 


Noun:  Self-evident from scoring criteria 


Verb: : 

Score 1. ‘They wanted to protect me’ 

Score 2. ‘They were just passing by’ 

Score 3. ‘They always made threats and accused me of 
horrible things’ 


Reaction (affect): 

Score 1. ‘I was; pleased and comforted somehow. 
They were interesting, a sort of entertain- 
ment' : 

Score 2. ‘It didn't make me either up or down. I felt 
less like myself, if you know what I mean’ 

Score 3. ‘I was scared, hurt, angry, sad, disgusted, 
etc." 


Gordon R. Lowe, рь.р., Milieu Director, Psychiatry Dept., Kingston General Hospital ; Assistant Professor 
(Psychology and Psychiatry), Queen's Universiiy, Kingston, Ontario, Canada 


(Received 9 June 1972) 
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Coexistence of the Capgras and de Clérambault Syndromes 
A Case History 


By ANDREW SIMS AND ALFRED WHITE 


Capgras syndrome and de Clérambault’s 
syndrome are ‘uncommon psychiatric disorders’ 
(Enoch, Trethowan and Barker, 1967). The 
literature contains accounts of one or very few 
cases of each. With both conditions, nosologists 
have been in dispute as to whether the syndrome 
is a “description of specific bizarre symptoms 
occurring in the context of another psychosis or 
is a distinct entity. . 

The Capgras syndrome is a rare, colourful 
syndrome in which the patient believes that a 
person, usually closely related to him, has been 
replaced by an exact double (Enoch et al.). It 
was described by Capgras and Reboul-Lachaux 
(1923) as illusion des sosies, the illusion of 
doubles. It occurs without organic psychiatric 
changes, in women more often than men. It is 
a specific delusional misidentification of a 
виши, with whom the patient usually has close 
ето паі ties and towards whom there is often 
a feeling of ambivalence at the time of onset. 

De Clérambault’s syndrome occurs when a 
patient, usually a woman, has a delusional belief 
that a nfan is in love with her. The ‘victim’ is 
generally of much higher social status and often 
considerably older than the patient (Enoch 
et al.). He is entirely unaware of the patient's 
beliefs about him, and has usually done nothing 
to encourage such a notion. Although the 
syndrome was clearly delineated by De Cléram- 
bault in 1942, descriptions of people showing this 
condition may be traced through the history of 
medicine, certainly back to Hippocrates. 

- Most often these two syndromes occur in the 
context of schizophrenia, and the diagnosis may 
be made using the phenomenological method of 
Schneider for ascertaining the presence of first 
rank symptoms in the absence of organic 
pathology. The Capgras syndrome, when it 
«occurs in schizophrenia, is thus a delusional 
percept, whilst the essence of de Clérambault's 
syndgqme is a delusional notion. These condi- 
tions demonstrate abnormalities of the pheno- 
menon of experience of schizophrenic patients 


(experience of primary delusion). The whole 
content of experience of such patients is trans- 
formed in a delusional way (Jaspers). 

In the following account a patient is described 
who in the course of her time in hospital showed 
features of both Capgras syndrome and de 
Clérambault’s syndrome. The diagnosis of 
paranoid schizophrenia was readily apparent. 


Case History 


The patient, а divorced woman aged 32, is 
Jamaican by birth with Negro, Chinese and Caucasian 
inheritance. 

She was brought up by her maternal grandmother, 
as she was illegitimate and her mother was aged 16 at 
the time of her birth, For a short time she lived with 
her part Chinese paternal grandparents. When she 
was 10, her mother came. to England, but she 
remained in the West Indies. There are four younger 
sisters, who were brought up by her father and 
whom she has never known. She was an intelligent 
girl and stayed on at school until the age of 17. She 
then came to England and worked for five years as 
a machinist in a factory. When she left this employ- 
ment, she worked as a nurse for nearly two years and 
subsequently had several short-term jobs. 

At 21, the patient married an Englishman with the 
same surname as her maiden name, and this contri- 
buted to the confusion of names and identities in her 
symptomatology. They had one son, born a year after 
marriage. She said that ‘everything went wrong’ with 
the marriage. Her husband suffered from a chronic 
disc lesion. On occasions he left her and ran up debts 
for her to settle. She separated from him, and 
eventually divorced. him; the decreee became 
absolute whilst she was in hospital. 

According to her mother, our patient had pre- 
viously been a cheerful person. She was able to make 
satisfactory acquaintances, but she had few friends 
and was quite reserved. 

The patient and her mother had been living in 
Birmingham for some years in different houses but 
near each other. In the last 18 months the mother 
had noticed a gradual change from their previous 
very close and friendly relationship. The patient had 
become increasingly odd and. suspicious. The first 
change the mother had noted was that when the 
patient's brother returned from a trip to Canada she 
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tried to stop him distributing the gifts that he had 
brofight home, without giving any good reason for 
her behaviour. About four months before her ad- 
mission she had sent her son away from his previous 
local primary school to a private boarding school; 
again she gave no explanation for this, and in fact she 
had no funds to pay the fees. A couple of weeks 
before her admission the patient had started to visit 
the toilet excessively often and was also washing her 
hands with excessive frequency. She would drink her 
tea off the floor. She stayed in a hotel while visiting 
her son at boarding school and walked around in the 
nude at night, waking all the staff and demanding 
breakfast at 2.00 a.m. She had been over-spending, 
and the bank had contacted her family doctor when 
she had passed a cheque for £300 which she did not 
have, She had attempted to buy an air ticket, again 
with no money. She had also changed her attitude 
towards her mother and refused to recognize her as 
her mother, 

The mother noticed that the patient began treating 
her in a very distant manner. On one occasion the 
mother rang the door bell; the patient did not 
answer for a long time and when her mother shouted 
to her she kept on saying, ‘Who are you?’, appearing 
not to recognize her mother's voice. Later the patient 
said to her mother, ‘Tell me who the hell you are, for 
you're not my mother'. She also said, *Are you 
Mrs. Marjorie D. who lives at 175 Suffolk Street, 
Newtown ?^, which was in fact her mother's name and 
address. From this time onwards the patient pro- 
gressively misidentified her mother and refused to 
believe that she was truly her mother. After her 
recovery she rationalized this by saying that she had 
not been sure whether she was her mother's child or 
someone else's, as she had been born illegitimate; 
however, at the time of the delusion she clearly 
believed her mother to be an impostor. Since her 
separation from her husband and' until the onset of 
her illness the patient had been closer emotionally 
to her mother than ever previously in her life. 

When she was admitted to hospital she would only 
refer to her mother as ‘Mrs. D.’ or ‘the person who 
calls herself my mother’. Her misidentification then 
became more generalized. When her young son 
visited her in hospital, she kept asking him, ‘Am I 
your mother?'. She told her son that she was an 
employee rather than a patient in the hospital. 

Soon after her admission she started writing to and 
contacting by telephone a previous employer whom 
she had worked for ten years ago saying that he 
would help her out financially. This man was many 
years older than the patient. He said that he had not 
seen her since she left his factory and at that time he 
had not known her very well, only as one of his 


employees. Recently, however, she had been ringing 
him frequently and he had not understood her. She 
told the hospital staff that he was her lover, and she 
wrote to him asking for advice and for money. She 
progressively said more about her relationship with 
this man until she was saying and writing that he was 
her husband and the father of her child. е 
During her stay in hospital she expressed the belief 
that two of the patients on the ward were related to 
her, one being her mother-in-law, another her grand- 
mother. Another woman, who was actually single, 
she believed to be a friend of hers with whom she 
had travelled to Jamaica; this friend’s husband, had 
recently died, and she believed that she had been 
appointed executor of his will. Yet another patient, 
whom she believed to be an old friend, she felt had 
changed in appearance because she had bone disease, 
‘that was why she was smaller’, She believed the 
social worker was only posing at his job and was in 
reality a man who used to work with her in the factory. 
During the time that she held these beliefs her 
sensorium was clear and her memory unimpaired. 
Physical examination and laboratory investigation 
were carried out and no abnormality was revealed. 
Initially treatment was with chlorpromazine 100 
mg. t.d.s. and later she was treated with fluphenazine 
decanoate 50 mg. every two weeks. She made a 
satisfactory response to treatment. Initially v oon 
suspicious, evasive, haughty, uncooperative and 
rather taciturn, and kept herself apart from patients 
and staff. Her delusions cleared over a period of a 
few weeks and she explained them, for example, by 
saying, ‘I must have been going round the bend’. 
She considered that she had misidentified her 
previous employer as being her previous husband, 
and therefore thought that he was the father of her 
son. She said, however, that the two men were not 
particularly alike. She said also that before her 
divorce she had been followed, because her ex- 
husband had tried to gain evidence that she was 
committing adultery. She tried to explain how her 
delusions had developed, but this explanation was 
not adequate to account for their occurrence. At the 
time of her discharge from hospital she had a wartn 
relationship with her mother, with whom she was 
reconciled, and a more realistic attitude towards her 
financial state and the education of her son. 


Discussion 


In the case described, the essential features of" 
Capgras’ syndrome and of de Clérambault’s 
syndrome are demonstrated. The patiens tame 
to believe that the person with the same appear- 
ance and the same name as her mother was in 
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fact an impostor. She also believed that her 
previous employer, a man older than herself 
and of higher social station, was her lover and 
indeed her husband. She sustained this belief 
after she had not seen him for ten years. 

These two syndromes occurred within the 
context of a fairly clearly defined acute paranoid 
schizophrenic episode. Schneiderian first rank 
symptoms were demonstrated. Within the group 
of conditions which may be labelled as schizo- 
phrenic when using first-rank symptoms as 
diagmgstic criteria, there are various definable 
subcategories with distinctive phenomenological 
characteristics. Thus Varsamis, Adamson and 
Sigurdson (1972) described a group of schizo- 
phrenics with delusions of poisoning who showed 
other distinguishing characteristics, and Mellor 
(1970) demonstrated the particular association 
of individual first-rank symptoms. It is therefore 
reasonable to make a case for other distinct 
syndromes to be included within the classifica- 
tion of schizophrenia. The patient did not admit 
to auditory hallucinations or to passivity experi- 
ences. Delusional percepts were demonstrated in 
ШЇ text of her Capgras syndrome beliefs and 
also in other delusional misinterpretations she 
made. 

The whole context of her experience became 
changed go that almost everybody and every- 
thing in her environment were delusionally 
misinterpreted. In this case the features of 
Capgras’ and de Clérambault’s syndromes were 
not discrete entities but part of a more gener- 
alized schizophrenic process characterized by 
multiple misidentifications. As well as the 
delusions she experienced, there was a change 
in affect, e.g. an ambivalence of mood generally, 
and especially in her attitude towards her 
mother. She appeared to live in an atmosphere 
of perplexity and grandiosity. Her misidentifica- 
tions appeared to reveal a delusional state of 
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derealization in which people and objects 
perceived failed to convey their previous normal 
meaning and so were misinterpreted. 


SUMMARY 

A case is described in which a diagnosis of 
acute paranoid schizophrenia was made using 
the criteria of Schneiderian first rank symptoms. 
The patient showed the Capgras syndrome with 
delusional misidentification of her mother and 
other people in her environment, and also 
de Clérambault's syndrome with a delusion that 
a previous employer was her lover. It is consi- 
dered that these two syndromes are descriptions 
of a specific type of delusional content and are 
not distinct disease entities, 


Names and addresses used in this account are 


fictitious. 
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Capgras Symptoms with an Organic Basis 


By W. A. G. MacCALLUM 


Since the French psychiatrists Capgras and 
Reboul-Lachaux published their paper first 
describing the ‘illusion of doubles іп 1923, 
otheregases of the syndrome have been published 
giving the impression that it really occurs only 
in affective disorder and in schizophrenia. This 
viewpoint was definitely expressed in the 
excellent review of the Capgras syndrome in 
Some Uncommon Psychiatric Syndromes by Enoch, 
Trethowan and Barker (1967)— Since it occurs 
in a clear sensorium, it is obvious that there is no 
organic basis to the condition, but it is rather a 
functional illness and, as such, is explained on 
a psychodynamic basis.' 

Gluckman (1968) appears to have been the 
first author to draw attention to a case where the 
syfisqme occurred in the presence of apparent 
organic brain disease. Weston and Whitlock 
(1971) described a case of ‘the Capgras syn- 
drome following head injury’, and drew atten- 
tion to thefact that in some aspects the syndrome 
resembles the paranoid reactions associated 
with anosognosia accompanying parietal lobe 
damage. 

The present paper presents three further 
cases in which the Capgras-type symptoms 
have occurred and in which the main factor 
has been organic disease, and reference is 
made to another two cases where it was at 
least contributory. Perhaps also this condition 
is not as rare as is generally stated, but may not 
have been recognized because of undue em- 
phasis having been paid to its associations 
with the functional psychoses. The findings in 
the present cases indicate that an organic 
cause should always be sought, at least as a 
precipitant. 


Case 1 
А 7r-year-old man with a long history of chronic 
+ bronchitis was admitted to Purdysburn Hospital on a 
formal basis, the general practitioner’s recommenda- 
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tion including the following statement: “His memory 
is failing. He appears to have imaginary grudges 
against others, is depressed.’ My notes on the morning 
after admission include the following paragraph: ‘He 
is orientated as far as being in hospital, date, staff, 
etc., are concerned, but his delusional ideas affect his 
views on personal identity. He knows his own identity 
and that I am a doctor. However, he feels that the 
lady with whom he has been living has changed and 
been replaced by an identical woman who is re- 
sponsible for his being sent here as part of a plot of 
some sort. He believes that the nursing staff are 
agents of this impostor. He also believes that his 
brother, who accompanied him here, is not his 
brother but a “wax model" in every way identical 
with his brother in appearance, speech, etc.’ 

He had left his wife over 30 years ago and had 
had no contact with her or his six children since then, 
but had been living with a Mrs. A., for whom he had 
given up his marriage. He had kept friendly with his 
one brother in a large family. There was no family 
history of any psychiatric trouble. Eighteen months 
before his admission Mrs. A. had fractured a leg, and 
when she was discharged from hospital he had had to 
look after her personal hygiene. He had become de- 
presed with having to cook, etc, and was em- 
barrassed because their private life was now open to 
neighbours. 

On physical examination, as well as marked 
finger-clubbing caused by chronic bronchitis and 
emphysema he was found to be suffering from bron- 
chopneumonia, Purulent sputum culture grew 
coliform bacilli and staphyloccus aureus. Appropriate 
antibiotics produced remission of his pneumonia, and 
he then gained complete insight into the absurdity of 
his former ideas. He had been very dependent on a 
pressurized inhalant solution containing adrenaline 
0-5 per cent and atropine methonitrate 0-1 per cent, 
and overdosage may have been a contributory factor 
in his mental symptoms. 


Here then was the psychopathological setting 
of depression and guilt to the extent that at 
one stage the patient was thinking of giving up: 
his relationship with Mrs. A. However, the toxi- 
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city and cerebral anoxia associated with his 
chest illness were necessary for the develop- 
ment of the Capgras symptoms. In this case 
other people as well as the loved object were 
included in the syndrome, but they were really 
‘logical’ extensions of the initial failure of 
proper identification of Mrs. A. The cure of his 
mental state coincided with the resolution of his 
pneumonia, and the symptoms have not re- 
turned in 14 years. 


Case 2 

A 28-year-old spinster, who had been admitted to 
a general medical ward of the Royal Victoria Hospi- 
tal, Belfast, with a history of three weeks’ depression, 
and a day’s vomiting one week previously, followed 
by a right-sided hemiplegia, was seen in the Neuro- 
surgical Unit. 

She had suffered from headaches since childhood, 
and these were always preceded by a feeling of nausea 
and dizziness and followed by a left-sided throbbing 
sensation which on occasions lasted for several days. 

Investigations, which included Hb. and blood 
count, ESR, block analysis, ECG, fasting blood sugar, 
lumbar puncture with CSF examination, brain scan 
and virus studies, all gave negative or normal results. 
EEG was mainly irregular and of alpha type (8-10 
c/s), but there were some slow theta (2—5 c/s) waves 
bilaterally but more prominently on the left side. 
Her articulation and mobility had improved con- 
siderably, but I was asked to see her three weeks 
after her admission because of difficulty in getting her 
to eat or to converse with those responsible for her 
care or to her mother when visiting. She talked quite 
freely to me (allowing for some spasticity still present), 
but I was a total stranger whom nevertheless she 
recognized as a doctor. She had become convinced 
that the nursing staff had been replaced overnight 
(there had been no such changes) and that she was 
going to be poisoned. When her mother had been 
sent for and had come to see her she felt that the staff 
had produced a very good imitation of her mother. 

She also admitted to a certain difficulty in personal 
awareness, wondering if it was all a sort of bad dream. 
She had great difficulty in understanding why she 
should have a hand attached to a ‘lifeless arm’, over 
which she had little control. I tried to explain the 
stroke mechanism to her as best I could, and she 
seemed to accept the explanation, at least partially, 
and started to take some food again. Before her 
discharge this whole syndrome had fairly well cleared 
up; there had been further marked improvement in 
her hemiplegic state and the EEG had reverted to 
normal. . 


CAPGRAS SYMPTOMS WITH AN ORGANIG BASIS 


In view of the past history of migraine, both in the 
patient and in the family, and of her almost complete 
recovery, the diagnosis made was that she had had 
an episode of basilar migraine. 


This undoubtedly organic type of case showed 
an interesting overlap of the Capgras-type 
symptoms with some depersonalization and 
doubts about her hemiplegic arm and hand. 
Interesting also is a perusal of her two former 
admissions to general medical wards, which 
show that she could very easily on those 
occasions have been admitted to a psychfatric 
unit, one time as a depressive and the other as 
a hypomanic. patient. Her iron deficiency 
anaemia was treated on both occasions. 


Case 3 

A 45-year-old steel erector was admitted as a formal 
patient to my wards, He had been a heavy drinker of 
spirits for a number of years, a paternal failing also, 
which was the only evidence of family instability. 
His marriage of twenty years’ duration had been satis- 
factory, and his only previous admission to hospital 
had been a year earlier to another psychiatric unit— 
a six-week stay because of alcoholic hallucjgeeis. 
After this he had again resumed work, his récord at 
which was good. di 

On admission he showed rather a belligerent 
attitude for several days. He expressed the idea that 
a couple of days before admission his wife and 
children had left the house and other persons dressed 
up to resemble them had come into it. He had accord- 
ingly turned these impersonators out of the house. He 
was convinced that his wife's recent return to work 
had all been part of a plan to annoy him. He also 
complained of voices which were trying to make 
a fool of him. 

This alcoholic paranoid state, which included the 
delusion of replacement of his wife and family by 
identical people, cleared suddenly ten days after 
admission, when he had been thoroughly detoxicated 
and given intramuscular injections of vitamins and 
tranquillizers. He admitted to having been drinking 
beer again for two months and more than one bottle 
of whiskey daily for three wecks at least before his 
present admission. 


Here again the organic factor was necessary 
in the production of the masquerade syndrome. 
Only when the patient had become well 
physically did it disappear. There has been no 
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recurrence of the syndrome and no alcohol 
intake in the 15 months since discharge. 

These three cases led to the review of a former 
patient whom the author had treated in 1966 in 
St. Luke’s Hospital, Armagh. 


Case 4° 

This 44-year-old lady was admitted for the fifth 
time because of a recurrence of endogenous de- 
pression. Because ECT and anti-depressant drugs 
had formerly seemed to be only partially successful, 
it was decided to concentrate less on physical methods 
of treAwment and more on the social aspects. Six weeks 
after admission she suddenly became deluded that 
she was about to be hanged, and for two weeks she 
was convinced that both the hospital and the staff 
were exact replicas of what she had known them to be. 
She was correctly orientated in time, but in her 
distraught stage pleaded that we would not torture 
her, we being masqueraders with obviously evil 
intent. The Capgras syndrome, which persisted for 
three weeks, was accompanied for a period by organic 
signs, such as perserveration and spatial disorganiza- 
tion in tests, for example drawing a house, tests of 
laterality, etc. 

Her condition remitted when she was given 
péftwazine. However, after a further two months 
the Capgras syndrome returned: ‘I feel you are not 
Dr. MacCallum. You are someone dressed up as 
Dr. MacCallum.’ On this second occasion her ESR 
was 47 mm. in the first hour, and it was found that 
she had a bhttock abscess; this responded to penicillin. 
A finding of a diabetic glucose tolerance curve led to 
proper treatment. Review of the investigations 
carried out when she first developed the Capgras 
syndrome showed that she was low in folic acid at 
that time (serum level 2-6 mg./ml.). 


This case had two episodes, during a de- 
pressive illness, in which the building, as well 
as people, was included in her Capgras disturb- 
ance. Initially the credit for her improvement 
was given to the pericyazine, but she did not 
respond permanently until her diabetic state 
was controlled, and the abscess treated. 


Case 5 

“The only other case of the syndrome in the author's 
practice has been a 75-year-old spinster, seen on a 
domiciliary visit, who was upset at thc thought of 
re-housiag; she showed a paranoid state without any 


* definite signs of dementia. However, in view of the 


fact that she had been refusing food because she was 
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convinced that the home help had been replaced by 
an identical masquerader, malnutrition was a possi- 
bility. She did, however, accept placement in a 
welfare home, and the symptoms disappeared. 


Discussion 

At a recent Royal College of Psychiatrists’ 
meeting, Enoch (1972) maintained that the 
title ‘Capgras syndrome’ should be reserved for 
the delusional misidentification and replace- 
ment by an identical double in a clear sensorium, 
and this without organic basis, i.e. in a setting of 
functional illness with a psychodynamic inter- 
pretation. 

The fact that the author has personally 
treated five cases presenting with Capgras 
symptoms and that at least three of these had 
definite organic causes, leads one to suspect that 
the symptom complex is not nearly so rare as is 
commonly stated. An attempt should always be 
made to look for organic factors, despite the 
presence of apparently appropriate psycho- 
pathology, such as was present in Case 1 and 
possibly Case 4. It is generally accepted that 
changes in affect as well as in perception can 
be caused by organic factors, and therefore 
there seems no good reason to limit the mood 
changes in the syndrome to a setting of the 
functional psychoses. 

Two recently published cases by Nilsson and 
Perris (1971) and Bland (1971) were explained 
on psychodynamic lines. Тһе first case, however, 
occurred in a setting of depression associated 
with childbirth and therefore raises the possi- 
bility of hormonal changes having an effect. 
Moreover pneumoencephalography indicated ‘a 
slight atrophy of the right temporal lobe’. 

To confine interest to those cases where no 
organic cause can be elicited is to limit the 
syndrome too narrowly, and seems to miss the 
point that both psychodynamic and physical 
causes can produce an overlap of symptoms. By 
widening the concept one can make a useful 
analogy with ‘the schizophrenia-like psychosis of 
epilepsy’ described by Slater and Beard (1963). 
These authors showed that some cases formerly 
considered as schizophrenic are in fact epileptic. 
Case 2 presented here showed a very interesting 
mixture of Capgras symptoms with depersonali- 
zation and anosognosia. * 


Coleman (1933) added a new dimension to 
Ше Capgras syndrome when he described a case 
in which it was not the actual person who was 
said to have changed but the letters written by 
that person. Case 4 showed an extension of the 
delusion of doubles to the hospital building—a 
new departure in the symptom-complex. 


SUMMARY 


Five cases are presented showing a variety of - 


colourings to. the Capgras syndrome. Three, of 


these cases had a definite organic basis, and in. 
the other. two cases physical causes may also : 


have been present to a significant degree. The 
.author believes that a physical lesion should be 
energetically sought in all cases, even where 
there appears tó be a satisfactory psycho- 
pathology, and produces evidence to support 
this viewpoint. 
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Language Structure and Predictability in Overinclusive · 
Patients 


Deviant language behaviour is the primary 

' basis for the clinical inference of thought 
disorder. Bleuler (1950), for example, empha- 

sizes loose associations and disjointed utterances. 

Mayet«Gross, Slater, and Roth (1960) state that 

thought disorder is indicated by such conversa- 

tion characteristics as ‘woolly vagueness’, in- 
. consequential following of side issues, direction 
by alliteration, analogies or clang associations, 
and the use of words out of context. However, 
psychological studies have typically used mea- 
sures of disordered thinking derived from 
performance on categorization tasks. Such 
tasks do not obviously measure the abnormality 
which is definitive for the clinician. The study 
reported here was an attempt to relate measures 
of language effectiveness to overinclusive thought 
disorder. 

The initial problem is the choice of which 
aspect of language is to be measured. From 
the detailed clinical descriptions, such as 
those referred to above, the speech of the 
thought-disordered person may be said to be 
characterized by imprecise and idiosyncratic 
` use of both the words and the structure of 

language. Woods (1938), for example, having 

studied stenographic records of conversations, 
described the language of schizophrenics as 
being often formally correct but as frequently 
including vague, incompletely formulated 
phrases, eccentric usage and condensation, 
metaphorical descriptions with a lack of pre- 
cision, and in some cases a mere stereotyped 
repetition of words. The features which Cameron 
(1938) found in the sentence completions of 
thought-disordered patients were: a lack of 
connectives, a lack of precise terms, the inclu- 
sidn of fragments of unrelated themes, and 
varied generalizations used to describe perform- 
ance but which inadequately corresponded 
, with thé behaviour. 
Since excessively imprecise language has been 
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identified with thought disorder, and since a 
number of studies have characterized schizo- 
phrenic thought disorder as an abnormal 
tendency to use overinclusive concepts (Payne, 
1961), it was hypothesized that patients charac- 
terized by abnormal overinclusion scores would 
produce conversational speech which could be 
differentiated from that of other patients by 
measures of precision. 

Precision in speech was assumed to be, at least 
in part, a function of judicious selection of 
words and of careful elaboration by means of 
qualifying words. Thus it was expected that the 
lessened precision of overinclusive subjects 
would be reflected in their use of a relatively 
low variety of words and in relatively low 
proportions of qualifying words (adverbs and 
adjectives). 

There is some evidence that the structure of 
the language of schizophrenic patients is 
deviant. Fairbanks (1944), Mann (1944), and 
Seth and Beloff (1959) found lower type-token 
ratios (word variety) for samples of schizo- 
phrenic speech compared to those of other 
groups, although Feldstein and Jaffe (1962), 
and Hammer and Salzinger (1964) failed to 
replicate this finding. Parts of speech differences 
reported by Fairbanks (1944) were: lower 
proportionate use of nouns, articles, prepositions 
and adjectives, with greater use of verbs, 
pronouns and interjections, by schizophrenic 
patients than by college students. However, 
neither Mann (1944) nor Lorenz and Cobb 
(1954) were able to confirm the parts of speech 
differences. 

Following Payne and Hewlett’s (1960) sugges- 
tion that schizophrenic patients tend to be 
either overinclusive or psychomotor-retarded, it 
was predicted that slow rate of speech would be 
associated with retardation but would not 
differentiate overinclusive subjects from other 
groups. ‘ 
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METHOD 

Subjects 

"The 73 subjects who provided the data reported 
here were of a group of 100 patients most of whom 
were consecutive new admissions to the Kingston 
Psychiatric Hospital, Kingston, Ontario. The only 
new admissions not included were those: (a) already 
medicated; (b) of age 65 or over; (c) having voca- 
bulary IQ less than 80, or (d) having symptoms 
known to be the result of brain injury or chronic 
alcoholism. New admissions to the Kingston General 
Hospital were also included if they satisfied the 
requirements and if they were intended for treatment 
with phenothiazine medication, since it was in this 
category that patients were most often lost to study 
because of being on medication from the time of 
admission, The group consisted of 40 female and 33 
male patients whose final diagnoses, and means of 
age, IQ, and Occupational Status (Hollingshead 
and Redlich, 1958) measures are summarized in 
Table I. None of the group differences were signifi- 
cant, except that the Depressed group had a mean 
age greater than all except the Schizophrenic 
(Paranoid) group (Duncan's Multiple Range Test, 
S, = 10°40, p < +05). One patient is not included in 
the diagnostic group summary; his diagnosis was 
‘toxic psychosis secondary to ingestion of toxic 
materials’, 


Procedure 

Language samples were obtained by having each 
subject talk about how he happened to come to the 
hospital. The tape recorder was in view of the subject. 
The aim was to obtain at least 500 words of con- 
tinuous free speech, the course of which was directed 
entirely by the subject. For most patients prompting 
was required to elicit a sufficiently long sample. 
Verbal prompts were restricted to requests to 
continue, and were only given when a pause had 
lasted for more than 20 seconds. 
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Pilot work using the Thematic Apperception Test 
cards and the Shneidman Make A Picture Story Test 
(Sbneidman, 1948) resulted in stories much too 
short for useful analysis, and their use was dis- 
continued. 

Overinclusive thought disorder was measured by 
scores obtained on the Payne Object Classification 
Test, the Goldstein Object Sorting Test, amd the 
Benjamin Proverbs Test, the description and admini- 
stration for each of which is given in Payne and 
Friedlander (1962). Psychomotor retardation was ' 
assessed by: (a) three of the Babcock and Levy (1940) 
measures—time to write own name, time to write ‘the 
United States of America', and time to wrije the 
sentence 'I hope to leave here very soon'; (b) the 
Three Squares Test (Eysenck, 1952); and (c) the 
Manual and Finger Dexterity Tests (United States 
Employment Service, 1955). 

The Mill Hill Vocabulary Test (Raven, 1948) was 
always administered first, since it was used to screen 
subjects. The order of administering other tests was 
varied so that order effects were balanced. All testing 
was completed as soon as possible after the patient 
had been admitted to hospital. No specific treatment 
was commenced until the testing was finished. In 
addition, the psychiatrist assigned to the patient 
rated the clinical symptoms on a standard psychiatric | 
rating scale developed by the Departments of Psy- 
chology and Psychiatry of Queen's University. (The 
authors will provide a copy of the Psychiatric 
Symptom Rating Scale upon request. The whole 
procedure was repeated six weeks after the initial 
testing to provide an assessment of treatrgent effects. 


Language analysis 

'The tape-recorded conversation samples ‘were 
transcribed by a typist and then E compared them 
with the transcripts to ensure fidelity. Words were 
defined primarily by the process of transcription: a 
word is a group of letters not containing a space but 


TABLE I 
Group characteristics of patient sample 
Vocabulary Occupational 
IQ status Age 
Group n 
Mean s.d. Mean s.d. Mean s.d. 

Total sample .. 73 92:0 9°50 4'6 I'4 34°5 10:8 
Schiz. (paranoid) 26 92:7 12:87 4'3 14 37:6 8:32 
Schiz. (other) 14 91:6 9:54 5'1 1*9 3151 11:3 
Depressed А 2s 9 90:4 9:61 4*5 1:7 44-3 7:58 
Manic .. es 2 5 90*0 7:18 3:8 0.75 26:6 4°44, 
Neurotic M 8 91-9 8-24 4'4 1:2 28:6 8-43 
Path. personality 10 94-0 6:39 5:5 1:6 32:5 15:7 


Note: Group differences are not significant (p < +05) except that the depressed group had a mean age greater 
than all but the Schizophrenic (paranoid) group (Duncan's Multiple Range test, S; = 10:40). 
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whích is preceded by and followed by a space, and 
which corresponds to a word listed in a dictionary or 
which occurs in constructions such that it can be 
assigned to a substitution class in the manner to be 
described. By this definition colloquialisms and 
neologisms were not excluded, but letter groups such 
as ‘ah’, ‘uh’, and ‘um’ were. 

The index of word variety was the Type-Token 
Ratio, which is the ratio of the number of different 
words (types) in a sample to the total number of 
words (tokens) occurring in that sample. 

Assignments of words to word-classes was done by 
E using the formal procedures developed by the 
linguigt Harris (1951). Briefly, words are assigned to 
the same class if their occurrence is such that they 
can substitute for one another to produce utterances 
acceptable to native speakers of the language. 
Following Harris, the five word-classes were labelled 
N, V, A, D and F, since to a considerable extent they 
correspond to Nouns, Verbs, Adjectives, Adverbs, 
and Function words of the familiar traditional defini- 
tions. In this report the traditional word-class names 
have been used to facilitate reading, but it should be 
noted that the use of substitution procedures yields 
classifications which do not correspond to the tradi- 
tional categorizations. Parts of speech classification 
by traditional definitions was not done, because these 
are inconsistent, confuse functional and semanticcrite- 
ria, and do not permit rigorous, objective application. 

All of the language measures were made on the 
first 500 words of the conversation samples. Chatlos 
(1944) found that, for written material, 500-word 
Type-Token Ratios correlated +925 with those from 
3,000-word segments from which they had been 
taken, suggesting that the 500-word sample size is 
representative of an individual's language behaviour 
in a given situation. The deciding factor, however, 
was the difficulty in getting subjects to produce more 
than 500 words of continuous free speech. As it was, 
25 patients’ samples could not be included because of 
insufficient length. 

Speech Rate, in words per minute, was based on 
the duration, measured by stopwatch to the nearest 
second, from the subject’s first recorded word of the 
sample to the completion of the fifth minute of the 
sample. 

The scores derived from the language samples were: 
500-word Type-Token Ratio; Noun, Verb, Adjective, 
and Adverb Type-Token Ratios; proportion of words 
ip the sample assigned to Noun, Verb, Adjective, 
-Adverb, and Function word classes; and Speech Rate. 

The reliability of the word classification procedure 
was determined by performing second analyses on 
ten conversations at intervals of between two and 
four days. Product-moment correlations between the 
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two sets of counts ranged between -gg and -86; only 
one of the eleven was below -go. 

A comparison was made between Ше standfrd 
interview procedure and another, less restrictive, by 
which each of 16 patients was informed that the 
recording was being made for a study of speech and 
that the speech sample could be on any topic. The 
16 subjects were matched for age, sex, and vocabulary 
IQ with 16 patients whose conversations had been 
obtained using the standard procedure. Gomparisons 
of the means of each of the 12 measures listed above 
revealed no significant differences (t test, p < +05). 
Apparently the conversation characteristics measured 
are not peculiar to the method by which they are 
obtained. 

Five subjects had conversations recorded by both a 
female graduate student and by E, both using the 
same procedure. Two patients were interviewed first 
by E, and the other three he interviewed second. For 
the means of the 12 language measures none of the 
differences between the two sets of interviews were 
significant (t test, p < -05). The sample is small, but 
the result affords some confidence that the language 
data obtained are not peculiar to E. 


RESULTS 

Overinclusion and retardation measures 

The expected strong correlations among the 
three measures of overinclusive thinking did not 
occur. This result has been reported in detail by 
Payne, Hawks, Friedlander and Hart (1972), 
and its implications for the usefulness of the 
concept of overinclusive thought disorder have 
been discussed in a review by Payne (1971). 
The intercorrelations of the measures of psycho- 
motor retardation were similarly weak. Conse- 
quently it was not reasonable to make the 
planned comparisons between patients grouped 
according to their combined scores on either 
the tests of overinclusive thinking or the tests 
of psychomotor retardation. The subsequent 
analysis is primarily a report of correlational 
analysis. 


Language measures 

The language measures were found to be 
relatively independent of the personal charac- 
teristics measured. Word variety, as measured 
by the 500-word Type-Token Ratio, correlated 
with the Vocabulary Raw Score (г = -28) 
but insignificantly with the IQ derived from 
it and with Age; it was also significantly corre- 
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lated with Years of Education (г = +24) and 
with Occupational Status (r == -23). Except for 
Adverb proportion with Occupational Status 
(г == +29), none of the word class proportions 
was found to be related to any of the personal 
measures; nor was Speech Rate so related. 

The intercorrelations of the language mea- 
sures revealed that large Type-Token Ratio 
(word variety) of conversation was associated 
with low proportionate use of Verbs (г = — :38) 
and high proportionate use of Adjectives (r = 
-31). High proportionate use of Adjectives 
tended to occur in conversations having low 
proportions of Verbs (r = —-43) and of 
Nouns (г = —-24). Word variety in speech 
is apparently associated with word knowledge 
(vocabulary raw score and years of education) 
and with descriptiveness (use of adjectives). 


Language as a function of Overinclusion and 
Retardation 

The frequency of reliable correlations be- 
tween the language measures and the measures 
of overinclusive thinking was just that expected 
by chance; there is no support from them for 
the hypothesis that patients characterized by 
abnormal overinclusion scores can be differen- 
tiated by the language measures obtained. 
Neither were there any significant correlations 
between measures of word variety and of 
word class use and measures of psychomotor 
retardation. Speech Rate was found to be 
related to the Babcock-Levy ‘time to write a 
sentence’ (г = — +21) and to the USES Manual 
and Finger Dexterity Test score (г = +34), but 
not reliably to the other measures of retardation. 


Language and Psychtatric Symptom Ratings 

Some support for the hypothesis was found in 
the correlations computed for language measures 
and Psychiatric Symptom Ratings. The symp- 
tom ‘disordered thinking’ was related to high 
Adjective and high Adverb Type-Token Ratios, 
to low Adverb proportion and to high Noun 
proportion (see Table IT). 

These same language measures were found 
also to be related to several other symptoms 
associated with clinical thought disorder as 
listed in Table П. However, the predicted 
correlations between thought disorder symptoms 
and the 500-word Type-Token Ratio or the 
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proportionate use of Adjectives were in- 
significant. 

As expected, Speech Rate was inversely 
correlated with ratings of symptoms associated 
with psychomotor retardation: ‘motor activity’, 
‘speech activity’, ‘speed of thought’, ‘drive’, 
‘elevation—depression of feelings’, and ‘gran- 
diose—depreciative delusions’ (see Table III). 
Some of these symptom ratings were also 
associated with low word variety: the 500-word 
Type-Token Ratio correlated with ‘speech 


activity’ (г = —.35), and ‘drive’ (г = — :35); 
the Noun Type-Token Ratio with ‘speech 
activity’ (г = —:27) and ‘drive’ (г = —-23); 
and the Adverb Type-Token Ratio with 
‘gradiose—depreciative delusions’ (г = — 31). 


Psychiatric group comparisons 

Comparisons between the means of the lan- 
guage measures (Duncan’s Multiple Range 
Test) of the six psychiatric groups revealed that 
the two Schizophrenic groups are not differen- 
tiated from the other groups (see Table IV). 
The Manic group, however, had a mean 500- 
word Type-Token Ratio significantly greater 
than any of the other groups except for the 
Neurotic, which difference fell just short of 
that needed to meet the -05 criterion. 


ТАВІЕ П Д 


Correlations between language measures and psychiatric 
symptom ratings associated и ith thought disorder _ 


(n — 73) 
Correla- 
Language Symptom tion 
measure (р < 05) 
Adjective ТТЕ ‘disordered thinking’ "27 
Adverb TTR ‘disordered thinking’ "19 
‘visual misperceptions’ "26 
Noun % ‘disordered thinking’ 4. 
‘appropriateness of 
feeling’ *29 
"Persecutory delusions’ "22 
Adverb % ‘disordered thinking’ —+26 
‘appropriateness of 
feeling’ 19 * 


‘persecutory delusions’  — 
‘visual misperceptions’ — -20 
"e 


‘ideas of reference’ 223 
‘hypochondriacal 
delusions’ —:94 
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ч Taste Ш 
Correlations between speech rate (words per minute) and 
psychiatric symptom ratings associated with psychomotor 


retardation 
(n = 73) 
Correlation 
Symptom (р < 95) 
‘metor activity’ —*51 
‘speech activity’ — +50 
‘speed of thought’ —:43 
‘drive’ — +38 
'elevation—depression of feelings’ . —-28 
*grandiose—depreciative delusione ^ — 24 


Note:, The inverse correlations indicate that low 
Speech” Rate was associated with rated low motor 
and speech activity, slow speed of thought, low 
drive, depression of feelings, and depreciative 
delusions. 


Language change wiih treatment 

Treatments were assigned to patients accord- 
ing to the normal hospital procedures, except in 
the case of a small group. Ten patients, selected 
because phenothiazine medication was consi- 
dered appropriate for them, were included in 
a study of the effects of Proketazine (Payne, 
Friedlander, Laverty and Haden, 1963); six 
were given the active medication and four the 
placebo. Of the 50 patients whose retest data 
were complete, 28 had been treated with pheno- 
thiazines (including the Proketazine six men- 
tioned abgve), 7 with anti-depressant medica- 
tion, 9 had been given no medication, and 4 
had been assigned placebos as noted above. 

It had been expected that the predicted 
language characteristics of thought-disordered 
subjects would become less deviant as an 
effect of phenothiazine medication. However, 
the only significant treatment effects were 
unpredicted (see Table V). The antidepressant 
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group changed in word class use, and the 
phenothiazine group changed in Speech Rate. 


Prognostic value of language measures 

Had the language measures differentiated a 
group of thought-disordered patients, it had 
been expected that they would be shown to be 
predictive of remission of thought-disorder 
symptoms following the six-week treatment 
period. However, with the exception of Speech 
Rate, measures derived from the language 
samples were not related in any systematic 
manner to changes in symptom ratings. High 
initial Speech Rate was associated with im- 
provement in ratings of the retardation symp- 
toms ‘drive’ (г = +34), ‘speech activity’ (г = 
:33), and ‘depreciative delusions’ (г = :27). 


Discussion 

The weight of the evidence is against the 
hypothesized relationship between overinclusive 
thinking and deviance in language structure. 
Indeed, language structure as measured in this 
study appears to be a stable personal charac- 
teristic independent of psychological abnor- 
mality and psychiatric treatment. 

Such predictions as were confirmed indicated 
that patients who were rated clinically as 
suffering from ‘disordered thinking’ tended to 
have some of the language deviations expected 
of overinclusive subjects (higher Noun and 
lower Adverb proportions, greater variety of 
Adjectives and Adverbs). Without the corro- 
borative correlations with the 500-word Type- 
Token Ratio and the Adjective proportion it 
cannot be suggested that the clinician was 
detecting ‘imprecision’ of language as defined 
for the study. However, it appears that the 


Taste IV 
Means of 500-word type-token ratios for subjects grouped by psychiatric diagnosis 


Group n Mean 

TIR 

Manic .. is is е 5 +366 

« Neurotic . ne 8 -333 
Schiz. (paranoid) 26 "332 
Path. personality 10 “321 
Schiz. (other) - sa “Tä +320 
Deptessed 23 ; "d 9 “319 


* Duncan’s Multiple Rang test, в. = 


Least 
s.d. Significant Difference significant 
comparison* range 
*0353 M v S.(P.) *084. *0310 
*0303 M у. Р.Р. +045 -0361 
`0326 M v 5.(0.) 046 *0350 
*0187 v D. *047 -0381 
"озо (MvN.) Co33) C 0345) 
-0262 


0:03027, p < '05. 


* 
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TABLE V 
Significant (p < +05) changes in language measures of treatment groups 
Initial Retest t 
Treatment n Measurc 
Mean s.d. Mean s.d. 
Anti-depressant. . 7; Veb% 18:7 1°37 20°0 1:78 3:82 
Adverb % 2:1 0:77 3°21 1:16 4415 
Function word % 41:2 2:26 38:5 2-78 2:51 
Phenothiazine . 36 Speech rate 108:3 45°24 128-9 ‚ 41748 2:85 
No treatment .. 9 Speech rate 190°3 30:32 124°7 35:31 0:42 
Placebo .. as 4 Speech rate 94'3 31-08 88-3 7:65 0:32 





clinicians were rating behaviour associated with 
small variations in the language structure, 
possibly too small to be of practical value. 

Speech Rate had been expected to be simply 
another measure of psychomotor retardation, 
but the findings suggest it may prove to have 
considerable value. It correlated well with 
measures of psychomotor speed and with 
psychiatric ratings of retardation symptoms. 
Although the differences between psychiatric 
ratings were not statistically reliable, the com- 
bined treatments group was found to have a 
significantly increased Speech Rate, a result 
significant among the treatment subgroups only 
for those having phenothiazine medication. 
High initial Speech Rate was found to be 
predictive of improvement on retardation 
symptoms. Rate of speaking thus appears to 
have potential value in clinical assessment; it is 
particularly attractive for clinical work, since 
Speech Rate is usually measurable even when 
other measures are not possible. 

Since the evidence weighed against the 
hypothesis that language structure differences 
characterize thought-disordered patients, it was 
decided to examine the logically prior question: 
do thought-disordered patients produce speech 
which is less communicative than that of other 
subjects? 


An ADDITIONAL INVESTIGATION 
Taylor (1953) developed a procedure known 
аз the ‘cloze’ technique for the measurement of 
readability. Originally a tool for journalism, 
the wide usefulness of the cloze technique as 
a measure of communicability was quickly 
appreciated and applied (Taylor, 1956). The 


procedure involves the systematic deletion of 
words from a language sample followed by the 
guessing of the deleted words by a group of * 
judges. The correspondence between the deleted 
and the guessed words affords the measure of the 
communicability of the passage. 

Salzinger, Portnoy, and Feldman (1964, 
1966) reported cloze comparisons of speech 
samples from 13 matched pairs of schizophrenic 
and non-psychiatric patients. Twelve of the 
schizophrenic patients had lower commu- * 
nicability scores than their control subjects. In 
addition, most of the schizophrenic samples 
were found to decrease in comprehensibility 
from the first 100-word segment to the second 
while the normal subjects tended to increase. 

It was decided to use the cloze procedure to 
study language samples obtained in the present 
investigation in order to test the hypothesis that 
the language samples of patients having high * 
overinclusion scores would be less compre- 
hensible than those of matched non-overinclusive 
patients. 

Метнор 
Subjects 

Of the 73 acute psychiatric patients of the initial 
study, 12 were found to have at least two abnormal 
scores (using data given in Payne and Friedlander, 
1964) on the three tests of overinclusive thought 
disorder. These ‘overinclusive’ patients were matched 
in pairs for sex, age, vocabulary IQ, occupational 
status and years of education with other patients in 
the sample, all of whom had overinclusion scores 
within the range of normals reported by Payne and 
Friedlander (1962). Matching data and overinclusion 
test scores are shown in Table VI. Two matching 
subjects were used twice because other reasonable + 
matches were not available in the sample. Psychi- 
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atric diagnosis was not considered in the selection, 
but it and the rating on ‘disordered thinking’ for 
each patient are included in the table. 


Procedure 

The initial 500 words of free conversation recorded 
from» each of the subjects were prepared for cloze 
study by the preparation of new typescripts having a 
blank in place of every fifth word and by having all 
punctuation marks and all identifying words re- 
moved. Where a fifth word was a ‘proper noun’ or a 
numeral the following word was deleted and the 
whole passage continued, so that each sample 
contained тоо blanks with four words preceding and 
four words following each blank. 

The passages so prepared were mimeographed and 
presented in pairs as indicated in Table VI. The order 
of presentation was reversed for one half of the judges. 
The mimeographed pairs of mutilated speech samples 
were distributed to groups of university students with 
the instruction to guess the words which had been 
used in the blank spaces; the students were also 
informed that the samples were of continuous speech 
by mental hospital patients. In this way each pair of 
language samples was completed by 20 students. 
The communicability measure for a language sample 
was the mean number of guessed words which corre- 
sponded exactly with the word which had been 
originally recorded. Scores were only used if the 
judge had completed both samples of a pair, so that 
mean differences in correctness scores were not 
influenced by differences between students in their 
ability to guess missing words. 


Ккзллз 

For each matched pair average correctness 
scores were compared (A test, McGuigan, 1960). 
The overinclusive subjects had significantly 
(р < -oo1) lower scores in ten of the twelve 
pairs (see Fig. 1). Of the other two comparisons 
one was in the opposite direction (p < -05) 
and the second was an insignificant difference. 

Correctness scores for the first 100 words 
(ten blanks) were compared with those for the 
fifth 100 words of each sample. For the over- 
inclusive subjects, nine of the twelve passages 
showed significant decreases in predictability 


(A test, р < -05), while only two of the non- 


overinclusive passages revealed significant de- 
clines (see Fig. 2). 

The Type-Token Ratios of the overinclusive 
subjects were compared with those of the 
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Fic. 1.—Communicability (mean correctness scores) of 
conversations from matched Overinclusive and Non- 
overinclusive pairs of psychiatric patients. Differences are 
significant except for pairs K and L (A test, р < oot). 
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Fic. 2.—Change in Communicability (mean correctness 

scores) between first and fifth roo-word segments of 

conversations from Overinclusive and Non-overinclusive 

patients matched in pairs. Overinclusive S decreases were 

significant except in pairs A, G, and K; the only Non- 

overinclusive S decreases were in pairs B and J (p < -o5, 
A test). 


matched non-overinclusive subjects (see Table 
VI). The group means were almost identical. 


Disausston 

The cloze procedure results clearly support 
the hypothesized relation between overinclusive 
thought disorder and deficient communicability. 
There was also corroboration of Salzinger, 
Portnoy and Feldman’s (1964) finding of 
decreasing communicability during the course 
of conversation, 2 phenomenon evidently more 
associated with overinclusive thought disorder 
than with diagnosis of schizophrenia. Deviant 
language, long the basis of clinical assessment 
of thought disorder, is thus shown to be related 
to psychological measures of disordered think- 
ing. The results presented in the initial investiga- 
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ТАВІЕ VI 
Overinclusion scores, matching data, psychiatric diagnosis, and 500-word type-token ratios of 
Ы subjects in communicability study 
Overinclusion scores Matching data 
Pair Goldstein Occupa- Diagnosis ТТЕ 
Payne ‘handing Proverbs Age Education IQ tional 
‘non-A’ over’ ‘words’ status 2 

А О* 9 11:3 30'1 29 7 80 7 Sc(P) *290 
Non-O* о 7'5 18-5 28 7 86 7 M-D(D) "812 
B О 10 14-0 29:9 31 8 89 6 Sc(Chr) *303 
Non-O о 4-0 8-3 29 7 86 5 Sc(P) +332 
С О 13 15'5 25:9 18 1g 118 2 Se 5314 
Non-O 1 5:8 32:3 19 Ig 109 3 D '325 
D о 8 18-3 122°8 20 14 99 3 Hy "347 
Non-O 2 4°0 35:7 20 14 100 3 PathPers "350 
Е О 9 3:8 49'1 30 16 86 3 M-D(M) :325 
Non-O 8 6-0 17°4 47 16 86 4 Sc(P) *298 
F О 10 6-3 7:8 26 9 94 5 PathPers *942 
Non-O I 4:8 14°5 25 9 84 5 N(Mixed) "342 
G О 9 34-0 6-7 41 12 89 4 Sc(Cat) -386 
Non-O 5 3:0 217:8 44 12 84 3 ParPers * 334. 
H О 8 6-8 6-7 29 8 84 6 Sc(Cat) :287 
Non-O 3 5:0 14:2 29 8 98 7 ScPers +316 
I О 8 11:8 13:7 27 II 82 3 M-D(M) “351 
Non-O о 5:0 20-0 30 її 87 4 M-D(M) +378 
J (0) 4 25:0 121:9 32 II 87 5 Sc(Cat) e 321 
Non-O о 5:0 20-0 3o II 87 4 M-D(M) +978 
K о 14 5°5 43°5 41 10 89 4 ParPers КЕН 
Non-O ї 7:0 20°3 37 10 84 6 N(D) * 202 
L о її 4°0 94-6 46 10 98 6 Sc(P) *920 
Non-O 1 то 20:3 37 10 84 6 мр) +282 


Note: In pairs J and L the Non-O control is the same subject as used for the previous pair. 
* O = Overinclusive subject, Non-O = Non-Overinclusive subject. 


tion suggest that the nature of the language 
deviance is not to be found in such measures of 
language structure. In addition, the failure to 
replicate convincing intercorrelations among 
overinclusion tests undermines the value of 
overinclusion theory for explaining the language 
dysfunction. 

Current thinking about generative grammars 
(Chomsky, 1968) and the psycholinguistic 
research related to it (e.g. Miller, 1967) is 
consistent with the notion that language is 


produced by a hierarchical set of imbedded 
feedback control mechanisms, such as described 
by Miller, Galanter, and Pribram (1960) as a 
model for sequential behaviour. The occurrence 
of a weakening of the “Test? phase of such feed- 
back control loops at a higher level of the 
hierarchy (e.g. testing for congruence with* 

initial object of the utterance) is a condition for ` 
impoverished predictability in language and in 
categorization tasks. Unfortunately ther@ ‘are 
no direct measures of the action of the hypo- 


rt 
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thesized 'Test phase of the control loop which 
would permit the assessment of this speculation. 

Another approach is suggested by the non- 
overinclusive control subject who was the match 
in both cases of failure to obtain the predicted 
difference in communicability of the 500-word 
sample (in one of these cases the predicted 
difference was found for the fifth roo-word 
segment). He was an extremely tense, worried 
person, who apparently fitted the characteristics 
of'a person at the developing phase of Mednick's 
(1958) supposed effects of prolonged over- 
aroufal Overarousal may produce its effect on 
performance through reducing the extent of 
control by initial conversational aim or task 
instructions, the initial stimulus conditions in 
Salzinger’s account (Salzinger, Portnoy, and 
Feldman, 1964). Alternatively, high arousal 
level may produce a high level of distractions 
analogous to those experimentally produced 
by Hassol, Magaret and Cameron, (1952), 
which they found were conditions for ‘scattered’ 
speech such as had been reported for thought- 
disordered schizophrenic subjects (Cameron, 
1938, 1939). 

The finding (details of which have been 
omitted in this report) that the overinclusion 
test scores tended to have inverse correlations 
with retardation symptom ratings, particularly 
‘speech dctivity’, were taken to suggest a dimen- 
sion of ‘responsiveness’ (Hart, 1965). The notion 
is Similar to those discussed above, but implies 
that the extreme opposite to ‘overresponsiveness’ 
is ‘underresponsiveness’ with characteristics of 
psychomotor retardation and possibly ‘under- 
arousability'. Hawks and Marshall (1971) deve- 
loped a similar hypothesis which they confirmed 
with a demonstration that overinclusive subjects 
obtain reduced overinclusion scores when their 
rate of responding is decreased and that psycho- 
motor retarded subjects obtain increased over- 
inclusion scores when their response rate is 
increased. 

Thus, although satisfactory defining measures 
have so far proved elusive, there is a con- 


.vergence in the speculations accompanying 


studies of thought disorder. The results of the 
present study raise the hope that measures of 
language predictability will provide clues to 
more fruitful research on thought disorder. 
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SUMMARY 

At their admission to hospital, 73 aeute 
psychiatric patients were tested for Over- 
inclusive Thought Disorder and Psychomotor 
Retardation, had 500-word continuous lan- 
guage samples recorded, and had their psychi- 
atric symptoms rated, the whole procedure 
being repeated after six weeks of treatment. 
Unexpectedly, the overinclusion and retarda- 
tion scores failed to intercorrelate as had been 
the case in previous studies. The hypothesized 
relationship between overinclusion and preci- 
sion in language was not confirmed, although 
there was some evidence for an association 
between language deviance and ratings of 
‘disordered thinking’. The weight of the evidence 
favoured stability of language structure irre- 
spective of psychological abnormalities and 
psychiatric treatment. 

Speech Rate was found to be correlated with 
measures and ratings of retardation, to be 
increased following treatment by phenothiazine 
medication, and to be predictive of remission of 
retardation symptoms. 

The language sample of 12 patients who had 
at least two abnormal overinclusion scores were, 
compared with matched non-overinclusive pa- 
tients, using the ‘cloze’ technique to measure 
communicability. The results clearly support 
the hypothesized relationship between deficient 
language predictability and  overinclusive 
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Parent-Child Concordance with Respect to Sex and 
Diagnosis in Schizophrenia and Manic-Depressive Psychosis 


By ANNE POWELL, NANCY THOMSON, D. J. HALL and LINDA WILSON 


INTRODUCTION 

In the search for an explanation of the 
aetiology of psychiatric illness, the study of the 
family as a unit for psychiatric research is 
becoming increasingly necessary. That family 
members resemble one another in many respects 
seems an intuitively correct idea. Children 
resemble their parents in both physical attri- 
butes and temperament; the former is mainly 
attributed to heredity and the latter to an 
interaction of heredity and social learning. 
Previous psychiatric studies of the family have 
indicated two areas for further investigation: 
firstly, sex concordance, and secondly diagnostic 
concordance among psychiatrically ill first 
degree relatives, The literature relating to these 
areas is abundant, and the main conclusions 
are summarized below. 


Familial, sex concordance 
In 1910 Mott published a statistical survey of 
pairs of relatives admitted into psychiatric care 
in London, in which he noted a preponderance 
of female over male pairs. These findings have 
been supported by Slater (1953) and more 
recently by Rosenthal (1962). In monozygotic 
twins Slater also noted a higher diagnostic 
concordance among female twins. Winokur and 
Tanna (1969) studied persons with a history of 
affective psychosis in two generations. They 
found a higher incidence of affective disorders 
in the daughters of depressed females than in 
the sons of depressed females; no such difference 
was evident between the sons and daughers of 
depressed males. A variety of explanations for 
«these phenomena have been suggested, for 


* instance sampling bias, hereditary determinism 


and environmental influences. 


* о 
Familial diagnostic concordance 
There are a large number of instances of 
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resemblance of concordance between relatives 
regarding diagnosis. Much research has been 
done on schizophrenia and to a lesser extent on 
manic-depression. A primary source of explana- 
tion for the origin of the resultant diagnostic 
concordance has been genetic. Considerable 
support has been found for the concept that 
both schizophrenia and manic-depressive psy- 
chosis are transmitted genetically. From the 
initial studies of schizophrenia by Schulz (1940) 
and Kallman (1946, 1953) to the more recent 
work of Slater (1968), Gottesman and Shields 
(1966), and Kringlen (1968), the uniformly 
high incidence within twin pairs and between 
relatives is strong evidence for an inherited 
component in schizophrenia. However, the 
data necessary to determine the exact mode of 
transmission have to date been inconclusive. 
Recent research by Slater (1968) confirmed 
B6dk’s findings of 1953 and Schulz's of 1940 and 
indicated that it is certainly not fruitless to con- 
tinueto explore the possibility of monogenic trans- 
mission in schizophrenia. Assuming such trans- 
mission, the possibility that the gene is a 
dominant one seems at present more likely than 
that it is recessive. 

The results of several studies of manic- 
depression illustrate the variability of morbidity 
risk estimates made by different researchers. 
Stern (1960) averaged the concordance rates 
found in a number of studies, the principal ones 
being Rosanoff et al. (1935), Kallmann (1953), 
and Slater (1953). The results suggested that 
even the lowest estimates of concordance among 
relatives were higher than the expectation calcu- 
lated on a basis of no concordance. In addition, 
the fact that the ranges of rates that have been 
reported for dizygotic twins and siblings overlap, 
and are less than the rate for monozygotic twins 
(77 per cent), is further evidence for the central 
role of heredity. . 


. 
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The evaluation of the genetics of manic- 
depression is easier than that for schizophrenia, 
principally because the consensus of the re- 
searchers working in this field is so high. They 
favour transmission by a single autosomal 
dominant gene. However, when considering the 
present consensus on the mode of transmission 
in manic-depression it must be remembered 
that the research with respect to manic- 
depression, and indeed the affective psychoses 
in general, has not been as thorough or as 
sophisticated as research on schizophrenia. 
More intensive research may suggest a more 
complicated view of inheritance in manic- 
depression. Already the trend seems to be to 
consider manic-depression as consisting of two 
subtypes, with a separate mode of inheritance 
for each. Winokur and Tanna (1969) separated 
manic-depression into a bipolar and a unipolar 
form, and further suggested that whilst the 
bipolar form is probably transmitted by one or 
two dominant genes, having higher heritability 
overall than the unipolar form, the latter may 
well be a polygenic phenomenon. 


The specificity of the genotypes for schizophrenia and 
manic-depression 

For many years psychiatrists have been aware 
that in families where at least one parent has 
suffered from manic-depression, the incidence 
of schizophrenia in the offspring is high. 
Rosenthal (1970) summarized the data from 
several studies. He found that whilst one study 
estimated the risk for schizophrenia to be not 
very different from that for the general popula- 
tion, at least four other studies suggested risks 
more than 2 to 3 times higher than the popula- 
tion risk. Schulz (1940) and Esàsser (1952) 
investigated the offspring of manic-depressive 
parents; the morbidity risk for schizophrenia 
was calculated to be 2-7 per cent, rising to 
12 per cent when both parents were manic- 
depressive. Cammer (1969) found that of 553 
children born to parents one of whom was 
manic-depressive 148, or 26:9 per cent, were 
diagnosed as schizophrenic. Of the parent pairs 
studied 51 per cent had at least one schizo- 
phrenic offspring. In addition, it has been 
noted by Schulz (1940) and Elsásser (1952) that 
whilst manic-depressive parents sometimes pro- 


duce schizophrenic offspring schizophrenic 
parents rarely produce manic-depressive off- 
spring. Further, no instance of schizophrenia 
in one twin and manic-depression in the 
monozygotic co-twin has been reported. 

The aim of the present study was to investi- 
gate the sex and diagnostic concordance anfong 
relatives by looking at the occurrence of mental 
abnormality in parent-child pairs. 


Метнор 


Cases were selected from the family recprd 
linkage files of the Psychiatric Case Register for 
the North-East of Scotland. This register covers 
all patients living or treated in the North-East 
Region of Scotland, and includes all forms of 
psychiatric care (in-patient, out-patient, emer- 
gency, etc.). The Register has been in operation 
since 1963 (Baldwin et aL, 1965; Hall et al., 
1973). For this study, records covering the 
period 1963-1970 were searched, and record 
linkage techniques were used to establish the 
family pairs (Robertson, Baldwin and Hall, 
1971; Robertson, Hall and Wilson, 1979). 
Selection of the parent-child pairs for inclusion 
in the sample was made on the basis of the 
diagnosis given at the patients’ last contact 
with the psychiatric service; one or other 
member of the pair having been diagnosed as 
either schizophrenic or manic-depressive, as 
shown in Table I. 

A total of 180 families resulted. In order to 
simplify the analysis, 25 pairs which contained 
either more than one affected parent or more 


TABLE I 
Diagnostic combinations included, with number of pairs 











Parent 
Manic * 
Schizo- de- Other 
phrenia pression 
Child: 
Schizophrenia . 9 15 23 
Manic-depression o 10 13 
Other . zs .. 20 65 н 








* Not included because of the design of the study. 
The labels ‘child’ and ‘children’ are used to desertbe 
a relationship and do not imply anything about the 
ages of the individuals involved. 
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than one affected child were omitted, leaving 
155 pairs. 


ResuLTS 


The 155 affected children comprised 29 per 
cent of the total number (539) of children born 
to the parents of the sample. Table II shows 
the sex-relationship combination of the sample. 
It was found that the ill mothers were producing 
26 per cent more ill daughters than ill sons 
(x? = 7:83; df = 1; p < -or). There was no 
corsesponding sex concordance for the fathers. 

The data were then examined to see if the 
sex concordance occurred equally within each 
maternal and paternal diagnostic category. 
Considering the diagnosis of the parent, it was 
found (Table III) that the manic-depressive 
mothers had twice as many daughters referred 
as sons referred (p < ох). Neither those 
mothers with a diagnosis of schizophrenia nor 
those with a diagnosis in the ‘other’ category 
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showed any significant difference in the pro- 
portion of daughters to sons referred. Again 
there were no significant differences among the 
fathers. 

Manic-depressive parents had both manic- 
depressive and schizophrenic children. Table ТУ 
shows that they had more schizophrenic than 
manic-depressive children, in the ratio of 3 : 2. 
In contrast, although the schizophrenic parents 
had schizophrenic children they had no manic- 
depressive children (Table V). Fifty-two children 
produced by manic-depressive mothers had a 
diagnosis other than schizophrenia or manic- 
depression; 36 of these were female, of whom 
20, or 55:6 per cent, had a diagnosis of neurotic 
depression. 

In summary: (1) female parent-child pairs 


Tasrs IV 
Diagnosis of offspring referred who had manic depressive 
parents 





Manic depressive parents 
ТАВІЕ П 
Numbers of sons and daughters referred by parent referred Mothers Fathers Total 
Mothers Fathers Total Schizophrenic .. 9 6 15 
Manic-depressive 8 2 10 
Sons: Other .. seh 52 13 65 
Referred T 40 23% 30 29% 70 
Not referred .. 184 7796 74 71% 
е TABLE У 
Total .. 174 104. Diagnosis of offspring referred who had'schizophrenic 
7 parents 
Daughters: 
Referred Р 68 37% 17 19% 85 Schizophrenic parents 
Not referred .. 115 63% 61 81% 
Mothers Fathers Total 
Total .. 183 78 
Schizophrenic .. 6 3 9 
x? = 7:83 x? = 0°57 Manic-depressive o o o 
dfi=1 ай =1 Other .. "T 13 7 20 
p< о: NS. 
ТАВІЕ III 
Numbers of sons and daughters referred by diagnosis of parent 
Mothers Fathers 
Schizo- Manic- Schizo- Manic- 
phrenic depressive- Other phrenic depressive Other 
Sons referred “> 8 23 9 7 12 тї 
Daughters referred... II 46 II 3 9 5 


x = 587p < со: . 
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'ТАвгЕ VI 
Diagnosis of offspring referred who had manic depressive 
parents by sex 











Manic depressive parents 
Mothers Fathers Total 

Sons: 

Schizophrenic .. 2 3 5 

Manic-depressive 5 2 7 

Other sx 16 7 23 
Daughters: 

Schizophrenic . 7 10 

Manic-depressive 3 о 3 

Other ; 36 42 





out-numbered male parent-child pairs by a 
factor of 70 per cent. This difference was traced 
to the manic-depressive mothers in the sample, 
who produced ill female to ill male children in 
the ratio of 2:1. 

(2) Manic-depressive parents were found to 
have both schizophrenic and manic-depressive 
children in the ratio of 3:2. Conversely, 
although schizophrenic parents had schizo- 
phrenic children, no instance was found of 
a schizophrenic parent producing a manic- 
depressive child. 


DISCUSSION 

The role of genetic transmission in schizo- 
phrenia and manic-depression is hard to deny 
in view of the uniformly high concordance rates 
found previously. Àn attempt was thus made to 
interpret the present results genetically. Con- 
cerning the sex concordance in parent-child 
pairs, the first possibility is sex-linked trans- 
mission. If the sex-linked gene were recessive, 
an excess of affected sons would be expected, as 
with haemophilia and other common sex-linked 
recessive traits. On the contrary, affected 
females outnumber males by a factor of two. 
Hence the possibility of dominant sex-linked 
inheritance may be considered. The charac- 
teristics of sex-linked dominant traits are listed 
by McKusick (1969). Although affected females 
outnumber affected males by a factor of two, 
as expected, the hypothesis of sex-linked traits 
has to be rejected on the basis that father to son 


transmission is not completely absent. The 
presence of father to son transmission is a serious 
blow to a theory based on sex linkage. It has 
been suggested by Winokur and Tanna (1969) 
that there are two types of affective disorder, 
a bipolar and a unipolar type, and their data 
strongly suggested that it is only the bipolar 
type that is sex-linked. The numbers available 
in this study make a diagnostic division of this 
type unprofitable; nevertheless this would be an 
extremely valuable comparison. 

An alternative to sex-linked inheritance is 
that of sex-limited inheritance. This ers 
from sex-linked inheritance in that the gene 
responsible is not located on the sex chromo- 
some. Transmission is hence autosomal, but the 
expression of an autosomal gene may be influ- 
enced by sex. For example, baldness is a sex- 
limited autosomal trait rarely manifested in 
females, and then only in conjunction with a 
masculinizing tumour of the ovary; it appears 
that there is something related to femaleness, 
possibly hormonal, which protects females 
against the full expression of this trait. It may 
be that a similar kind of mechanism operates 
to protect males against the expression of 
affective disorders. A concept which has 
achieved some measure of support suggests 
that the high incidence of neurotic traits in 
females may be the result of an inherited bio- 
chemical predisposition, the behavioural ex- 
pression of which requires special physiological 
or genetic circumstances. The female hormone 
output, especially those hormones associated 
with the menstrual cycle, contributes to cyclical 
disorders and may expose the female to height- 
ened risk in the form of greater reactivity to 
stress. 

Concerning the diagnostic concordance in 
parent-child pairs, the main problem is ta 
account for the absence of manic-depression 
in the children of schizophrenic parents and 
the elevated incidence of schizophrenia in the 
children of manic-depressive parents. 

Several factors suggest that the present data, 
may over-estimate the ratio of schizophrenic to . 
manic-depressive children born to manic- 
depressive parents. Firstly, of the siblings having 
no psychiatric referral to date a proportion may 
not have completed the risk period for manic- 
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depression, which ends at about 60 years of 
age, whereas the risk period for schizophrenia, 
which is on average shorter, is likely to have 
been completed by a greater number. Secondly, 
of the daughters born to manic-depressive 
mothers who had had a psychiatric referral but 
were diagnosed as other than schizophrenic or 
manic-depressive, 55:6 per cent had diagnoses 
of neurotic depression. It is possible that this 
55:6 per cent conceals a number of females 
who on later referral will emerge with more 
seripus diagnoses of manic-depression. These 
two factors do not, however, explain the 
complete absence of manic-depression in the 
children of a schizophrenic parent. The children 
of the schizophrenic parents did not differ 
significantly in age from the children of the 
manic-depressive or ‘other’ parental diagnostic 
types. But while both the last two parental 
groups have children referred who have a 
diagnosis of manic-depression, the first did not. 

Explanations of the results of previous con- 
cordance studies, based solely on the action of 
the environment, had experienced great diffi- 
culty in interpreting the evidence. A great many 
environmental factors have been investigated 
in an attempt to formulate a hypothesis which 
excludes heredity. However, for the purposes 
of the present discussion explanations will be 
limited fo those including heredity. 

Are manic-depression and schizophrenia de- 
termined by the same single gene or combina- 
tion of genes? The evidence accumulated at the 
present time suggests not. For instance, in 
couples where one parent is schizophrenic and 
the other manic-depressive some mixing of 
symptoms would be expected to occur in the 
children. In reality clinically mixed psychoses 
are rare in the children of such couples. In 
Schulz’s (1940) series of 15 such matings the 
illness segregated approximately equally in the 
children, with slightly elevated rates for manic- 
depression, and this was later confirmed by 
Elsässer (1952). The fact that the two disorders 
fend to run true in families, with few cases of 


so-called schizo-affective psychosis, suggests 


that the two disorders are not transmitted by 
the.same gene, nor determined by the same 
polygenic system, unless the lack of phenotypic 
variation can be incorporated. 
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However, Table IV presents data suggesting 
a potential association between the two djag- 
noses. Among the children of manic-depressives 
there were two cases of manic-depression for 
every three cases of schizophrenia. Yet, from 
the genetic point of view why should schizo- 
phrenia have occurred at all in these families? 

Interpreting these findings theoretically pre- 
sents difficulties. For genetic analysis, more 
than a simple count is required: we need to 
know how consistent the figures are with a 
particular mode of genetic transmission. Initially, 
an attempt was made to explain the results 
using a monogenic theory, as this offers the 
most easily testable consequences. This was 
discarded because it was inconsistent with the 
figures we had obtained. However, complete 
dominance or recessiveness is much more the 
exception than the rule; it is highly probable 
that the effects of the action of one gene are 
likely to be influenced in turn by the actions of 
other genes. The incidence figures obtained in 
the present research would suggest a polygenic 
theory. To consider this relationship further it 
is suggested that it would be necessary to 
obtain information on the children resulting 
from two crucial crosses; firstly, when a schizo- 
phrenic individual marries a manic-depressive, 
and secondly, when individuals who are both 
manic-depressive marry. In the genetic study 
of kindreds, critically informative matings 
cannot be made by design, and the research 
worker therefore relies upon the collection of 
data on suitable families. Up to now very little 
work has been done on the aforementioned 
types of couples; however it is hoped that in 
due course we will be able to report further 
research in this area. 


CONOGLUSION 

It may appear that the role of the environ- 
ment has been rather neglected in discussing the 
present results. 'T'his is because no single environ- 
mental explanation is thought to be adequate. 
However, few illnesses are caused purely by 
gene action; mostly the genotype of any indi- 
vidual represents his behavioural potential, and 
it is the environment which determines whether 
this potential will be realized. That individuals 
who are genetically predisposed toward specific 
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mental symptoms may need an environmental 
trigger, in much the same way as an ethologist 
talks about ‘Innate Releasing Mechanisms’, is 
quite possible. One concept worthy of further 
study is individual variation in reactivity to 
stress. This concept may go a long way to explain 
why incidence of mental illness in the relatives of 
the mentally ill does not conform to the expected 
Mendelian ratios and why such factors as this 
sex differential exist with respect to some 
psychiatric diagnoses. 
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Life Events and Maintenance Therapy in Schizophrenic 


Relapse 


By J. Р. LEFF, S. К. HIRSCH, К. GAIND, P. D. ROHDE and B. C. STEVENS 


The possible role of environmental stress in 
pregipitating the onset or relapse of acute 
schizophrenia was investigated by Brown and 
Birley (1968), Birley and Brown (1970). They 
enquired about events which could be dated to 
a definite point in time and which usually 
involved either actual or threatened danger or 
important fulfilments or disappointments. They 
distinguished between independent events, 
which were outside the control of the subject, 
and possibly independent events, which were 
not so clearly out of his control but which 
seemed unlikely to be produced by unusual 
behaviour of the subject himself. In their main 
group of patients a significant concentration of 
independent events (about 60 per cent) was 
found in the three weeks preceding onset or 
relapse of schizophrenia. In examining two 
small sub-groups they found that 4 of 13 patients 
(31 per cent) who relapsed after reducing or 
discontinuing phenothiazine therapy had ex- 
perienced a life event in the three weeks before 
relapse, compared with 3 of 5 patients (60 per 
cent) who had been taking phenothiazines 
regularly at the time of relapse. Although these 
proportions are very different, the numbers in 
the groups are too small for the difference to 
reach significance. Furthermore the groups were 
not matched in any way, and there may be 


‘important differences between patients who 


discontinue medication themselves and those 
who carry on taking it regularly. 

In the course of two placebo-controlled clini- 
cal trials in schizophrenia an opportunity arose 
to investigate further the relationship between 
maintenance therapy and life events. One of 
the trials was predominantly concerned with 
acute patients (Leff and Wing, 1971), while 
the other dealt only with chronic patients 
(Hirsch et al., 1973). In both trials, patients were 
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randomly assigned to drug or placebo treat- 
ment, and the two groups were later found not 
to differ on any clinical, historical or social data. 
Each patient was given the Events questionnaire 
of Brown and Birley at the time of relapse, or at 
the end of the trial period if they remained well. 
In the study of Hirsch et al. the patients were also 
interviewed at the time of entry into the trial. 


RESULTS 

As the procedures and criteria used in both 
trials were virtually identical, the results were 
pooled. There were 116 patients who completed 
both trials, 39 from Leff and Wing’s study and 
77 from the trial of Hirsch et al. In the three 
weeks before relapse or completion of the trial 
44 per cent of the group of patients who relapsed 
while on active drug experienced an event, 
while the comparable rates for the other five 
groups of patients varied between 7 per cent 
and 25 per cent. These differences do not 
reach significance. By inspection of the data 
it was found that the differences between groups 
were increased by extending the period before 
relapse or completion of the trial from three to 
five weeks. For this extended period of five 
weeks, the differences reach significance for 
both types of events considered separately and 
together, as shown in the table. 

It can be seen that, with the exception of the 
patients who relapsed on drugs, all the groups 
have similar rates of independent events (about 
20 per cent) and combined events (about 30 per 
cent) in the five-week period. The events rate in 
the drug relapse group is strikingly different. 
In the case of independent events it is signifi- 
cantly greater than the rate in the group who 
remained well on drugs. When both types of 
events are considered together, the rate in the 


drug relapse group is.significantly greater than 
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TABLE 
The occurrence of events in the five weeks before interview 
cael pen esi 








Patients 
with an 
Patients indepen- 
with an dent or Total 
indepen- possibly number of 
dent event indepen- patients 
dent event 

TInitial interview: 
che к с: 
on g 2075 12 (307% 

Relapsed: * 
on placebo р, 12 (31%) ft 39 
a drug 4(44%)* 8 (89%) ft 9 
on placebo 5 (31%) 6 (38%) Mn 16 
on drug 7(18%)* 14(27%)t 





жр = 0:04; } р < оо 
Significance determined by Fisher’s Exact Test 
T Patients from the study of Hirsch et al. only 


the rate in all other groups. For the sake of 
clarity of presentation only a few of the signi- 
ficance levels in this column of the table are 
indicated. The greatest difference was between 
the drug relapse and drug well groups (exact 
р = 0:0007). In fact, of the 9 patients in the 
drug relapse group only one did not experience 
an event in the five weeks before relapse. 

The proportions of acute and chronic schizo- 
phrenics experiencing events in the present 
study are very similar to those quoted earlier 
for the comparable sub-groups of acute schizo- 
phrenics from Brown and Birley’s work. The 
need to extend the critical period from three to 
five weeks does not seem to be of any theoretical 
significance. Our main finding was that an 
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event closely preceded relapse significantly 
more often in patients on active drug than in 
those on placebo. This can be interpreted as 
follows. Trials of maintenance phenothiazines 
carried out on schizophrenics in hospital do not 
generally show such a marked advantage of 
active drug over placebo as trials performed on 
out-patients. This suggests that the hospital 
environment itself has a protective effect in 
shielding schizophrenics on placebo from many, 
of the stresses they encounter when living with 
their families (Brown et al., 1972). Schizophrenic 
patients living in the community and not tafing 
drugs seem to relapse as a result of the disturbing 
effect of everyday social interactions. Out- 
patients on maintenance therapy are protected 
against the stresses implicit in uneventful social 
intercourse, and are unlikely to relapse unless 
exposed to some additional stress in the form of 
one or other life event as measured in this study. 
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Brain Disconnection and Schizophrenia 


* ABSTRACT 


By J. G. BEAUMONT and S. J. DIMOND 


D 
'The concept of brain disconnection derives from 
work in which the two cerebral hemispheres are 
surgically separated by division of the corpus callo- 
‘sum. The patient behaves as if his two half-brains 
function to some degree independently. The syndrome 
of brain disconnection is exemplified by such split- 
brain cases (Geschwind, 1965). Neither hemisphere 
shows an awareness of the functions of the other, and 
there is a marked failure to cross-match stimuli across 
the midline of the body. The integrity of the corpus 
callosum is essential to normal integration between 
the hemispheres. 

Abnormality of the corpuscallosum inschizophrenia 
has been indicated by the finding of an increase 
in size to a highly significant degree in chronic 
patients (Rosenthal and Bigelow, 1972). Aninteresting 
possibility, therefore, is of differences in articulation 
of the hemispheres in schizophrenics and normals. 

To test for abnormalities in transfer between the 
hemispheres in schizophrenia, we conducted an 
experiment in which the patients were required to 
cross-match two pieces of information flashed at the 
same time to different hemispheres. À comparison 
was made with the situation in which both were 
flashed to a single hemisphere, either the right or 
left. The performance of three groups was studied: 
& schizophrenic group, a psychiatric control group, 
&hd a group of normal persons in hospital. 

There were twelve subjects in each group. The 
schizophrenic group was composed of patients 
attending a day centre, and judged to be currently 
suffering from an active schizophrenic illness. The 
psychiatric controls were attending the same day 
centre, but had at no time been diagnosed as schizo- 
phrenic; the diagnoses of this group included affective 
psychosis, reactive depression, anxiety states and 
»personality disorder. The length of stay in hospital 
and of previous psychiatric illness was approximately 
equal in the two groups. The subjects in the normal 
control group were patients in a general hospital 
suffering from metabolic or systemic disorders, none 
of which was neurological. The mean ages of the 

* three groups did not differ. 

The apparatus has been described previously 
(Beaumont and Dimond, 1973; and see Fig. 1). The 
patient fixates a central light and faces four display 
screens on which stimuli are back-projected. Stimuli 
are exposed for 150 msec. to prevent orientation of the 
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eyes away from central fixation. Screens 1 and 2 
(numbering left to right) flash to the right hemi- 
sphere by left nasal and right temporal hemiretinae, 
and screens 3 and 4 to the left hemisphere by right 
nasal and left temporal hemiretinae. The stimuli 
were letters, digits and abstract shapes. In identifica- 
tion trials, the subject was merely asked to call out the 
name of the letter or digit that he saw. In matching, 
the subject was shown two stimuli and was to call out 
‘same’ or ‘different’, as appropriate. For identification, 
the stimulus was directed to either the left or the 
right hemisphere. For matching, stimuli were directed. 
to the right hemisphere, the left hemisphere, or across 
the hemispheres (balanced for screens nearer or 
further from fixation). 

The results were analysed in terms of errors, 
including both incorrect responses and failures to 
make any response. It was found that the schizo- 
phrenics performed badly when required to match 
two stimuli across the hemispheres. Their per- 
formance was significantly worse in this condition 
than that of either the psychiatric controls or the 
normals for matching letters (Е = 5:85; p = 0:004) 
and for matching shapes (Е = 7°77; p = 0-001). 
In addition, the schizophrenic group performed 
worse than the normal controls in the left hemisphere 
for matching letters (t = 2:27; р = 0:03), and worse 
than the psychiatric controls in the right hemisphere 
for matching digits (t = 2:16; p == 0:04) and shapes 
(t = 2-47; р = 0:02), while the normal controls 
occupied an intermediate position. When simple 
identification rather than matching was demanded, 
the schizophrenic patients showed no deficit, and in 
fact performed better than the normals, although not 
significantly so. 

The evidence reported here of a decrement in the 
ability to cross-match between the hemispheres, 
taken in conjunction with the evidence of enlarge- 
ment of the corpus callosum, suggests a pathology of 
articulation between the two halves of the brain. It 
is as if the patient showed partial brain disconnection. 
This is not to suggest that a facile equation should be 
made between schizophrenia and the split-brain 
condition, but rather that there is a pattern of dis- 
connection peculiar to the disorder, the nature of 
which now requires study. 

Split-brain symptoms are believed to be present 
because an equivalent deficit to that in matching 
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Fic. 1.—Diagrammatic scale plan of the apparatus. 


between the hemispheres was not observed in 
matching within one hemisphere. In this respect the 
deficit is specific and is unlikely to be a reflection of 
such factors as drug administration or intellectual 
deterioration. The schizophrenic group performed as 
normals in matching within a hemisphere, with the 
exception of a significant deficit for matching letters 
in the left hemisphere. Clearly, there is some degree 
of specific hemisphere deficit, but the failure to cross- 
match cannot be attributed entirely to this source. 
The authors feel that the most direct explanation of 
these results is that in schizophrenia the two cerebral 
hemispheres are partially disconnected and that this 
reflects some change in the efficiency of the corpus 
callosum. 


J. С. Beaumont, B.A., Ph.D. 
S. J. Dimond, в.8с., M.A., Ph.D. 
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À Comparative Review of Patients with Obsessional Neurosis 
and with Depression Treated by Psychosurgery 


By P. K. BRIDGES, E. O. GOKTEPE and J. MARATOS 
with the assistance of 
ANNE BROWNE and LUCY YOUNG 


Obsessional neurosis can be more resistant to 
treatment, and sometimes even to amelioration, 
than almost any other form of psychiatric illness. 
Pollitt (1969) has pointed out that, ‘true 
obsessional states are among the few illnesses 
that can still torture patients almost for a life- 
time’, and other reports have shown that a 
generally bad prognosis is to be expected among 
such patients (Kringlen, 1965; Templer, 1972). 
As a means of helping patients with obsessional 
illnesses, various types of psychosurgical opera- 
tion have been attempted (Lewin, 1961; Knight, 
1964; Post, Rees and Schurr, 1968; Knight, 
1969). In this paper we present a detailed 
review of a series of patients who had under- 
gone stereotactic psychosurgical operations for 
these conditions, in order to assess the value of 
this method of treatment and also to attempt to 
identify factors which might have prognostic 
significance. Some of the patients reviewed had 
also had second operations of other types. 


METHOD 

All patients who had complained primarily of 
obsessional symptoms and who had been 
operated on at least three years previously were 
included. Obsessional symptoms were consi- 
dered to be present when a patient was aware 
of an obtruding idea or compulsion, recognized 
as irrational, against which resistance was felt 


_ to be necessary. If these symptoms dominated 


the clinical picture the case was diagnosed as 
primary obsessional neurosis, although other 


- symptoms such as depression or anxiety were 


sometimes present as well. The criteria were 
fulfilled in the case of 28 patients, but one could 
not be traced and three refused to co-operate. 
This left 24 patients, each of whom attended 
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for a structured interview dealing with their 
personal background, family history, their 
illness and post-operative progress. Each of the 
patients brought a relative, from whom a social 
history and assessment of the patient’s progress 
was obtained. 

The 24 patients with primary obsessional 
complaints were compared to 24 control 
patients with primary complaints of depression, 
each matched for sex and for age, who had also 
had a psychosurgical operation at least three 
years before. These depressed patients attended 
for the same structured interview and each 
brought a relative who was seen by one of the 
social workers. Some of the primarily depressed 
patients also had secondary obsessional symp- 
toms, details of which were noted. 

All patients were treated by means of a 
bilateral stereotactic tractotomy (Knight, 1969), 
which is probably most accurately designated 
a sub-caudate tractotomy. Additional opera- 
tions were carried out either before or after- 
wards in the case of 10 patients (6 obsessional 
and 4 depressives). Seven of the additional 
operations were cortical undercuts (Knight and 
Tredgold, 1955), and the remainder included 
a bimedial leucotomy, a cingulectomy and a 
cingulate tractotomy. The last is an operation of 
the sametechniqueas Knight'sstereotactictracto- 
tomy with the target site in the cingulum 
bundle. The additional operations were per- 
formed some years ago. They are now rarely 
carried out in this Unit, except for the cingulate 
tractotomy, which has come to be regularly 
used as a second operation after a sub-caudate 
tractotomy for certain patients. 

In the case of double operations the final 
improvement category included in the figures 
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was assessed at least three years after the second 
was.carried out. All four depressed patients and 
three of the six obsessional patients who had had 
two operations did well. The combination 
producing the best results (in four of the ten 
cases, including three depressed patients) was 
when an initial undercut had been performed 
with good improvement followed later by 
relapse, and then recovery resulted, at least over 
the three years reviewed, from a sub-caudate 
tractotomy. The remaining three cases of good 
outcome showed partial improvement after a 
sub-caudate tractotomy and then a good re- 
sponse to a wide cortical undercut. 

At the time of their attendance all patients 
completed psychological tests intended to give 
objective information about their current state. 
The tests included the Leyton Obsessional 
Inventory (Cooper, 1970), the Taylor Manifest 
Anxiety Scale (Taylor, 1955) and the Wakefield 
Self-Assessment Depression Inventory (Snaith, 
Ahmed, Mehta and Hamilton, 1971). 

Overall improvement in the three years or 
more since operation was assessed on a five-point 
scale similar to that used by Strom-Olsen and 
Carlisle (1971), but the definitions were slightly 
different in that social function was emphasized 
rather more than the need for treatment. For 
example, in the earlier review Category II 
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(much improved) implied that no treatment 
was required. We have found some patients 
remain on relatively small doses of drugs such 
as diazepam and imipramine for long periods 
after operation when there is little clinical 
indication for them. Therefore our Category 11 
indicates the presence of mild symptoms with 
little or no interference with daily life although 
some medication may still be taken (see Table I.) 


RESULTS 

The patients е 

The first table shows the composition of each 
of the two groups of patients by sex and age, 
with their post-operative outcome. Categories I 
and II imply definite improvement since 
operation. Category III indicates that there 
had been some improvement but this lesser 
degree could not be confidently attributed to 
the operation, so it seemed better to group 
these cases with those in Category IV, in which 
there had been no change. The results are 
therefore considered in terms of those patients 
whose outcome was good three years after 
operation (I and II) compared to thosé whose 
response was poor (III and IV). No patient in 
this series reported becoming worse since 
operation (V). 


TABLE I 
Composition of the two groups with outcome 


























Outcome 
п Mean age 
at interview I II III IV V 

Obsessional group 

Males .. - 4 40:75 I І — 2 — 

Females .. { 20 42°80 7 7 6 — — 

All 3 че 24 42:41-12:95 8 8 6 2 — : 
Depressed group 

Males .. ak 4 44°50 2 I — I — 

Females .. 5s 20 46-85 4 IO 5 I — 

All 26 m 24 46:464-12-75 6 II 5 2 — 
Good outcome I Recovered, no symptoms and no treatment required. 


II Well; mild residual symptoms, little or no interference with daily life. 


Poor outcome 
Unchanged. 


V Worse. 


ПІ Improved but significant symptoms remain which interfere with the patient's life. * 
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Background 

There is a presumed relationship between 
psychiatric symptoms and early life experiences, 
an aspect explored in the following tables. In 
Table II are shown those patients who suffered 
a disturbance in their parental relationships 
before the age of 16 years. Absences from 
either parent lasting six months or more were 
enquired for; most of the paternal absences were 
reported as being due to war service. Among 
the obsessional group, parental strife or un- 
satigfactory relationships between patient and 
parents occurred more frequently; but the 
most notable finding for the depressed patients 
was that seven (29 per cent) reported the death 
of either their father or mother before they were 
16 years old. This difference between the two 
groups is significant (chi-squared == 10:54; 
р < о-о). In Table III the incidence of 
neurotic traits is considered. The patients were 
also asked about their tendency to obsessional 
personality traits before they became ill (check- 
ing, cleanliness, tidiness and so on), and these 
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were found to be prominent in the case of 20 
obsessional and 8 depressed patients. . 
Some details about the family psychiatric 
histories are given in Table IV. An attempt was 
made to enquire specifically about obsessional, 
depressive or other symptoms, but few patients 
knew details of the illnesses of their relatives, so 
only the general need for psychiatric treatment 
in a relative could be reliably established. More 
psychiatric illness was revealed among the 
parents of the obsessionals, but it is noteworthy 
of the depressed group that four of the fathers, 
one mother and one sibling had died by suicide, 
thus involving one-quarter of the group. This 
difference between the groups is significant 
(chi-squared — 10-64; p « o-or). 


Clinical aspects 

With regard to the patients' illnesses, Table V 
gives the mean ages at onset and at operation 
compared to outcome. It is apparent that 
patients with obsessional symptoms who do 
poorly after operation have illnesses with an 











Taste П 
Relationships with parents (before 16 years old) 
Unhappy 
Separations from relationship with Death of Parental Parental 
. _— ——— ———— —— divorce ог strife 
Mother Father Both Mother Father Both Mother Father separation 
Obsessional group — 5() 2 3 8(3 4Q) 2() т 2 10 (3) 
Depressed group = 2 a() — 2 2 40) 3 3 (1) 4 
Parentheses—numbers with poor outcome 
Tase III 
Incidence of neurotic traits 
Free- 
Phobias Nail Temper floating Sleep Enuresis School Stam- Night- Other 
biting tantrums anxiety walking refusal mer mares 
Obsessional group 8 8 7 6 4 3 2 2 I 4 
Depressed group 8 6 8 I 4 I I I E == 
Number of traits reported 
` o 1 2 3 Totals 
Obsessional 4 (a) 6 f 7 {3} 7 (i 24 (8) 
te Depressed 8 (3 6 (1) 7 (І 3 (2 24. (7) 


Parentheses—numbers with poor outcome . 
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Taste IV 
. Family psychiatric history 





Father 


Obses- 
Psych. Death Alco- 





Mother Siblings 


Obses- Obses- 


sional Psych. Death Alco- sional Psych. Death Alco- sional 





treat- Бу holic person- treat- Бу holic person- treat- by holic pemon- 
ment suicide ality ment suicide ality ment suicide ality 
Obsessional 
group 6 (3) — I 7 2 — — 6 (2 2) 1 — 2 
Dos (1) 4(9) (а) 5(2 
group т — 4() r — 6( п) : — а  sQ їп) — a 
Parentheses—numbers with poor outcome 
‘TABLE V by patients, are considered in Table VI, the 
Mean ages at аии outcome — causes of illness being distributed similarly 
between the two groups. Outcome was generally 
Outcome good with illnesses associated with pregnancy 
———————— and also in those illnesses with no apparent 
Ouest Тапа П ПІ and IV cause. Obsessional neurosis is usually described 
Obsesion Бнр 28-75 sated as consisting of ruminations or compulsions, and 
reased group 28-06 38-00 in practice these appear most often to occur 
| together. The actual symptoms encountered 
Operation among the 24 obsessional patients are given in 
DM Via 38:50 35 8f Table VII, and nearly all patients reported 
е group 39°7 43 more than one. It appears that prognosis cannot 
Time between be related to the type of obsessional symptoms 
Obsessional group 9°75 13:25 present. 
Depressed group II:70 10:86 An attempt was made to assess the value of 


onset which tends to be earlier than those 
patients who do well. This accords with the 
findings of a pilot study carried out previously 
(Bridges, 1972) for which data was extracted 
from the comprehensive investigation of Strém- 
Olsen and Carlisle (1971). For the present 
sample the difference does not quite reach a 
significant value, but if the present figures are 
amalgamated with the findings of the pilot 
study, which were obtained in a similar way, 
the difference is significant at the 2 per cent 
level. This difference between the ages of 
obsessional patients of poor and good outcome 
contrasts with the depressed group, in which 
patients doing less well were of similar mean 
age to those with good outcome. Outcome was 
not related to age at operation, which was 
carried out on average between Io and 13 years 
after the onset of the illness. 

Precipitating factors, as they were reported 


the operations in terms of the patients’ treat 
ment needs in the three years before operation 
compared to the subsequent three years. 
Admissions to hospital may be assessed on the 
basis of the number of separate admissions, 
and also the total time spent in hospital during 
the three year periods, both being given in 
Table VIII. Nearly all patients were transferred 
back to the referring psychiatric hospital soon 
after operation, so this routine admission is 
excluded from the numbers of admissions, but 
the duration of this admission is included in the 
mean total periods in hospital because the time 
may be short or quite lengthy, depending upon 
the features of the casc. The table indicates 
clearly that the number of admissions and the. 
total time spent in hospital were both reduced · 
considerably in the case of the patients of both 
diagnostic groups who responded well. to 
operation. But the treatment needs for those who 
did not do well were little changed, the numbers 
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Tasis VI 
Precipitating factors Я 
- Death of Interpersonal 
close relative stress Pregnancy Other None Totals 
Obsessional group 2 И) 7 Э 8 (2) 5 (2) 2 24 (5 
Degressed group 4 (3) 4 (1 6 4 (2) 6 (1) 24 (7) 
6 (4) 11 (4) 14 (2) 9 (4) 8 (1) 48 (15) 
* Parentheses—numbers with poor outcome 
"TABLE VII 
" Symptoms of the obsessional patients 
Ruminations Compulsions 
Checking (thoughts) .. 4 (3 Handwashing .. E vs .. Io (a) 
Ы Repetitive thinking (e.g. counting) . 4 (3 Cleaning = za v 6 (3 
Е Fears of causing harm . 4 (2 Checking behaviour .. » КУ 3 
Fears of dirt or contamination 3 Repetitive movements . . 2 (1) 
Fears of disasters Р 2 
Preoccupation about body I 
18 (8) 21 (7) 
Parentheses—numbers with poor outcome 
. 
Тлвік VIII 
Periods of treatment during 3 years before and 3 years after operation 
Number of admissions Mean total 
periods in 
о I 2009 4+ hospital (weeks) 
Obsessional group 
I and П Before z a 2 5 6 3 19-0 
After is is 12 4 — — 8:4 
У III and IV Before E ЭЗ 1 5 1 26:9 
After m с I 3 — 38:6 
Depressed group 
I and II Before s es I 3 4 9 347 
After 5s = 7 7 3 — 71 
III and IV Before xg - I 8 —(1 39:8 
. After s Se I 4 —(1 26:2 


Parentheses—one patient in hospital almost continuously both before and after operation, omitted from mean 
total periods in hospital 


of admissions remaining the same for the de- 
pressed patients of poor outcome, and the mean 
, ` total period of admission being increased after 
operation in the case of the obsessional group. 
One , depressed patient spent nearly the whole 
threé years both before and after operation in 
Я hospital; these figures are excluded from the 


mean total admission periods, as they would 
distort the results for a small group. 

As with admissions, the numbers of courses of 
electroplexy (ECT) required during the period 
of three years before operation were compared 
with those in the three years post-operatively 
and the results appear in Table IX. It can be 
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seen that there was a considerable reduction in 
the need for ECT after operation in patients 
who had done well, and also a reduction for the 
groups of poor prognosis, perhaps related in 
some cases to reluctance to use this treatment 
post-operatively. It may be surprising that two 
depressed patients and as many as seven ob- 
sessional patients were operated on without 
having had ECT in the three years before. Of 
course, ECT is not appropriate for all cases of 
obsessional neurosis, but in other patients several 
courses had been tried more than three years 
before without effect; and in the case of at least 
one patient intolerable side-effects precluded 
giving this treatment again. The treatment 
situation of the patients at the time of the 
review is given in Table X, the distribution 
being similar for both groups. 
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The age at onset of obsessional symptoms 
appears to be related to prognosis after psycho- 
surgery, but age must necessarily be a relatively 
non-specific factor probably bearing relation- 
ships to aetiology. Other factors could be of 
even more importance, and an onset in preg- 
nancy, for example, seems especially assoclated 
with a good prognosis (Table VI). An attempt 
was also made to relate outcome to symptoms 
and the findings are given in Table XI. In both 
groups some patients had secondary complaints, 
and the number in the depressed group with 
obsessional symptoms as well could be 2сег- 
tained without difficulty. But depression is a 
more common and less specific symptom, so its 
presence was more difficult to establish among 
the patients with primary obsessional com- 
plaints, and an attempt at quantification was 














TABLE IX necessary. The numbers are therefore broken 
Numbers of courses of ECT during 3 years before and down into those with definite associated de- 
3 ears after operation pression and those with little or no depression; 
Courses of ECT there were also a few patients for whom this 
point was unclear. However, it is apparent that 
о 1 20г3 4+ the presence of depression greatly improves the 
О ж prognosis. 
I oy H S DH E 5 7 ж umm Another aspect considered was the onset of 
After .. 15 1 —  — illness, whether sudden or gradual. In the case 
of the obsessional group 11 patients reported a 
THI and IV e Е I 4 3' — sudden onset, of whom all but one di well, 
кке 4 3 І — put of the remaining 13 who reported a slow 
Depressed group onset only about half (7) had a good outcome. 
TandII Before.. 2 6 1 The findings were in reverse for the depressed 
After .. 15 — — patients; here 9 reported a sudden onset of 
ПІ and IV Before .. — 6 к. eee and only 5 of тады 2 Bn о 
After .. 4 3  —  сазез depression began gra y and 12 o 
these showed a good outcome. 
TABLE X 
Treatment situation at review 
Visits to 
In-patient Day-patient Out-patient С.Р. only None "'otals 
Obsessional group 
I and IT — — 3 3 IO 16 
III and IV I 2 3 I I 8 
ressed group ° 
Талап .. — — I 8 17 
III and IV 1 I 4 — I 7 
DOUOS S N 
2 3 II 12 20 48 
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Side-effects 

Reports of side-effects were obtained from the 
relatives and from the patient, and an assess- 
ment was made during the interview. In the 
case of 5 patients there were definite side-effects, 
although none were socially incapacitating. 
Twó cases were of volubility and social disinhi- 
bition (described by one patient as ‘a change for 
the better’, in that she could more easily speak 
up for herself and felt less shy), two were of 
lethargy, and one of irritability. 

In this series of 48 patients as many as five 
suffered at least one fit after operation. In all five 
cases two operations had been carried out, and 
in four of these the additional operations were of 
earlier open types: there were three cortical 
undercuts and one cingulectomy. The remaining 
patient had two tractotomies (the first sub- 
caudate and a later second one in the cingulum 
bundle), followed by epilepsy. 


Social aspects 

Table XII gives the distribution of the 
patients by socio-economic class (Classification of 
Occupations, 1970). In the cases of married 
females the class given is that obtained from her 
husband’s employment. It has often been 
suggested that patients with obsessional neurosis 
tend to be of higher social class than other 
neurotic® patients, but no differences are appa- 
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rent between the two groups in the present 
study. When the present results are compared 
with those of a previous report (Hare, Price and 
Slater, 1972), which includes figures for a 
large group of patients as well as a normal 
population, there are no obvious differences 
except for an overall greater proportion in 
Class 2. 

In Table XIII the marital status is given, 
together with an assessment of the marital 
relationship on the three-point scale included. 
The two groups show similarity for these 
results. The relevance of social support to post- 
operative improvement was also investigated by 
means of the social worker’s assessment of each 
patient’s social situation. Taking all patients 
together, of the 33 who did well 24 were in a 
supportive social situation, 6 (18 per cent) were 
unsupported, and for 3 there was doubt. For 
the 15 patients who did poorly 6 were in a 
supportive environment, but as many as 8 (53 
per cent) were unsupported, while in the case of 
one there was doubt. 


Psychological tests 

As these tests were given only at the time of 
the review, they could not be used as a direct 
measure of change relating to the operation, 
but it was thought useful to attempt a prelimi- 
nary assessment of their value in work of this 





























Tasu XI 
Symptoms and outcome (all patients) 
Obsessional group Depressed group 
Outcome Obsessions With Depression Depression With Totals 
only depression uncertain only obsessions 
IandII .. ts 6 8 2 14 3 33 
III and IV us 5 2 I 4 3 I5 
11 10 3 18 6 48 
Tas XII 
Social class 
^ I 2 3 4 5 Uncertain Totals 
Obsessional group .. EE SE 5 11 6 — 2 24 
Depressed group sis 2 7 8 4 — 3 24 
A 
2(4%) 12(25%) 19(40%) 10(21%) — 5(10%) 48(100%) 
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kind. In the circumstances of this study their 
ргіћсіра! application was in relation to the 
possibility of offering some objective differentia- 
tion between the two diagnostic groups and 
confirmation of the assessment of either good or 
poor outcome. 

'The results are shown in Table XIV, from 
which it is apparent that while there is very 
good differentiation in each of the groups 
between those with a poor outcome and those 
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who did well, only one result was significantly 
different between the comparable groups of 
depressives and obsessionals; the obsessional 
patients of good outcome having a significantly 
higher score on the Taylor Manifest Anxiety 
Scale than the depressives of good оцісрше. 
The main differences are clearly shown in the 
third part of the table, which gives the mean 
results for all those of good outcome, regardless 
of diagnostic group, compared to all the patients 


























ТАВІЕ ХПІ ó 
Status and marital adjustment 
Divorced Married 
Single Widowed or Totals 
separated A B C 
Obsessional group 7 (3) = 2 (1) 7 fa 50) 3 a 24 P 
Depressed group 6 (3) I 3 8(3) 4 2 (1 24 (7 
A—Satisfactory marital adjustment 
B—Intermediate 
C—Unaatisfactory adjustment 
Parentheses—numbers with poor outcome 
Taste XIV 
Mean results of psychological tests 
Leyton inventory 
Taylor Wakefield 
Inter- scale inventory 
n Symptom Trait Resistance ference 
Obsessional group К 
I and П x 26s 27046 17773 8-67 17:25 19:20 19:20* 9°40 
ПІ and ГУ .. ba 8 26:50 10:38 24:75 32:13 29°50 20:75 
P a i a «0-05 NS. N.S. N.S. <о`ої «0-001 
All obsessionals 24. 20:78 9:26 19:87 23:70 22:78 13°35 
SD. .. +975 43:58 +125 +1820 +10°35 +8-60 
Depressed group 
I and П 17 15:82 7:88 10:76 10°59 12:50f 7:56 
ПІ and IV 7 23:57 10:00 21:29 25:57 29:36 21:29. 
P fs bs Н? <0°05 N.S. «0:02 «0:001 «0:001  -«0'001 
All depressives 24 18-08 8-05 13°83 14:96 17°63 11.74 
S.D. .. a +765 441 frr-42 11-70 +10°20 48:54 
АП patients • 
I and П 33 16:72 8:25 13:82 14°63 15°74 8-45 
ПІ and IV 15 25:198 10:20 23°18 29:07 29:43 21.00 
Р bz zm zs «0-001 N.S. <о-от <о-оотп <o-oor <8-bor 


* v,f p< 0-02 


^ 
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who did poorly. All the differences are highly 
significant except for the Trait scores. 

The obsessional group of patients had results 
from the Leyton Inventory generally similar to 
those of the depressives, the principal differences 
again being between those of good outcome and 
the “others. The Symptom score, “measuring 
obsessional symptoms such as excessive cleanli- 
ness, was only slightly higher for the obsessionals 
than for the depressives, and this was also found 
in the case of the Trait scores (measuring 
obsessional personality traits such as stubborn- 
ness; conscientiousness and punctuality). The 
scores for Resistance (a measure of the severity 
of the symptom) and for Interference (measuring 
the disability produced by the symptom) were 
a good deal higher in the case of the obsessionals, 
but not significantly so. As expected, these latter 
scores appear to offer the best differentiation of 
obsessionality between the two diagnostic groups. 


Discussion 

The patients in this study had been chosen 
for consideration of psychosurgery by referring 
psychiatrists, and the reasons for selection must 
have depended largely upon the chronicity and 
severity of the illness, as well as the favourable 
disposition of doctor and patient towards 
psychosurgery. However, the results of opera- 
tion wefe very good, especially when it is 
remembered that the mean duration of illness 
for all the patients was about 10 years. Taking 
all grades of improvement together (I, II and 
III), only two patients from each of the diag- 
nostic groups remained unimproved in the 
three years since operation, and none were 
made worse. If only more definite degrees of 
improvement are taken (I and II), then 67 per 
cent of the obsessional group did well and 71 per 
cent of the depressives. It is clear, then, that 
cases presenting with obsessionalsymptomsdo not 
do less well as a group than patients with primary 
depression when treated by psychosurgery. 

Some bias is to be expected from matching 
the control patients for age. Depressed patients 


„age-matched with an obsessional group are 


likely to be generally younger than unselected 
depressed patients. This may well introduce 
specific characteristics to the group, and is an 
aspect considered later. The background details 


* = 6 
showed general similarity between the two 
diagnostic groups, the main difference being 
the much higher incidence among the 
obsessionals of bad relationships between 
patient and parents, especially the father, and 
between parents, which reflects some of 
Kringlen’s (1965) findings. On the other hand, 
the depressives were characterized by the fact 
that in 29 per cent one or other parent had 
died before the patient was 16 years old, which 
further emphasizes the probable, but not 
certain, relationship between carly bereave- 
ment and depression as has been discussed 
previously by, for example, Dennehey (1966) 
and Birtchnell (1970). Separation from parents 
in early life occurs with greater frequency 
among psychiatric patients than among controls 
(Brill and Liston, 1966), and there is an associa- 
tion with subsequent suicidal behaviour (Greer, 
1966); but, unlike bereavement, early separa- 
tion more definitely seems unrelated to the 
occurrence of depression in later life (Munro, 
1966), and the present findings are in general 
agreement with these reports. 

The two diagnostic groups were also similar 
in respect of neurotic traits in childhood, but in 
the case of the family psychiatric histories there 
was evidence of a higher incidence of psychi- 
atric illness among the families of the obsessional 
patients, although the details of the illnesses 
could not be specified. For the depressed patients 
there was an increased incidence of death by 
suicide among their close relatives; as many as 
one quarter had lost either their father, 
mother or a sibling by suicide. This accords 
with the established importance of constitu- 
tional factors in some types of depression, and 
the finding suggests that this type of patient is 
more likely to be selected for psychosurgery. 

Gittleson (1966) compared a group of patients 
with obsessional symptoms who became de- 
pressed with other depressed patients, and he 
too found similarities in the backgrounds of the 
two groups, except that more of the relatives of 
the obsessional patients were described as 
having obsessional personalities; and it is 
relevant to the present findings that the patients 
with obsessional symptoms showed an earlier 
onset of depression. The present results indicate 
a similar occurrence of those with obsessional 
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personalities in the close relatives of the two 
groups, but while many more of the obsessional 
patients reported pre-morbid obsessional per- 
sonality traits in themselves, both groups showed 
similar levels of obsessionality on psychological 
testing when reviewed. 

The prognosis for the obsessional patients, 
but not for the depressives, seemed to be related 
to age of onset, and it may be that there is a 
particular. rare illness of early onset charac- 
terized by pure obsessional symptoms which 
tends to have an especially bad prognosis 
(Pollitt, 1957). However, Tan, Marks and 
Marset (1971) reported no relationship be- 
tween age of onset of illness and outcome in 
patients treated for obsessive-compulsive neu- 
roses by means of bi-medial leucotomy. It 
might be added that their leucotomy patients 
did significantly better than a control group of 
patients with similar symptoms not treated by 
psychosurgery, but outcome was not found to 
be associated with the presence of depression as 
a symptom of this illness. 

Age of onset appears to be a useful guide to 
prognosis, but it must be considered in associa- 
tion with other features of the case. For example, 
a young woman of 24 years was referred to our 
department for consideration of psychosurgery. 
She had no psychiatric history until the birth of 
her first child three years previously, when she 
became anxious, depressed and increasingly 
obsessional. The obsessional symptoms came to 
dominate the clinical picture in the year before 
operation, and she spent six months in hospital 
where she had ECT and other treatments with 
no improvement. She was then discharged and 
spent some six months at home during which 
time she was incessantly cleaning the house and 
was unable to cope with her own family without 
considerable help from her parents. Operation 
was decided upon because of her considerable 
incapacity, despite her young age and the 
relatively recent onset of the symptoms. She 
recovered almost immediately after operation 
and returned home three weeks later, since 
when she has been entirely well. This case is an 
example of the good progress associated with 
puerperal illnesses after psychosurgery, and 
shows that an early age of onset by itself is not 
necessarily a bad prognostic factor. 
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'The analysis of symptoms in relation to out- 
come in the study strongly suggested that the 
presence of depression tends to be associated 
with a better prognosis than is the case if 
obsessional symptoms occur alone or if they 
are present secondary to a depressive illness. 
The nature of the obsessional symptoms present, 
usually found to be multiple, did not appear to 
relate to outcome. Handwashing was the com- 
monest single symptom and in most cases 
responded well. 

Comparison of the number of admissions, 
their total duration and the number of courses 
of ECT in the three years before operation 
compared to three years afterwards showed 
obvious reductions after operation for those who 
did well. The treatment needs of those who did 
poorly was little changed after operation, 
although the use of ECT appeared to be less. 
This finding points to the specific contribution 
of the operation, for when it was unsuccessful 
subsequent improvement over three years did 
not occur. 

At the time of the review, the marital status 
and marital adjustment of the two diagnostic 
groups were similar. Marital stability did not 
appear to be related to poor outcome, but as 
many as 53 per cent of the patients who did 
poorly were considered to be in a generally un- 
supportive social environment. Whether this 
lack of support tends to be a result of chronic 
illness or whether it is a factor tending to pto- 
duce poor outcome remains unclear. 

Side-effects, other than epilepsy, were obvious 
in five patients but none were socially incapa- 
citated. The side-effects were as described pre- 
viously by Strém-Olsen and Carlisle (1971), 
mainly lethargy, volubility, irritability and some 
disinhibition. In the present series the incidence 
of epilepsy was high, but four of the five 
patients with this complication had had the 
obsolescent cortical undercut operation, for 
which Sykes and Tredgold (1964) have reported 


an incidence of 16 per cent. Further, all patients ` 


with post-operative epilepsy had undergone twq 


operations and in only one case were both. 


operations closed tractotomies. So this incidence 
of fits cannot be considered in any way fepre- 
sentative of current results. 

The results of the psychological tests were of 
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interest. Firstly, they significantly differentiated 
patients categorized as of poor outcome from 
those regarded as having done well; anxiety 
measured by the Taylor scale and depression 
assessed by the Wakefield Inventory being 
signjficantly lower in the latter group, as were 
Symptom, Resistance and Interference scores 
on the Leyton Inventory. These findings lend 
considerable objective confirmation to the 
reliability of the clinical assessments of improve- 
ment. Secondly, the scores of the Leyton 
Obsessional Inventory, while higher for the 
obsessional group than for the depressives, 
were not greatly so, and did not significantly 
distinguish between the two diagnostic groups. 
However, depressed and obsessional patients 
who did poorly showed higher values on these 
scores than did the others of the same diagnostic 
group who did well, but not all the differences 
for the obsessionals were significant. The figures 
are similar to those given by Kendell and 
Discipio (1970) for depressed patients when ill 
and on recovery, and the present findings 
confirm their results in that the Trait score 
changes little with improvement. Kendell and 
Discipio pointed out that depressives have 
scores intermediate between those of obsessional 
patients and normal subjects. They noted that 
‘depressiyes and obsessionals seem to be dis- 
tinguished by the severity rather than by the 
extent of their obsessional symptoms; depressives 
may have personalities which are as anankastic 
as those of obsessional neurotics and symptoms 
which are nearly as widespread, but their 
symptoms are not so distressing or incapaci- 
tating. It should also be remembered that 
matching depressed patients to a group with 
obsessional symptoms may have produced 
more atypical depressives of younger age, 
and this bias could be associated with increased 
obsessionality (Gittleson, 1966; Hare, Price and 
Slater, 1972). 

In conclusion, the study shows that a good 


response may be obtained by treating selected 


absessional patients with psychosurgery, the 


results being generally as good as for primarily 


depressed patients of similar age. The medical 
and social backgrounds of the two groups showed 
some definite differences, but these were not of 
prognostic relevance. Factors associated with 
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poor outcome after psychosurgery in obsessional 
patients included an early age of onset of illhess 
and symptoms which began gradually. Good 
results were found with illnesses beginning 
around 30 years of age or older, and especially 
with illnesses beginning in association with 
pregnancy. The presence of prominent de- 
pression also appeared to improve the prognosis. 
In cases with either of the last two features, early 
age of onset may be less likely to be associated 
with a poor outcome. 


SUMMARY 

All patients with primary obsessional illnesses 
who underwent operation at least three years 
previously attended for a detailed review and 
a relative also came to give additional informa- 
tion. These 24 obsessional patients were com- 
pared to 24 patients with primary depressive 
illnesses, matched for sex and age, who also 
had psychosurgical operations at least three 
years before, and who also brought a close 
relative. 

Only two patients in each diagnostic group 
reported no improvement of any kind in the 
three years since operation, but more definite 
improvement (I and II) occurred in 67 per 
cent of the obsessionals and 71 per cent of the 
depressed patients. In this series no patient 
reported having become worse since operation. 

The backgrounds of the two groups were quite 
closely similar, except for a higher incidence of 
disturbed relationships with parents during 
childhood, especially the father, among the 
obsessionals, and there were a larger number of 
depressed patients reporting the death of one 
or other parent before the patient was 16 years 
old. In addition, there was evidence of more 
psychiatric illness among the close relatives of 
the obsessionals than was the case with the 
depressive group, but one quarter of the latter 
reported the loss of either a parent or sibling 
by suicide. However, these background factors 
could not be related to prognosis after operation. 

It was found that obsessionals who did poorly 
tended to have illnesses of an earlier onset (mean 
22 years) compared to those who did well (33 
years), and their illnesses tended to have begun 
suddenly. In the case of the depressed group the 
age of onset showed no relationship to outcome, 


674 OBSESSIONAL NEUROSIS AND DEPRESSION TREATED BY PSYCHOSURGERY 


and there was a tendency for illnesses of gradual 
onset to have a better prognosis. For all patients 
an onset in pregnancy or the puerperium was 
associated with a particularly good. response. 
There was evidence to suggest that in general 
the presence of prominent depression improved 
the prognosis. 

Psychological tests given to the patients at the 
time of the review discriminated well between 
those of good outcome and those whose response 
was poor, but there was less differentiation 
between the two diagnostic groups. 
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Explanation In Obsessional Neurosis 


By VALERIE J. WALKER 


е 


Over the past hundred years, a great deal 
has been written about obsessional neurosis. 
uch of the literature is theoretical, concerned 
with putting forward explanations for obsessional 
behaviour. Little attention has been given, 


——howtver, to the question of what it is that 


requires to be explained, what it is about the 
obsessional symptom that is pathological. It is 
the aim of this paper to examine this question 
more closely. 

This question is closely linked with the 
definition of an obsessional ritual: before one 
can decide what features of the obsessional ritual 
require explanation, one must first decide in 
what way the symptom differs from other kinds 
of behaviour both normal and abnormal. There 
is a widely accepted definition of an obsessional 
symptom upon which most explanations so far 
have been based. However, it will be argued in 
this paper that this definition is misleading, in 
that it specifies features which are not in fact 
defining characteristics. It is therefore further 
argued that explanations within the framework 
of this definition are answering the wrong 
question. 

The definition in question is one which has 
remained remarkably constant over the years. 
In 1895 Magnan described an obsession as ‘une 
mode d'activité. cérébrale dans laquelle un 
mot, une pensée, une image s'impose à l'esprit en 
dehors de la volonté avec une angoisse dou- 
loureuse qui la rend irrésistible'*; and Kanner 
(1948) defines them as ‘ideas which keep 
obtruding themselves irresistibly and distress- 
ingly upon a person’s consciousness, interrupt 
the orderly sequence of thought or action, are felt 
by the person as something foreign to him and 
unrelated to his usual behaviour, and yet cannot 
be’ cast off by him in spite of his realization of 
their unnaturalness’. 


* ‘a type of cerebral activity in which a word, a thought, 


Ов an image imposes itself unwilled upon the mind with such 


painful anxiety that it is irresistible’. 
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The point emphasized by these writers crops 
up again and again (e.g. Lewis, 1936; Mayer- 
Gross et al., 1954): that an obsession is recog- 
nized as pathological: by the patient, but that 
he cannot resist it. This feeling. of compulsion 
accompanied by internal resistance is held to be 
the characteristic of obsessions which distin- 
guishes them from other symptoms. 

If this definition is adopted, the argument 
regarding the explanation of obsessional symp- 
toms runs as follows: ‘the abnormal thing about 
an obsessional is that he feels compelled to 
think or do certain strange things even though 
he knows they are ridiculous. The explanation of 
this must lie in the fact that these thoughts or 
actions perform some function for him, even 
though he is unaware of it’. In fact most explana- 
tions of obsessional behaviour so far put forward 
are along. these lines: psycho-analytic explana- 
tions are in terms of the unconscious gratifica- 
tions which the obsessional symptom provides; 
behaviourist explanations seek to show how, 
by means of conditioning, the obsessional symp- 
tom has come to serve as an anxiety-reducer. 

But the definition which leads to the search 
for an explanation of this kind is misleading: the 
feeling of compulsion accompanied by internal 
resistance is neither a necessary nor a sufficient 
condition of a thought or action being obses- 
sional. It is not a necessary condition, because 
one often encounters obsessional patients with 
full-blown rituals, over whose diagnosis there is 
no disagreement, who nevertheless do not show 
internal resistance. The following cases illustrate 
this point: 


Case г 

Mr. А., a 24-year-old. clerk, had a five-year 
history of obsessional symptoms. These centred on a 
concern about contact with-'dirty-minded' people: 
thus, if he felt he had been contaminated by such 
people either directly by bodily contact or indirectly, 
by touching things which they had touched, he 
carried out an elaborate hartd-washing ritual. 
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Although his symptoms were accompanied by 
great distress, this seemed to be occasioned more by 
the contaminating contacts to which he felt subjected 
and the taxing washing regime he imposed upon 
himself rather than by any struggle between com- 
pulsion and resistance. He did not seem to feel his 
ideas were at all ridiculous: in fact he often expressed 
contempt of others who did not subscribe to them, 
and who therefore lived less pure lives. 


Case 2 

Mrs. J., a 44-year-old housewife, had a twenty-year 
history of obsessional symptoms. One of the most 
crippling was a hair-combing ritual which took up 
about eight hours of each day. This ritual was promp- 
ted by the idea that her hair was contaminated. Most 
of the time she did not seem to struggle against this 
idea, or be strongly aware that it was ridiculous. 
When faced with logical arguments, she would admit 
that her hair could not be contaminated, but a few 
minutes later would say that, after all, she knew 
that it was. 


Neither is a feeling of compulsion accom- 
panied by internal resistance a sufficient condi- 
tion of an action being classed as obsessional. 
Other kinds of behaviour, such as tension habits, 
some sexual perversions and compulsive gam- 
bling may be accompanied by such a feeling, 
but one would not want to call them obsessional 
symptoms. 

If this feeling is neither a sufficient nor a 
necessary condition of a symptom being an 
obsession, then there is no sense in which such 
a feeling can be a defining characteristic of an 
obsessional symptom. It also follows that the 
views, implied by this definition, of what is 
abnormal about the obsessional symptom and 
what requires explanation are also open to 
question. 

However, it is not the pupose of this paper to 
examine closely these views and explanations. 
The res: of this paper is concerned first of all 
with proposing a new definition of the obses- 
sional symptom, and secondly with exploring 
the implications of this definition for a new 
view of obsessional abnormality. It will be 
argued that the definition which successfully 
differentiates obsessional from other psychiatric 
symptoms will also, when it is applied to the 
field of normal behaviour, differentiate non- 
pathological ritualistic behaviour from other 
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normal activities. It is suggested, therefore, that 
the explanation of the obsessional ritual must 
proceed in two stages: the explanation of rituals 
in general, followed by the explanation of the 
obsessional ritual in particular. Table I sum- 
marizes the argument in that it sets out, the 
features which are held to distinguish the 
obsessional ritual from the kinds of behaviour 
mentioned above. 


P 


DEFINITION OF THE OBSESSIONAL RITUAL 


At this point it is convenient to confine (ће 


discussion to one obsessional symptom: the 
ritual. This is both the most extreme and most 
disabling obsessional symptom, and it is also the 
most concrete in that it is manifest in overt 
behaviour. In addition there is a sense in which 
most other obsessional symptoms are rituals: 
‘folie de doute’ and ‘checking’ usually involve a 
similar repetition of a series of actions, and 
ruminations may in the same way be regarded 
as ritualized thinking. Any conclusions, there- 
fore, which are reached about the ritual may 
also be said to have relevance to these other 
symptoms. 

Concentrating then on the obsessional ritual, 
it is suggested that the following characteristics 
together distinguish this symptom frpm other 
psychiatric symptoms and (with important 
exceptions which will be discussed later) from 
normal behaviour: 

(1) Л is а purposive action, rather than just a 
series of movements, ic. it can be described in 
terms of an activity such as washing or checking, 
rather than in terms of the body movements 
which make it up and which may be different 
each time. This distinguishes it from patho- 
logical movements such as tics. 


(2) It is performed in accordance with rules, e.g. a 
certain number of washes must be performed, 
or things must be touched in a certain order. 

(3) It is not an end in itself but is designed to bring 
about or prevent some future state of affairs, e.g. the 
washing prevents the contamination from 
spreading. 

These two latter criteria distinguish the obses- 
sional ritual from the other compulsive activities 
such as the tension habits or sexual perversions 
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Utsually connected with objective danger 


Yes == Feature present 
No. == Feature absent 
NR = Not relevant 


mentioned above. These are performed for their 
own sake rather than for an ulterior purpose. 
In addition, although the patient may perform 
these acts in a similar way each time, he does not 
perform. them according to a rule, in that he 
may not be aware that they conform to this 
pattern. 


(4) The activity is not connected by a rational 
justification to the state of affairs it is designed to 
bring about. This criterion is needed to distinguish 
the ritual from many normal purposive actions. 
Thus washing one’s hands once to remove visible 
dirt is a normal action and has a sensible 
rationale which washing one’s hands a hundred 
times to remove invisible contamination does 
not have. 


Now-OnsEsstioNAL RITUALS 


The four criteria together seem to differentiate 
the obsessional ritual from other psychiatric 
symptoms. However, as mentioned above, 
there are some kinds of behaviour which are 
not psychiatric symptoms but which share the 
characteristics of the obsessional ritual outlined 
above. Examples of such behaviour are: 
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TABLE I ; 
Features distinguishing the obsessional ritual from the normal ritual, non-ritual normal behaviour and other psychiatrig 
symptoms 
Other psychiatric 
Some symptoms 
Obsessional Normal non-ritual: 
* Feature rituals rituals normal -Perversions 
behaviour tension habits Tics 
+ Purposive action .. Yes Yes Yes Yes Yes 
Petformed in accordance with rules Yes Yes Yes. No NR 
Designed to pru: about future state of 
affairs Ef ШЕ Yes Yes Yes No NR 
Connected by rational нанды to 
é future state of affairs 2 No No Yes NR NR 
* 
Usually reduces anxiety .. No Yes NR NR NR 
Usually performed once only No Yes NR NR NR 
No Yes NR NR NR 


(1) Childhood rituals, e.g. not stepping on 
cracks in the pavement. 

(2) Superstitions, e.g. throwing spilt salt over 
one’s shoulder to prevent bad luck. 

(3) Rituals of primitive tribes, e.g. rain- 
making ceremonies, rituals surrounding death 
and childbirth. 

(4) Religious rituals and ceremonies: these 
are a complex question and would obviously 
not always meet the criteria, for instance when 
they are performed for the sake of tradition or as 
an aid to achieving a certain state of mind. 
There do seem to be occasions, however, when 
they are performed with the purpose of im- 
proving a bad situation or preventing a disaster, 
and on these occasions they would conform to 
the criteria. 

These kinds of ritualistic behaviour, then, 
share with the obsessional ritual the charac- 
teristics of being purposive actions, performed in 
accordance with rules, designed to bring about 
or prevent some state of affairs, but not connec- 
ted to that state of affairs by any rational justifi- 
cation. There are obviously other examples of 
such rituals which are-more specific to indi- 
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viduals and less culturally recognized: some 
rentedies for minor ailments, for instance, might 
be classed as such. We all probably have our 
personal rituals, although it is easier to recognize 
them in other people and in other cultures. 

Returning to the question of what requires to 
be explained about the obsessional ritual: we 
have seen that the features which distinguish the 
obsessional ritual from other symptoms are 
characteristic of a whole class of behaviours, 
obsessional and non-obsessional, which we may 
call rituals. As argued above, the explanation 
of the obsessional ritual must therefore be 
approached in two stages: 


(1) The explanation of rituals in general. The 
preceding discussion has brought out two points: 
on the one hand, rituals need not be psychiatric 
symptoms: on the other hand, although they are 
purposive the peculiarity which they do not 
share with other normal purposive behaviour is 
they are not connected by a rational justifica- 
tion to the state of affairs they are intended to 
bring about. One must therefore look for an 
explanation of why they are performed in 
preference either to some activity which is 
rationally connected to the same state of affairs 
or in preference to doing nothing at all. 


(2) The explanation of obsessional rituals in 
particular. ‘This involves first determining in what 
way obsessional rituals differ from other rituals. 

With regard to the first question, it is beyond 
the scope of this paper to attempt a full explana- 
tion, but some speculation on the subject will 
help to define the second stage further. It seems 
plausible to suggest that people perform rituals 
when they are anxious about some state of affairs 
which they feel they cannot alter. For instance, 
non-believers may resort to religious ritual when 
faced with the serious illness of someone close 
to them or when they are helpless in situations 
of extreme danger such as in battle or a storm at 
sea. In the same way, the rituals of primitive 
tribes seem to be connected either with situa- 
tions of personal loss and danger over which they 
have no control such as death, illness, child- 
birth or with waiting for something essential for 
the community’s survival, such as rain. The 
suggestion is also supported by the more general 
observation that rituals seem to be more pre- 
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valent among people such as children or 
primitive tribes who have, on the whole, less 
control over their environment. Similarly it 
has been observed (James, 1950) that supersti- 
tious behaviour is more evident during wars 
and epidemics. . 

It seems reasonable to suppose that in these 
situations the ritual, although it does nothing 
to alter the external situation, performs the 
function of reducing anxiety. For instance, muc 
has been written (e.g. Gorer, 1965) about the 
comforting effect of religious ritual. Similarly 


* 


people often say in defence of their own pesonal “~~ 


rituals that they know it does no good, but it 
makes them feel better. 

When it comes to explaining how this anxiety 
reduction takes place there is no shortage of 
models. One could propose that the motor 
activity of the ritual reduces the anxiety by 
reciprocal inhibition. Alternatively, the beha- 
viour chosen might have particular anxiety- 
relieving properties, either because it has 
acquired them by previous conditioning (in 
terms of a learning theory model) or because it 
has a symbolic significance (in terms of a psycho- 
analytic model). 

However, this paper is not concerned with 
exploring the possible mechanisms whereby 
rituals might reduce anxiety. The purpose of this 
section has been to answer the prior question of 
why normal rituals are' performed, firstly in 
preference to some rational activity and 
secondly, in preference to doing nothing at all. 
The answer suggested to the first part of the 
question is that rituals are engaged in when 
there is no alternative rational activity: the 
subject is in a situation where he feels helpless. 
The proposed answer to the second part of the 
question is that he engages in a ritual because it 
makes him less anxious than he would be doing 
nothing. 

This leads on to the second stage: the question 


of what it is about the obsessional ritual in ; 


particular that requires to be explained. As 
was pointed out earlier, the answer to thig 
question is intimately connected with the. 
difference between an obsessional ritual and 
other rituals. There seem to be three important 
differences. Firstly, the obsessional usually 
repeats his ritual many times consecutively, 


. 
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while others are usually content with one 
performance. Secondly, there is evidence 
(Walker, 1967; Walker and Beech, 1969) that 
- the ritual does not always reduce the obses- 
sionals anxiety but, on the contrary, often 
increases it. This suggests that another difference 
betwéen normal and obsessional rituals may be 
that obsessional rituals do not always reduce 
anxiety.* 

There is a third important difference between 
obsessional and normal rituals, this time not in 
the activities themselves but in the contexts 
~in which they are performed. The situation in 
which a normal ritual is performed is usually 
clearly anxiety-provoking, and the state of affairs 
which it is designed to prevent or bring about is 
comprehensible: as we have seen, itis normally 
connected with illness, danger or some other 
external threat. On the other hand, the disasters 
with which the obsessional is preoccupied are 
often improbable (such as the flooding of the 
house from a dripping tap) or unimportant 
(such as a mistake in a column of figures) or 
even hard for others to understand (such as 
contamination). * 

It is thus suggested that the obsessional ritual 
differs from normal in three respects: it is 
performed in a situation of subjective rather 
than objective danger; it is repeated; it does not 
reduce anxiety, It is these three features there- 
fore that require explanation. 

This formulation of the problem of the 
obsessional symptom is similar to views which 
are often put forward with regard to other 
neurotic symptoms. For instance, Marks (1969) 
sums up the general view that fear is a normal 
adaptive response: it becomes a phobia when it 
is inappropriate to the objective situation. 
Mowrer (1950) suggested that the ‘neurotic 
paradox’ occurs when a normally anxiety- 
reducing response increases anxiety, leading to 
a vicious circle where the response is ineffectively 
repeated. 

‘ In spite of this similarity, it seems worthwhile 


* In this context, it is interesting that Roman Catholic 
writers on scrupulosity (i.e. pathological concern with 
religious matters) tend to use similar criteria to distinguish 
this from, devoutness: that in the scrupulous, religious 
rituals are repeated many times consecutively and that 
they are accompanied by anxiety (e.g. Mullen, 1927). 
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to spell out the problem of obsessional neurosis 
in these terms, as so much work in the field, is 
based on quite different assumptions. It was 
pointed out above that many theorists are 
concerned to explain why an obsessional ritual 
reduces anxiety. Aecording to the present 
formulation, they sheuld be trying to explain 
why it often fails to reduce anxiety. 


SUMMARY 


Most explanations of the obsessional symp- 
tom, in particular of the ritual, are based on the 
assumption that wha: requires to be explained 
is its anxiety-reducing function. This assump- 
tion is closely linked with the widely held view 
that the defining characteristic of an obsession 
is a feeling of compulsion accompanied by 
internal resistance. It is argued that such a 
feeling is neither a necessary nor a sufficient 
condition of a symptem being obsessional. The 
ritual is taken as the paradigm of the obsessional 
symptom, and a new definition is suggested, 
namely that the obsessional ritual is an activity 
performed in accordance with rules designed to 
bring about or prevert some state of affairs, but 
not connected to that state of affairs by any 
rational justification. The implication of this 
definition for explanations of the obsessional 
ritual are examined. The definition also applies 
to many forms of normal ritual, and it is 
argued that it is these normal rituals that are 
anxiety-reducing; obsessional rituals, on the 
other hand, often increase anxiety. Therefore, 
contrary to the standard view, it is the failure 
of obsessional ritual to reduce anxiety that 
requires explanation. 


REEERENCES 

Gorer, С. (1965). Death:: Grief and Mourning. London: 
Cresset. 

James, E. O. (1950). ‘Superstition’, in Chambers’ Encyelo- 
paedia. London: Newnes. 

Kanner, L. (1948). Child Psychiatry, and ed. Oxford: 
Blackwell. 

Lewis, A. J. (1936). ‘Problems of obsessional illness.’ 
Proc. Roy. Soc. Med., 29, 325-6. 

Manan, V. (1895). Les Dégénérés, Paris. 

Manxs, I. M. (1969). Fears and Phobias. London: Heine- 
mann. 

Mayer-Gross, W., StATER, E., and Вотн, M. (1954). 
Clinical Psychiatry. Londoni; Cassell, 


680. ^ 





EXPLANATION IN OBSESSIONAL NEUROSIS 


Mowrer, О. Н. (1950). Learning Theory and Personality Waker, V. J. (1067). ‘An investigation of ritualistic 
Dynamics. New York: Ronald Press Co. "behaviour in. obsessional patients.’ Ph.D. Thesis, 
T University of London. 
—— and Ввкбн, Н. R. (1969). “Mood state and the 
ritualistic behaviour of obsessional patients.’ Brit.7. 
Poychiat., 1155 1261-8. 


Murren, J.J. (1927). "Psychological factors in the pastoral 
treatment of scruples.’ Studies in Psychology and Psychi- 
айу. 1. ‘Wakington D.C.: Catholic University. 


A synopsis of this paper was. published in the June 1973 Journal, 


Valerie J. Walker, Ph.D, Тешен in Psychology, University College London, Gower Stet, London . 
ИСТЕ 6B T | Tue 


(Received 22 2 January 1973) 


| hb . 
E Prothiaden 
quickly breaks 
| thewebof . 
depressive 





Rarely does one encounter a depressed patient who does not also 
show definite signs of anxiety. A common problem for the 
prescriber. Tranquillizer? Anti-depressant? Or both? 
Prothiaden is the anti-depressant that not only treats depression, 
but also quickly relieves the anxiety so often a feature of 
depressive illness. Fast-acting, exceptionally well tolerated, 
with Prothiaden your depressed patient is soon having 
alot more 'good' days than bad ones. 


к Prothiaden ` 
the better anti-depressant 


. 
Tablets containing dothiepin hydrochloride 25mg. Full information on request from The Crookes Laboratories Ltd:, Basjngstoke,Hants. 


BRITISH JOURNAL OF PSYCHIATRY, DECEMBER 1973 








In cerebral ischaemia 
Praxilene puts life into living 





Mental deterioration of an old person will throw an un- 
bearable strain on the family and is extremely difficult t 
improve.'* 

Praxilene can re-orientate elderly conf 
enabling them to live more fully } 
daily activities, and most importantly, to € 
on the family or nursing staff, through the increased 
iwareness and co-operation of the patients in their care 











Praxilene the cerebral activator 


xilene: Naftidrofuryl 100 mq capsules. Packs: 109 and 500 caps: 


Full information on request 
du Lipha  LiphnaUK, West Drayton, Middl 


72, 17, 50 
Opin, 1972, 1, 166 





Brit. J. Psychiat. (1973), 123, 681-4 


Contract Therapy in Obsessive-Compulsive Neurosis with 
Marital Discord 


By К. S. STERN and I. M. MARKS 


IyrRODUCTION 


This case report describes an apparently 
effective treatment of severe obsessional rituals 


which was carried out along with therapy of . 


marital discord. Previous treatments directed 
towards the obsessional symptoms had little 
effect, but conjoint marital therapy produced 
marked improvement. 'The treatment consisted 
of asking each spouse to list the desired beha- 
viour in the other; each then agreed to carry out 
a previously specified activity which the other 
desired, 

Treatment thus departed from the traditional 
conjoint therapy approach and resembled the 
‘contract therapy’ described by Stuart (1969) 
and by Liberman (1970). The technique will be 
described in behavioural terms, but could clearly 
be conceptualized in other ways. 

* 
Case Hisrory 

СА 31-year-old housewife and mother of two children 
had a history of obsessive ritualistic checking from the 
age of 19 years. After nine months group psycho- 
therapy given at that time the severity of the condi- 
tion diminished, but soon afterwards she noted a 
compulsion to check switches and gas taps many 
times; she became totally unable to use her washing 
machine for fear she would rinse ‘coloured’ with 
‘white’ clothing. She also found she could not perform 
certain other actions (e.g. wash herself), because if she 
did a thought of harm befalling her children would 
enter her mind. Gradually her activities became more 
restricted, until eventually she could do no house- 


' work at all, nor even wash or dress herself without her 


husband's help, which was made most time-consuming 
*by the rituals, In the last two years she had become 


` frozen’ in the house, being scared to perform any 


action at all lest her children should become ill or 
die from an accident. If she did force herself to do 
anything this would necessitate a magical ‘undoing’ 
of the activity by means of a phrase like ‘God forbid’. 


At 22 she married a man 11 years older than herself, 
and they had their first child the following year and 
their second two years later, when the patient was 25. 
Until then the marriage had been happy, but about 
this time the patient ‘lost interest in sex’. The 
marriage then deteriorated, with increased rows, rare 
sexual intercourse, and intolerance by the husband of 
his wife's rituals. She felt he lacked understanding and 
sympathy, and both were worried that their two 
children would be affected by the situation. Recently 
they had ceased talking to one another, and he often 
hit her, causing bad bruises. They were considering 
separation. 

The patient was first treated by daily group psycho- 
therapy for four months while. attending a day 
hospital. The therapist noted ‘she had great difficulty 
in expressing her anger openly, and was evasive in 
discussing it’, After this she was treated by prevention 
of the rituals at home for six weeks under the super- 
vision of a psychologist; this was followed by partial 
improvement, which however was not maintained. 
Her condition gradually deteriorated, and did not 
improve with subsequent treatment by ‘flooding’ in 
fantasy to the thoughts of harm befalling her children. 
Contract therapy was then begun, six months after 
the patient's first attendance. 


Contract therapy : 

The patient and her husband were seen together 
for 10 hour-long sessions twice a week. At the outset 
each partner listed behaviours which were desired 
from the spouse. The husband wanted his wife to 
allow-more frequent sexual intercourse, and to carry 
out more household work. The patient wanted her 
husband to converse seriously with her, and to 
complete household jobs that she had requested. 

After each partner had specified the detailed 
changes wanted from the other, the therapist spent 
the rest of the first treatment session in pointing out 
that reversal of their non-communication depended 
on each partner asking the other for rewards. Reason- 
able goals were set up as alternative and more 
adaptive modes of behaviour. The husband empha- 
sized his wife's refusal tp. allow him to touch her 
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breasts. She complained that her breasts had been 
hygersensitive since the birth of the last child. The 
therapist offered a rationale of this hypersensitivity, 
and the patient eventually agreed (‘contracted’) to 
allow her husband to manipulate her breasts for 10 
minutes each day to reduce the sensitivity. The wife’s 
foremost request of her husband was that he should 
complete home maintenance and carpentry in their 
home, and he agreed to this. 

In the second session, a marked change was noted. 
The couple sat closer to each other and exchanged 
frequent smiles. They touched and praised one 
another, їп great contrast to the first session. The 
husband announced that sexual intercourse had 
occurred daily since the first session a week earlier and 


his wife had enjoyed this more than she had done for . 


many years. She had also been able to perform more 
housework than formerly. She smiled when telling 
how pleased she was with her husband's carpentry. 
Their conversation came to an abrupt halt when he 
remarked how inhibited she still was about sex. The 
wife looked shocked, blushed and remarked, 'It's 
disgusting and dirty to talk about that.' She had 
difficulty in using the words ‘sex’ and ‘breast’ during 
the session, and agreed that she had all her life 
avoided talking or thinking about sex. To overcome 
this avoidance, her next contract was to read 15 
pages daily of a sex manual which her husband had 
bought (Hegeler and Hegeler's An ABZ of Love), 
and he agreed to decorate the kitchen if she did this. 
It was made clear to her that his work was contingent 
upon her reading the formerly abhorrent book about 
sex education. Subsequent sessions were spent in 
reviewing the behaviour that occurred between 
sessions. When the wife stated that her husband had 
a habit of talking to her while doing something else, 
this was pointed out to him, and he contracted to 
spend a definite period (30 minutes) daily in con- 
versation with her without reading the newspaper 
or other distraction. This was set up as a reward for 
the wife's efforts towards sexual intimacy. The 
husband then pointed out his wife's need for pro- 
longed foreplay before she could attain orgasm. He 
could not discuss this with her, as she refused to talk 
about it. She was asked to agree to read the sex 
manual ou the subject of foreplay and then discuss 
this with her husband before the next session. She 
managed to do this and afterwards achieved regular 
orgasms. Most of her contracts requested her husband 
to perform carpentry or decorating the home. 
Eventually her own contracts became related to her 
presenting disability—she agreed to wash and then 
dress herself without her husband's aid. She admitted 
to lessened fear of doing the housework even though 
she continued to have ruminative thoughts (about 
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harm befalling her children) with the same intensity. 
Her inhibitions about sex decreased as she continued 
to explore the new techniques described in the sex 
manual. Their increased physical interaction was 
paralleled by an improved emotional relationship. 
There were six measures of progress in treatment: 
(1) severity of wife's rituals; (2) amount of housework 
wife performed; (3) husband’s carpentry; (4) hus- 
band’s conversation; (5) wife’s time spent dressing; 
and (6) frequency of sexual intercourse. The first four 
were rated on 0-8 linear scales where 8 == maximum 
amount of the activity, In each case the spouse rated 
the partner on the relevant aétivity, e.g. husband 


rated wife on the severity of rituals, 8 indicating the - 


rituals were ‘the worst they have ever been’ and o 
indicating ‘no rituals at all’. ‘Carpentry’ measured 
all husband’s household chores (including carpentry) 
which were requested by his wife, and was rated by 
wife on a 0-8 scale where 8 indicated ‘he does 
everything in the house I request’ and o indicated 
‘he does nothing for me at home at all’. ‘Time dress- 
ing’ was rated by asking the husband how many 
minutes his wife took to dress unaided on the day of 
the rating. ‘Sexual intercourse’ referred to the weekly 
frequency and was rated by both partners together. 


RESULTS 


Figs. 1-2 show that shortly after contract 
treatment began the wife’s rituals decreased 
and she wasted less time dressing, while more 
acceptable behaviours (housework and inter- 
course) increased. Menses were at ‘week 9. 
However, despite the decrease in rituals, the 
obsessive ruminations of harm befalling Her 
children persisted. Rating of this symptom was 
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not practicable, but while before treatment it 
had preceded rituals the ruminations now no 
longer led to rituals and to that extent became 
less troublesome. Fig. 3 shows that the husband 
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spent more time on household chores for his 
wife, and talked more to her, than before 
treatment. During treatment each partner began 
to relate more positively toward the other, 
.and this found expression in both sexual and 
non-sexual ways. At 24 weeks follow-up the 
wife’s improvement in rituals was still main- 
tained, and the frequency of sexual intercourse 
was stabilized at once a weck, despite some 
continuing minor conflicts. 


Discussion 


Single case reports, of course, do not prove 
the value of any treatment method, but they 
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can point the way to possible mechanisms which 
can be tested out in larger numbers of patients 
in systematic designs. Speculation in this*case 
must include at least some of the following 
possibilities. The institution of conjoint contract 
therapy brought the couple together on an 
agreed task, viz. the design of mutually reward- 
ing behaviours from one another. In the reports 
of Stuart (1969) and Liberman (1970), couples 
actually wrote out and signed the contracts they 
agreed to. The couple reported in this study 
gave verbal rather than written assent. This 
commitment to change was essential before 
anything else could be achieved. The discussion. 
of the contract focused attention on specific 
items of behaviour which required to be dealt 
with. Such labelling can of itself be therapeutic 
in people motivated to change. Furthermore, it 
may have been important that the behaviour 
deemed necessary was very explicit and from 
a limited repertoire, e.g. ‘build the kitchen 
cupboards’, not ‘make yourself more helpful’, 
or ‘allow ten minutes fondling of your breasts 
daily’, not ‘have more sex’. Clear specific 
instructions are much easier to follow than 
general directives, given the desire to comply in 
the first place. 

The fact that the couple were shown how to 
become mutually rewarding may have been 
important. Over the years they had ceased 
being sources of satisfaction for one another, 
and this process was remedied by the contract. 
They were also shown that each had to take 
the initiative in changed behaviour without 
waiting for the spouse to change first. They were 
taught to realize that their own image depended 
on what they did, not what they felt. Com- 
munications were restored by coming together 
for treatment sessions and working on a joint 
problem. This may have been facilitated by 
contact with a therapist they trusted. 

An interesting question is the relationship 
between the marital discord and the obsessive- 
compulsive phenomena. A direct attack by 
flooding the thoughts and the rituals had only 
a marginal effect on them, and none on the 
marital discord. Direct treatment of the marital 
disharmony resulted not only in improvement 
in the marriage but also in great improvement 
in the rituals, though not in the thoughts. One 
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could see the rituals as having been partly 
maintained by the control they brought the 
patiént over the husband, though this does not 
explain how they first originated, since the 
rituals began before the marriage, and only 
involved the husband many years later. Fur- 
thermore, the obsessive thoughts continued 
unabated after contract therapy had been 
followed by an improved marital relationship 
and cessation of most of the rituals. It thus seems 
likely that the interaction between the couple 
was more a secondary contributing factor to 
maintenance of the obsessive-compulsive pheno- 
mena, rather than the primary causative agent. 
Nevertheless, it is remarkable how rapidly the 
rituals disappeared when the marital discord 
subsided. 

Looking at the matter in another way, the 
marital disruption seems to have been contri- 
buted to by the wife’s rituals. Certainly the 
rituals were very time-consuming and greatly 
annoyed the husband. When rituals decreased 
after contract therapy, time became available 
for more satisfying behaviour. 

The improvement in sexual relations was 
startlingly rapid, and coincided with a decrease 
in rituals which continued even later when sexual 
relations became less frequent. Sex may have 
reinforced the resurrection of emotional ties, 
and reading books about sex may have been 
helpful by reducing ignorance in a sensitive 
area, as well as having an obvious desensitizing 
function. 

It could be argued that the months of flooding 
and group psychotherapy which preceded 
contract therapy in some way facilitated it. 


CT THERAPY IN OBSESSIVE-COMPULSIVE NEUROSIS WITH MARITAL DISCORD : 


Our data cannot refute this argument, since 
delayed effects are always theoretically possible, 
but we find this unconvincing, because there 
was little sign of change until contract therapy 
began. 

The results in this patient suggest that where 
marital discord complicates obsessive-compulsive 
behaviour (and perhaps other syndromes) and 
the latter does not respond to direct treatment, 
an indirect treatment of the marital problem is 
worth considering. The effective components of" 
contract therapy remained to be worked out in 
future trials. A 
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APPENDIX 


At follow-up one year after completion of treat- 
ment only the wife attended. She stated that her 
husband had suddenly and unexpectedly announced 
that he was leaving her to live with another woman, 
with whom he had been having an affair fôr about 
three months, 'The patient coped well with this crisis 
and her rituals had not returned up to the time ef 
writing, which is two months after the separation. 
Thus contract therapy did not prevent marital dis- 
ruption in the long term, but improvement of obses- 
sive rituals was apparently maintained. 
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Personality Disorder 


Part 1: Record Study* 


By JAY L. LISS, AMOS WELNER and ELI ROBINS 


A diagnosis of personality disorder is com- 
menly used in psychiatry. It is generally agreed 
to refer to a disorder manifested by limited 
adaptive flexibility and certain relatively fixed 
ineffectual modes of behaviour (Ausubel, 1961; 
Brody and Lindbergh, 1967; DSM II, 1968; 
Noyes and Kolb, 1958; Schneider, 1950; Small, 
Small, Alig and Moore, 1970; Walton, Foulds, 
Littman and Presly, 1970). However, of twenty 
or more different types of personality disorders 
only antisocial personality has been differen- 
tiated by rigorous criteria as a distinct diagnostic 
entity (Robins, 1967; Feighner, Robins, Guze, 
Woodruff, Winokur and Munoz, 1972; Robins, 
1966). 

The differentiation of a disorder by standard 
accepted criteria is important for the study of the 
natural history of that disorder and for its 
treatment. The absence of more specific criteria 
for personality disorders is unexpected, in view 
of the fact that maladaptive behaviour consti- 
tutes an important part of these disorders and 
is more easily measurable than is emotional 
disturbance. To arrive at a better understanding 
of personality disorders it was our purpose to 
study the hospital records and follow-up the 
in-patients who had been given a personality 
disorder diagnosis. 


MATERIAL AND METHOD 


Approximately 7,000 patients were admitted 
to Renard Hospital, the psychiatric unit of 
Barnes Hospital and Washington University 
Medical School, St. Louis, Missouri, in the 
years 1967 to 1971, of whom 212 (3 per cent) 
' were discharged with a diagnosis of personality 


* This study was supported in part by NIMH Grants, 
numbers МН 13002, MH 05804 MH 09247 and 
MH 23048. 


disorder other than antisocial personality. The 
information in these patients! records was 
checked, utilizing a list containing 370 items. 
This list of items was based on previous studies 
(Welner, Lis, Robins and Richardson, 1972; 
Liss, Welner and Robins, 1972) and on informa- 
tion in the hospital records reviewed for this 
study, and consisted of (1) 223 psychiatric 
symptoms and signs, (2) 137 variables relating 
to personal information, patients’ non-psychi- 
atric medical history, details about the patients’ 
marital lives and career, age of onset of psychi- 
atric illness, length of illness, age of first psychi- 
atric and index Renard admission, and (3) 15 
other adjectives used to describe ‘the above 
patients (e.g. ‘immature’, ‘dependent’). For 
patients who had been admitted more than 
once the records of all admissions were studied. 

The extracted information available to us on 
each patient was then classified, using the diag- 
nostic criteria designed for research (Feighner, 
Robins, Guze, Woodruff, Winokur and Munoz, 
1972) for the following disorders: depression; 
mania; schizophrenia; hysteria; alcoholism; 
antisocial personality; anxiety, phobic, and 
obsessive-compulsive neuroses; drug depend- 
ency; mental retardation; organic brain syn- 
drome; homosexuality. Schizoaffective illness 
was defined as fulfilling the criteria for either 
mania, or definite or probable depression, and 
in addition having both a thought content 
disorder and a formal thought disorder (Welner, 
Liss, Robins, Richardson, 1972). These 14 
diagnoses will be referred to as the ‘clinically 
established’ diagnoses in this study. 

Special emphasis was placed on careful 
collection of non-criteria symptoms, signs, and 
phrases describing the patients, as it was 
thought that these might prove important in 
making a personality disorder diagnosis. How- 
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ever, for standardization purposes we combined 
identical or very close terms, e.g. tearful—cry- 
ing, range attacks—temper tantrums, feeling 
worthless—self depreciatory, loner—friendless, 
and the like. 

Comparing the information with the diag- 
nostic criteria provided us with two main 
groups: I. A group of in-patients discharged as 
personality disorder cases who could not other- 
wise be diagnosed using the diagnostic criteria. 
II. A group of in-patients discharged as per- 
sonality disorder cases who were diagnosed by 
using the diagnostic criteria. 


PART I: RECORD STUDY 
RESULTS 


(A) The distribution of clinically established 
psychiatric diagnoses for in-patients discharged 
with personality disorder diagnoses 


Of the 212 in-patients who were discharged 
as a personality disorder case, 94 (44 per cent) 
had too few symptoms to fulfil the criteria for a 
clinically established diagnosis (Group I). The 
remaining 118 (56 per cent) of the patients ' 
(Group II) had enough symptoms to fulfil the 
criteria for one or more clinically established 
diagnoses (Table I). 


TABLE I 
The distribution of clinically established psychiatric diagnoses for patients discharged with a diagnosis of personality disorder 


Personality disorders 


Hysteria 
Drug dependency 


| 
| 
| 
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Clinically established diagnoses 
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Passive aggressive personality e 4 4 f — Ii — 23 39 
Emotionally unstable personality .. 5 3 2 ı — = — — — a4 т 36 
Immature personality к I 3 т — а — — — — 6 — 1g 
Personality trait disturbance 8 dis- 
order) ae 1 7 1 4 5 — — Ii — — I 18 — 38 
Inadequate personality 3 з — 1 а — 1 — 1 — — 6 ~ 17 
Character ncurosis .. а * * дшше ЕЕ ї шеш йш, ы: ышт a I er 2 
Schizoid personality — 5 = = — — — 8g — — — 5 г 1g 
Mixed personality traits п — = =- — — = — — — — — — I 
Emotional iramaturity E 4m (Lt. d$ лш. um 1 Без: Иш, б Ош 1 pare 4 
Personality (or character) disorder 3 6 — т 3 4 — — — — — о — 27 
Unspecified personality disorder — — — — 4 — — — — — — 3 — 5 
Hysterical personality = oF 6 — — — i = = — — 8 І 12 
Paranoid personality | — — — — —_— e — — DU =. мд 
Obsessive compulsive personality .. po = iE — — — -— — y — — — 89 
Explosive personality о — p = — — — — — — — — — il 2 
Cyclothymic personality 1 Iı = = — — — — — — — її — 8 
Personality disorder with adolescent 
rebellious reaction з — — ЕК 222: eee ра wae Сү 
Passive dependent personality < — I = i = — — = — — — íi — 3 
Borderline psychotic personality .. І — m "n 
16 37 0 14 22 6 4 3 I I I 94 4 212 
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(B) Demographic data 

Table II presents demographic data of the 
patients diagnosed as personality disorder. There 
were no significant differences between patients 
with insufficient symptoms for a clinically 
established diagnosis (Group J) and those with 
sufficient symptoms for a clinically established 
diagnosis (Group II). 
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(C) General information on illness and gdmisdon 
to hospital 


The mean number of admissions to a psychi- 
atric hospital, the number of patients having 
more than one admission, the mean length of 
illness, and the length of illness of more than 
two years were greater for patients in Group I 
than Group II (Table III). An unexpected 


Taste П 
Demographic information Groups I and II 











Personality Personality 
disorder with disorder with 
insufficient sufficient 
symptoms for symptoms for 
a clinically a clinically 
Total established established 
N = 212 jatric psychiatric Р 
diagnosis di i 
N = 94 N = 118 
Male .. 89 42% 39 41% 50 42% NS 
Female .. 383 s ze. .. 129 58% 55 59% 68 58% N.S 
Black .. i at si A 5 2% 3 3% 2 2% N.S 
White .. js .. 207 98% 91 97% 116 98% N.S 
Marital history unknown ee 2 1% 2 2% о o% N.S 
Never married .. e 104 49% 45 48% 59 50% NS 
Married one or more times .. 106 50% 47 50% 59 50% N.S. 
2 
Tase ПІ 
General information on illness and hospitalizations 
Personality Personality 
disorder with disorder iwth 
insufficient sufficient 
symptoms for symptoms for 
"Total a clinically a clinically 
N = 212 established established P 
N = 94 N = 118 
Mean age of onset . 19* . 19° : N.S.* 
Mean age of index admission (= first do pa тө e 
Barnes) 25:2 + 10:7 29:3 + 12:1 <0'02* 
Mean length of illness (months) 64:9 + 70-0 109:5 -k115:5 <0:01* 
Length of illness 2 years or more .. 153 7295 57 6095 96 81% <o-ort 
Hen ae Ove admissions =4&+ ro 2:5 b 2-7 <0:001* 
«Hospitalizations >I .. 82 34% 21 22% 61 52% <o-oort 


* Student ‘t-test’. 





688 PERSONALITY DISORDER, 


finding was that the age of index admission was 
sign&icantly lower in patients of Group I than 
in those of Group II (Table ITI). 


(D) Psychiatric history not consisting of criteria used 
Sor the clinically established psychiatric 
diagnoses 
The total population for this study presented 
with a relatively high frequency of certain 
psychiatric symptoms that were not included 
in the criteria used for the clinically established 
diagnoses. When the 212 patients diagnosed as 
personality disorder were compared with 256 
patients in a previous study of undiagnosed 
psychiatric in-patients (Welner, Liss, Robins 
and Richardson, 1972), a significantly higher 
frequency of manipulative behaviour, impulsive 
behaviour, temper tantrum and severe marital 
discord was found in the group diagnosed as 
personality disorder than in the undiagnosed 
group. (Manipulative behaviour 19 per cent vs. 
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2 per cent; impulsive behaviour 20 per cent vs. 
3 per cent; temper tantrums 16 per cent vs. 7 per 
cent; and marital discord 78 per cent vs. 50 per 
cent, р < -or for each.) 

A comparison between Groups I and II of 
this study shows a significantly higher frequegcy 
of impulsive behaviour and temper tantrums for 
Group I than for Group II (Table IV). 


(Е) History of suicide attempts : 

A history of suicide attempt was significantly 
more frequent for the 212 patients diagnosed,as 
personality disorder than for 256 control 
patients (40 per cent vs. 27 per cent, p < ‘or). 
Also, a history of suicide attempt was signifi- 
cantly higher in Group I than Group II (51 per 
cent уз. 31 per cent, p < -or). 


(F) Reasons for admission to hospital 


Perhaps the most significant differences be- 
tween patients in Groups I and II were in the 








Taste IV 
Psychiatric symptomatology not consisting of criteria used for the clinically established psychiatric diagnoses 
Group I Group II 
Personality Personality 
disorder with disorder with 
insufficient sufficient 
"Total symptoms for symptoms for ° 
Symptoms or description N = 212 an established an established Р 
psychiatric psychiatric 
N = 94 N = 118 
Manipulative . - "n siyi 4I 1996 22 23% 19 16% N.S. 
Impulsive ; а ee .. 43 20% 26 28% 17 14% <*05 
Immature si A i2 .. BI 10% 12 13% 9 8% N.S. 
Temper tantrums 33 16% 21 22% 12 10% <-05 
Marital discord (pending divorce or 
separation) .. 83/ 78% 401] 85% 49| 73% NS. 
106 47 59 
Rape in childhood .. vs 25 6 3% 4 4% 2 295 N.S. 
Violent behaviour s fa .. 18 8% 12 13% 6 5% N.S. 
Shy, friendless .. 20 996 8 995 12 10% N.S. 
Broken home (loss of parent by death, 
divorce before 10) .. 26 12% 12 13% 14 12% N.S. 
Patient adopted be 2 7 3% 3 3% 4 3% N.S. 
enden? .. a я - 8 496 4 496 4 3% N.S. 
‘Hidden ма A к © 2 1% I 1% I 1% N.S. 
Stuttering : ote 25 E 4 2% I 1% 8 3% N.S. 
Firesetting A = I <1% о 0% І 1% N.S. 
Self-mutilation .. J 2 195 o o% 2 2% NS. 
Passive .. ek 2s I «196 I 1% о о% NS. 
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reasons for admission (Table V). The frequency (G) In-patients who received, in addition to a 
of severe marital discord and of suicide attempts personality disorder diagnosis, a ‘clinically 
> as a cause for admission to the hospital was established’ diagnosis by their attending 
higher for Group I than for Group II, while psychiatrist prior to, during or subsequent to 
psychiatric symptoms as a cause for admission their index admission 
were significantly less frequent (13 per cent) for There were 72 such patients, of whom 16 (22 
Group I than Group ЇЇ (40 per cent). per cent) had insufficient symptoms for an 
v TaBe V 
Reasons for admission to hospital for Groups I and П 
* ` Personality Personality 
disorder with disorder with 
insufficient sufficient 
symptoms for symptoms for 
• Total a clinically a clinically 
ы Reasons for admission to hospital N = 94 established established Р 
psychiatric psychiatric 
diagnosis diagnosis 
N = 94 N = 118 


Marital discord, separation or divorce 
associated with violent or destructive 

















behaviour or mood disturbance .. 18 8% 14 1596 4 3% «01 
° Boy (girl) friend discord associated with 
violent or destructive behaviour or 
mood disturbance .. a т 2 19% 2 2% o 0% N.S. 
Violent behaviour БА zs £x 310 596 5 596 5 496 N.S. 
Destructive behaviour 6 3% 3 3% 3 3% NS. 
Discipline roblems—home and school 16 8% 8 9% 8 7% N.S. 
Digturbed behaviour, other .. 18 8% 4 4% 14 12% N.S. 
Total behaviour disturbance group .. 50 24% 20 21% 30 25% N.S. 
x: Suicide attempts. у e 52 25% 35 37% 17 14% <оо: 
: Suicide communication ae $4 4 296 o o 4 3% N.S. 
Non-psychotic psychiatric symptoms* 
(depression, excessive drinking, drug 
abuse) 57 27% 12 13% 45 38% <: 
Psychotic psychiatric symptoms" (ае. 
sions, hallucinations) I 1% o o% 2 2% N.S. 
Total psychiatric symptoms .. .. 59 28% 12 13% 47 40% < '001 
Somatic complaints* (abdominal pain, 
fainting, ес чыш sei- 
zures) II 5% 4 4% 7 6% N.S. 
Phenothiazine side effect I «196 о 09% І 1% N.S. 
Legal referral .. 7 3% 2 2% 5 4% N.S. 
тз Tllegitimate pregnancy 1 <1% 1 1% ° о% N.S. 
Other 4 2% 3 3% I 196 N.S. 
Unknown 3 1% I 2% 2 2% N.S. 
e Total .. As " i» vs 100% 100% 100% 


à * These specified symptoms include all those recorded. 


established psychiatric diagnosis. Of the remain- 
ing 140 patients, 78 (56 per cent) were un- 
diagnosed because of insufficient symptoms for 
a clinically established diagnosis (p < -oor). 
This significant difference indicates that if a 
patient receives in addition to a personality 
disorder diagnosis a clinically established diag- 
nosis by his attending psychiatrist he is less 
likely to be undiagnosed by our criteria than a 
patient who receives a personality disorder 
diagnosis only. 

Of the 56 patients (of the 72 in this group) 
who were diagnosed by the criteria, 42 (75 per 
cent) had the same diagnosis as the one given by 
the attending psychiatrist (Table VI). 


Discussion 


The diagnoses of personality disorders are 
generally recognized as distinct entities. How- 
ever, in contrast to most other psychiatric 
disorders, there seems in this group to be no 
systematic categorization of symptoms for diag- 
nostic purposes, except for antisocial personality 
(Robins, 1967). We are also unaware of any 
systematic classification to distinguish clearly 
one personality disorder from another. This 
study was undertaken to collect and categorize 
in a systematic way clinical information about 
in-patients given a personality disorder diag- 
nosis and to apply these for a further follow-up 
study. 

In the Department of Psychiatry at Barnes 
Hospital, Washington University, the diagnosis 
of personality disorder is uncommon (3 per cent 
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of in-patients). We thought that this fact made 
this group particularly suitable for our study, 
because such a diagnosis was not made casually, 
and the patients might manifest in a conspicuous 
way common clinical characteristics of persan- 
ality disorder. 

The results showed that the group as'a 
whole differed from a control group in several 
modes of behaviour. Impulsive and manipulative 
behaviour, temper tantrums, suicide attempts . 
and severe marital discord werc significantly 
more frequent in the in-patients diagnosed as 
personality disorder than in a control in-patient 
group. However, we could not differentiate one 
personality disorder diagnosis from the others 
by using symptoms and behaviour patterns; 
the one exception was hysterical personality, 
where one-half of the patients presented with 
multiple somatic and pseudoneurological com- 
plaints and a dramatic complex medical history 
beginning early in life, and therefore were 
diagnosed, by the criteria we used, as hysteria. 

We did find a useful way to divide this 
population into two groups. Group I consisted 
of 94 patients who had too few symptoms to 
fulfil the criteria we used for clinically esta- 
blished diagnosis, and therefore, were assumed 
by us to be less psychiatrically ill. Group II 
consisted of 118 patients who had enough 
symptoms to fulfil the criteria we used for a 
clinically established diagnosis. Group II was 
also distinguished from Group I in that a signi- 
ficantly larger proportion of patients in Group IT 
than in Group I had received at another time a 


Taste VI 


Comparison of clinically established diagnoses with clinical diagnoses given by attending psychiatrists to patients with 
personality disorders 





Attending psychiatrist! clinical 


g 
diagnoses of patients with : * | 
personality disorder diagnoses E ї 

a 
= А щш 
Same as criteria diagnoses 7 2ї 3 
Depression .. zs 2 2 
izophrenia «d 1 I 
Homosexuality 
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psychiatric diagnoses agreeing with the clinic- 
ally established diagnoses we had arrived at by 
our criteria. 

As was expected, patients in Group II had 
significantly more admissions to hospital and a 
longer duration of illness than Group I. The 
two groups had an identical age of onset for 
psychiatric difficulty (age 20). An unexpected 
finding was that Group I, whose members were 
` assumed to be less sick, had a younger age of 
index admission than Group II. 

*The most striking differences between the 
two groups was in the reason for admission to 
hospital. Severe marital discord and suicide 
attempts were significantly more frequent as a 
cause in Group I than Group II; whereas 
psychiatric symptoms as a cause were signi- 
ficantly less frequent in Group I (13 per cent) 
than Group ІІ (40 per cent). 

It may be concluded from this study that 
Group I, the patients who had no clinically 
established diagnosis, and who had all the above 
characteristics (socially disruptive behaviour 
and limited psychiatric symptomatology), con- 
stitute the basis on which in-patients are being 
diagnosed as having personality disorders. In 
addition, it may be possible to consider patients 
in Group ЇЇ as a combination of clinically 
established diagnoses and personality dis- 
orders. 


SUMMARY 


The records of 212 in-patients discharged 
with a diagnosis of personality disorder (other 
than antisocial personality) were studied. The 
total group presented with a significantly higher 
frequency of manipulative behaviour, impulsive 
behaviour, temper tantrums, suicide attempts, 
and severe marital discord when compared with 
“a control in-patient population. 

Ninety-four patients had too few symptoms to 
fulfil the criteria we used for a clinically- 
established diagnosis—Group I. One-hundred 
and eighteen patients had enough symptoms to 
fulfil the criteria for one or more clinically 
established diagnoses—Group II. 

Group I had a significantly lower age of 
index admission, a significantly shorter mean 
length of illness, and significantly smaller 
number of psychiatric admissions than Group II. 
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However, the mean age of onset of the illness 
was the same for the two groups. 

When the reasons for admission were studied, 
the frequency of severe marital discord and 
suicide attempts as causes was significantly 
higher in Group I than in Group II, while 
psychiatric symptoms as causes were signi- 
ficantly less frequent (13 per cent) for Group I 
than Group II (40 per cent). 

It has been shown that if patients, in 
addition to a personality disorder diagnosis, are 
given at any time one of the fourteen diagnoses 
referred to previously as clinically established 
diagnoses by their treating psychiatrist, then 
they are significantly less likely to be un- 
diagnosed by our criteria. 

There was no evidence of an association 
between specific symptoms used to describe 
personality disorders and any particular type of 
personality disorder. There was no association 
between personality disorder diagnoses and 
clinically established diagnoses, except for 
hysterical personality and hysteria. 
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The Personality of Female Prisoners 


By SYBIL B. G. EYSENCK and HANS J. EYSENCK 


* 


The theory has been put forward in Crime and 
Personality (Eysenck, 1964) that criminals are 
‚ characterized by a combination of extraverted 

and neurotic personality traits; put in opera- 
tignal terms, it was suggested that compared 
with a control group of normal (non-criminal) 
subjects they would have higher scores on the 
N and E scales of the MPI or the EPI (Eysenck, 
1959; Eysenck and Еуѕепск, 1964). In the 
second edition of the book the further hypothesis 
was added that prisoners would also be charac- 
terized by high P scores; the letter P refers to а 
third dimension of personality provisionally 
entitled ‘psychoticism’. Earlier investigations of 
the N x E hypothesis have been reviewed in the 
second edition of Crime and Personality (Eysenck, 
1970) and by Passingham (1972); the most 
recent study of both hypotheses is contained in 
two papers dealing with the personality make- 
up of male prisoners (Eysenck and Eysenck, 
1970, 1971). The conclusions to be drawn from 
an examination of the literature are as follows: 
(1) As far as P is concerned, prisoners un- 
doubtedly have much higher scores than do 
various types of control groups. (2) As far as N is 
concerned, most studies show prisoners to have 
significantly higher scores than controls. (3) As 
far as E is concerned, it appears that scores 
sometimes do and sometimes do not separate 
prisoners and controls in the predicted direction; 
it seems that we must distinguish between the 
two main components of E, i.e. sociability and 
-impulsivity (Eysenck and Eysenck, 1969). 
Prisoners are significantly more impulsive, but 
less sociable, than controls. 

Burgess (1972) has pointed out that the 
separate testing for significant differences of E 
and N does not provide a proper test of Eysenck's 
theory, which postulates that prisoners should 
be more frequently in high N-high E quadrant, 
ie. should have scores combining N and E. In 
an ingenious series of analyses, he has taken 
several studies in which separate testing of E 
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and N produced poor differentiation, and 
shown that nevertheless prisoners had a very 
significantly higher number of cases in the 
high N-high E quadrant than did the controls. 
He also suggested the use of the formula: 
h — EXN in order to derive a single score (h 
for hedonism) which would express the essence 
of Eysenck's theory by combining in an un- 
weighted fashion the two elements which are 
hypothesized to contribute jointly to criminal 
behaviour. This score too was found to give 
good differentiation. 

The present study extends our earlier work by 
testing women prisoners and comparing them 
with various samples of control (non-prisoner) 
women on the three personality traits P, E and 
N. As Cowie, Cowie and Slater (1968) have 
pointed out, very much more is known about 
male criminals than about female ones, perhaps 
because there are so many more of them; in any 
case, our survey of the literature has produced 
very little that is germane to the topic of 
personality in female prisoners. In the absence of 
any contrary indications, it seemed reasonable 
to set up as hypotheses to be tested the same 
ones already investigated with male prisoners, 
viz. that female prisoners would differ from 
controls with respect to both P and h, having 
higher scores on both these variables. The 
theoretical considerations which led to the 
setting up of these particular theories will not 
be reviewed here; a full account is given in 
Eysenck (1970). 

The concepts of extraversion and neuroticism 
will be familiar to most readers (Eysenck, 1957, 
1967, 1971); that of psychoticism, although 
introduced as an additional dimension of 
personality soon after the other two (Eysenck, 
1952a, b; Eysenck, Granger and Brengelmann, 
1957), is probably less so. A detailed discussion 
of the meaning and genetic composition of the 
concept is given elsewhere (Eysenck, 1972), 
and the close link between the concept as 
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measured by questionnaire and by clinically 
diagnosed psychosis has been demonstrated by 
Verma and Eysenck (1973). The scales used for 
the measurement of P have gone through a 
series of factorial analyses in order to achieve 
independence from E and N and satisfactory 
loadings and reliability (H. J. Eysenck and 
S. B. G. Eysenck, 1968; S. B. G. Eysenck and 
H. J. Eysenck, 1968, 1969a, 1972); additional 
scales have been produced for the measurement 
of P in children (S. B. G. Eysenck and H. J. 
Eysenck, 1969b; Eysenck, Easting and Eysenck, 
1970). Eysenck (1972) has drawn attention to 
the close genetic relation between psychoticism 
and psychopathy, including criminality; it was 
this genetic relation which suggested that a P 
scale might discriminate between criminals and 
controls. While the nature of this factor can 
only be appreciated by a study of the detailed 
high-loading items defining it, some feeling for 
the factor may be gained by briefly listing some 
of the most important characteristics of high 
scorers as they emerge from such scrutiny; 
(1) solitary, not caring for people; (2) trouble- 
some, not fitting in; (3) cruel, inhumane; (4) 
lack of feeling; insensitive; (5) sensation-seeking, 
looking for ‘arousal jags’; (6) hostile to others, 
aggressive; (7) liking for odd, unusual things; 
(8) disregard for danger, foolhardy; (9) making 
fools of other people, upsetting them. What 
emerges from these admittedly subjective inter- 
pretations of questionnaire responses is a fairly 
congruent picture of an odd, isolated, trouble- 
some person; glacial and lacking in human 
feelings for his fellow-beings and for animals; 
aggressive and hostile, even to near and dear 
ones; trying to make up for lack of feeling by 
indulging in sensation-secking ‘arousal jags’ 
without thinking of the dangers involved. These 
same tendencies emerge also in the sexual field 
(Eysenck, 1970, 1971). There appears to be a 
close relation between P and masculinity; men 
on the average score much more highly than 
women on this factor. (This may be connected 
with the fact that men also show much greater 
criminal tendencies). 


Questionnaire used 
The inventory used in this study has not been 
published, but the actual questions used can be 


traced in the publications mentioned, together 
with factor loadings and other statistical infor- 
mation. There are 24 questions relating to P, 22 
questions relating to E, and 22 questions relating 
to N; questionnaires and key are obtainable 
from the writers. The items are printed in 
random order; subjects are tested individually, 
and no information is given as to the nature of 
the factors measured. The E and N scales are 
very similar to those contained in the MPI and 
the EPI. 


Population tested * 

Our experimental population consisted of 264 
female prisoners in Holloway Prison, London. 
Of these women, two-thirds were over 21 years 
of age, one-third under that age. Two-thirds had 
been sentenced, one-third were on remand. 
Differences on P, E and N were negligible and 
have been omitted in the computations to 
follow. Prisoners were tested without compul- 
sion, in small groups, by a member of the 
Psychology Department. 

There were three control groups in all; these 
have been kept separate in the tables in order to 
overcome some of the difficulties which arise 
from the impossibility of obtaining a properly 
matched sample. These three samples were as 
follows: (1) Random sample. This was a group 
of 357 women approached by a market fesearch 
agency in an attempt to obtain a quota popula- 
tion sample; these women were group tested in 
a special hall hired by the agency. Testing 
included appraisal of advertisements and other 
commercial tasks; the personality inventory was 
included among other types of tests. This group 
approaches a random sample quite closely, 
although the very top and the very bottom 5 per 
cent of the population are probably under- 
represented; we have in the past found that, 
mean personality test scores so obtained agree 
very well with other random samples obtained 
by different methods. (2) The second sample 
was made up of mothers of a random sample 
of schoolchildren; the children had been, 


approached first, in connection with an entirely . 


different research, and the parents were later 
approached and filled in the questionngires. 
There were 577 of these mothers, whose mean 
age would of course be higher than that of the 
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prisoners. (3) The third sample was made up of 
385 students, with a mean age below that of the 
prisoners. This sample included not only 
university students but also students of nursing 
and various other non-academic types of course. 
It was hoped that, while none of these groups 
was identical with the prisoners with respect to 
age and social class, the differences in mean 
scores between the control groups would give a 
rough indication of the importance of these 
factors, compared with the differences between 
all control groups and the prisoner group. In 
addition, a single control group was made up 
from all the women controls tested, such that 
the age distribution and the class distribution 
were not too unlike those of the prisoners; this 
single control group was made up of 264 
women. * 


RESULTS 


Means and S.D.s for the various scales and 
groups are given in Table I; also given for the 


* The phrase ‘not too unlike’ may seem to lack precision: 
As far as age is concerned, there was, of course, no diffi- 
culty in matching the samples precisely. As far as class is 
concerned, however, no great accuracy can be claimed. 
The reason for this is, of course, very simple; rating 
scales for social class are made for men, and do not apply 
at all well to women. Many of the prisoners had been 
prostitutes, often earning far more than a University 
professgr. What social class would one put such girls into 
—compared, say, to a housewife whose father was a semi- 
skilled worker, and whose husband is a very highly paid 
salesman? We know of no way of overcoming these 
difficulties with any degree of exactitude; hence our 
purposely imprecise phrase. The difficulty here en- 
countered was in part responsible for our decision to 
have three separate female control groups; these groups 
are differentiated with respect to social class and age, 
so that any marked effects of these variables could be 
noted. 
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sake of comparison are scores for 1,301 male 
prisoners, for a random sample of 435 males, 
obtained in a manner similar to that used for 
our random sample of females, for a sample of 
534 fathers, and for one of 423 students, these 
last two obtained in a manner similar to that 
used for our samples of females. Our first 
concern is with the P scale scores. The following 
findings are very highly significant: (1) Female 
prisoners have higher P scores than female 
controls; note the close similarity in size of mean 
score between the three control groups. (2) Male 
prisoners have higher P scores than male 
controls; note the similarity in size of mean 
score between the three control groups. (3) Male 
prisoners have lower mean P scores than female 
prisoners. (4) Male controls have higher mean P 
scores than female controls. In other words, 
although generally males have higher P scores 
than females, yet female prisoners have higher 
P scores than male prisoners. This is an un- 
expected finding, but the figures leave no doubt 
about its accuracy. In as far as the high P scores 
of female prisoners go, the results are as pre- 
dicted; it is the fact that the scores are in excess 
even of those returned by male prisoners that is 
surprising. However, it may be noted that 
prison psychiatrists have drawn our attention to 
the fact that female prisoners are psychiatrically 
much more unusual and disturbed than are 
male prisoners; the possibility should be con- 
sidered that crime is so unusual an activity for 
women that only the most unusually high P 
scorers overcome the social barriers involved.* 
* An alternative formulation might be that prison is so 
unusual a sentence for women that only the most unusually 


high P scorers pass through the screening processes 
involved. 


ТАВІЕ І 
Scores on P, Е апа N scales of male and female prisoners and of various normal control groups 
N P E N 
Female prisoners 264 7°55 43°74 11°88+3°85 13'044-4'66 
Controls : 
Ramdom sample 357 2-894-2: 11 11:204-4:28 12:014443 
Mothers 577 2'45+1:96 9:674-4:06 10:761-4:75 
Students 385 2:42 12:11 11:2510-4:14 12:7941-4' 75 
Male prisoners 1,301 6:554-3:16 12:514-3-63 11*3941-4:97 
Controls : 
» Random sample 435 4°52+2°64 13°41+3°88 10:09+4'49 
Fathers 534 3'54_2'40 9:71-E4:22 8:25-E4:57 
Students 423 4:364-2:46 12:28-4-4-07 II 


-24 +457 
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As far as E is concerned, female prisoners 
have higher scores than any of the controls; 
even the students, who are younger than the 
prisoners, score below them, in spite of the 
fact that E scores decline with age. The signi- 
ficance levels of the three comparisons involved 
are respectively -05, oor, and :о5. The 
female prisoners have lower E scores than the 
male prisoners; this sex difference is quite 
common, as can be seen from a comparison of 
the male and female control groups. In respect 
to E, Eysenck's original hypothesis is borne 
out (even though a proper test would of 
course, involve a combination of E and N, 
as already pointed out; such a combined test 
will be presented later on). It should also be 
noted that the E score throws together sociability 
and impulsivity items; the difference would 
presumably have been greater had only 
impulsivity items been considered. 

Concerning N, female prisoners score signifi- 
cantly higher than female controls; the only 
group which approaches the prisoners is the 
student group, and previous work has shown 
that students tend to be particularly high on N 
(see also data for male students). (Significance 
levels are -01, 001, and N.S.) Male prisoners 
too have higher N scores than male controls. 
Females, whether prisoners or controls, have 
higher N scores than males; it is in good accord 
with previous experience (Eysenck and Eysenck, 
1969). Results for N are in good agreement with 
prediction—again with the proviso that N 
tested in isolation from E does not provide a 
proper test of Eysenck's hypothesis. We may 
conclude that, taken in isolation, scores on P, 
E and N discriminate between female prisoners 
and female controls of various kinds, with 
prisoners showing higher P, E and N scores. 
The fact that female prisoners have higher E 
and N scores, taken separately, might seem to 
make it unnecessary to apply Burgess’ quadrant 
test, or calculate his h score, but for the sake of 
interest both these calculations have been 
performed. 

Table II shows the number of cases (N = 264 
for both criminals and controls) in each of the 
four quadrants; scores of 12 and over have 
been used to classify subjects as extraverted or 
neurotic, scores of 11 or under to classify them 
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as introverted or stable. This choice is of course 
quite arbitrary, but gives the most even alloca- 
tion. In each quadrant, values for the prisoners 
are given on top, for controls at the bottom. It 
will be seen that in the critical high N/high E 
quadrant there are 92 prisoners and 67 соп- 
trols; this is statistically significant. In the low 
N/high E quadrant there is no inequality; 
clearly E without N does not lead to greater 
criminal activity. In the high N/low E quadrant 
there is if anything an under-representation of 
criminals; clearly N without E does not lead to 
greater criminal activity. Among the stable 
introverts (low N/low E) also criminals are 
under-represented. These data support Eysenck's 
theory linking criminality with the NxE 
combination. It is worth noting that if we take 
a rather more extreme cut-off point to denote 
this quadrant (N > 18, E > 15), then only 
3 controls qualify, as against 14 criminals. On 
the other side, taking highly introverted subjects 
(score on E < 6), there are 27 controls and only 
5 criminals. Burgess's h scores were also calcu- 
lated for both groups; the means are 157 for the 
criminals and 130 for the controls, a difference 
significant at the p < -oo1 level. "These figures 
bear out the examination of the quadrants; 
criminals tend to congregate in the high N/high 
E quadrant. 


Disausston 


The results of this study do not require 
extensive discussion; the predictions have been 
fulfilled in every case, showing that female 
prisoners are characterized by similar per- 
sonality profiles to male prisoners. Prisoners 
show high extraversion, high neuroticism, and 
high psychoticism; females are characterized 
particularly by their extraordinarily high P. 
scores. It seems clear that female prisoners (and 
male ones in a lesser degree) are psychiatrically 
ill to a marked degree, a fact which is not always 
given sufficient recognition. The N and P values 
of our prisoners (both male and female) are not 
very different from those of our neurotic and 
psychotic hospital populations. Important social 
consequences follow from these findings, but,this 
is not the place to discuss what the consequences 
might be. 
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Taste ЇЇ 
Number of criminals and controls in the four quadrants 
of the extraversion-introversion and neuroticism-stability 
plot. Values for criminals are printed above those for 


controls 
* N 
74 92 
* / / 
84 67 
I E 
41 57 
/ I 
54 59 
S 


It is sometimes objected that findings such as 
those reported here have little practical import- 
ance, particularly as the observed differences are 
less than spectacular. Even at the purely prac- 
tical level such a criticism may not be quite 
correct; in some unpublished work we found 
that recidivist Borstal boys, when compared 
with non-recidivists, had higher P, N and E 
scores, very much as predicted from our theory; 
the test could with advantage have been in- 
corporated in a parole prediction battery. (The 
test was applied during the first period of 
detention, and the boys were followed up for 
, three years.) But it may be a mistake in any 

case to judge scientific research only in terms of 
immediate applicability; we are more con- 
cerned with the underlying theory of anti- 
social behaviour, and would suggest that the 
results should be regarded from that point of 
view. The differences observed are all significant, 
and in the predicted direction; their size would 
be more impressive had corrections been made 
for‘attenuation. The test-retest and the split-half 
reliabilities of the scales lie between ·7 and ‘8; 
this means that the true differences and correla- 
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tions are considerably higher than those re- 
ported. It is these corrected values which are 
important for theory-building, although not for 
practical application. Furthermore, it should be 
borne in mind that the theory involved is not 
one which attempts to account for all criminal 
behaviour; it merely draws attention to one 
facet of such behaviour which has been much 
neglected in recent years. Social factors obviously 
play a part in the causation of criminal beha- 
viour, in addition to personality differences; 
hence it is inherently unlikely that very large 
differences, or very high correlations, would be 
found, even with perfect instruments. The 
results suffice, in conjunction with previously 
reported data, to suggest that personality does 
play a part in this context, and that there are 
lawful relations between crime and personality. 
In view of the many chance factors which enter 
into the determination of criminality, and the 
many other causal factors which are known to 
exist, such an unambiguous demonstration 
should not be rejected because it does not 
necessarily have an immediate practical applica- 
tion. 


SUMMARY 

A study is reported of 264 female prisoners, in 
which they were administered personality 
questionnaires purporting to measure psycho- 
ticism, neuroticism and extraversion. Various 
normal female control groups were also tested, 
and the results compared with questionnaire 
responses of male prisoners and male control 
groups. It was found that female prisoners are 
characterized by high P scores, high N scores 
and high E scores; in all these aspects results are 
as predicted from Eysenck’s theory of criminal 
behaviour. One unexpected finding was the 
discovery of P scores among the female prisoners 
which were in excess of those found among male 
prisoners, although in the control groups, 
females have very much lower P scores than 
males. This finding may be related to the psychi- 
atric observation of much greater instability in 
female than in male prison populations. 
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Personality and Psychosocial Interactions in an 
; Undergraduate Sample 


By RONALD HOWELL, SIDNEY GROWN and R. W. HOWELL 


In this study an attempt was made to relate neurotic than those of the delinquents (Table I). 
pessonality as measured by the Middlesex Table II shows that the female students were 
Hospital Questionnaire (Crown and Crisp, more emotionally unstable than the male. 
1966, 1970) to selected psychosocial charac- Female scores are higher on all sub-tests and 
teristics of undergraduates in residence, the significantly so in four out of six sub-tests. 

* majority of whom were between 18 and 22 There was no consistent trend in score by social 
years of age. Individual questionnaires were class for males or females. In males there was 
` sent out. Just under 50 per cent of the question- no relationship between score and type of pre- 
naires were returned, and the present analysis is university schooling. In females there were three 


based on this sample. reasonably sized groups, and the differences 
between them just failed to reach statistical 
RESULTS significance. Students from Convent Schools 


There were highly significant differences in had the highest (most neurotic) scores, Direct 
all sub-tests except HYS between male students Grant Schools the lowest scores, with Grammar 
and Cockett’s (1969) group of 150 psychiatric- Schools between these. Subjects studied at 
ally normal male delinquents of approximately University and scores on the MHQ had some 
similar age. The scores of the students were less relation: the science group in both males and 














Tasrz I 
: Mean МНО. scores in male students and psychiatrically normal delinquents 
ч F.F.A. PHO OBS SOM DEP HYS 
B Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
118 students .. 42 2:8 25 2:0 55 2:9 311 ж go а 6:5 2:8 
150 delinquents .. 5:9 3:7 45 2:7 6:8 зі 53 31 57 2 71 35 
ee Lid *** AR kkk 
*** Significant at о-оо: level. 
Tas II 
Mean МНО scores for male and female undergraduates 
Е.Е.А, PHO OBS SOM DEP HYS 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
118 males 4:2 2:8 2:5 О 55 29 gi 2:1 30 2:4 6:5 2:8 
189 females 6-5 38 43 29 бг 4o 3:8 27 39 27 67 35 
жж ++? 4 +$ 
Lc * Significant at the 0-02 level. 
. ** Significant at the o-o1 level. . 


*** Significant at the о-оо: level. 
609 
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females tended to have consistently lower (more 
normal) mean scores than those in the arts 
faculty. 


Discussion 

Mean scores 

There is no wholly appropriate control group 
available on the MHQ with which to compare 
students’ scores. However, the comparison with 
the delinquents is interesting. Despite the fact 
that there was no clinically detectable psychi- 
atric abnormality in the delinquent group, 
psychometrically the MHQ demonstrates them 
to be more emotionally unstable than university 
students. EB 


Males and females 

The differences in MHQ scores between the 
sexes suggests that, in our sample, the females 
were more unstable. Such a conclusion should 
not be accepted without corroborative evidence. 
It is conceivable, for example, that there might 
be a factor in the female psychological make-up 
which makes their normal as ‘normal’ as the 
normal male in spite of a higher mean test score. 
Suggestive evidence comes from the study of 
Kelvin, Lucas and Ojha (1965) at University 
College, London. They used the EPI N-scale, 
which correlates significantly with the МНО, 
(Young, Fenton and Lader, 1971). When their 
mixed-sex group of 147 students were sub- 
divided according to clinically assessed emo- 
tional disturbance of increasing severity, these 
subgroups showed increasing mean scores on 
the EPI N-Scale from a normal group (non- 
attenders at the Student Health Association), 
through attenders with physical symptoms only, 
to attenders with psychological problems graded 
into three grades of increasing severity. There is 
some evidence, therefore, that in a student 
sample similar to ours a higher score on a 
neuroticism scale is reflected in clinically 
assessed emotional disturbance. It may be 
suggested, therefore, that the difference in mean 
scores on the МНО in the present study 
between males and females may relate to 
increased emotional disturbance in the female 
subsample. 
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Social class 

No definite MHQ scoring trends were found 
when students were classified by their father’s 
social class. This may be because the sample 
was largely middle class. It is also possible that 
potential conflict will have been overcome 
because of the high proportion of students from 
Grammar Schools where conflicts may have 
been resolved. 


School • 

Among female students there is a suggestion 
which just falls short of statistical significance 
that girls from different schools may show 
different degrees of emotional stability at 
University, as measured psychometrically. If 
this were confirmed taking larger samples from 
both sexes and drawing from all types of schools 
it might further the understanding of the back- 
ground to academic success and failure. 


Faculty 

There seems to be a higher incidence of 
psychological illness in Arts students than in 
Science students. Payne (1969), however, in his 
review of research on student mental health, 
notes that the results of studies haye been 
confusing and conflicting. The differences in 
emotional stability observed between the Arts 
and Science students in our study may reflect 
differences between basic, pre-University per- 
sonality type, selection procedures or course 
requirements. A relevant factor may be that 
Science students have a well-defined career 
structure and prospects; University is seen as 
a period of professional training. For them, 
therefore, there may be less role ambiguity and 
less anxiety. | 


CONGLUSION 

While caution is necessary because of the : 
limitations of our sample, certain suggestions 
emerge from this study. Firstly, when students’ , 
are classified by indices such as sex, social class, 
school and University faculty there may be 
measurable personality differences related to - 
these groupings. Secondly, there arc likely to be 
complex interactions between these indices. 
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Thus, for example, school may be related both 
to social class and to choice of faculty. Thirdly, 
research along socio-cultural lines is necessary to 
further the understanding of student success and 
failure, complementing, as it must do, psycho- 
logjcal research on intellectual, emotional and 
motivational factors. 
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- Adult Psychiatric Patients on whom Information was Recorded 
during Childhood* 


By GRAHAM MELLSOP 


INTRODUGTION 

dt is widely believed that knowledge of an 
adult patient's childhood is of great assistance in 
understanding the development of his illness. 
It has been thought that with advances in the 
understanding of psychogenesis of illnesses, 
where this is a major pathogenetic mechanism, it 
would eventually be possible to predict specific- 
ally who will develop which particular adult 
illness; a further hope would be that these 
adult illnesses could then be prevented. 

A major problem in accepting the validity of 
many current beliefs concerning the relation- 
ship between childhood experiences, behaviour 
and emotionality, and adult illness is that they 
are largely based on the reminiscences of adult 
patients. Longitudinal studies of adult psychi- 
atric patients on whom information collected 
during their childhood is available, can therefore 
make important contributions to our knowledge. 
Such studies are rare. Robins (1966), could 
find only 23 published longitudinal studies 
which commenced with children. Once those 
concerned with non-psychiatric populations, 
with single diagnostic groups, with very small 
numbers or with a follow-up not extending into 
adulthood were excluded, few remained. Subse- 
quently Pritchard and Graham (1:966) pub- 
lished a study of 75 patients seen as children and 
.as adults in the one hospital. 

In Victoria an opportunity presented itself to 
study a large group of adult psychiatric patients 
who had been observed in their childhood by 
psychiatrists. That is, information had been 
recorded on them during their childhood. It was 


. felt that this population provided an exceptional 


opportunity for observing the natural history of 


child and adult psychiatric illness and to do a 


* From the Institute of Mental Health Research and 
Postgraduate Training, Parkville, Victoria. 
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longitudinal study, utilizing the case histories of 
these patients. 

The study of the child population, its risk of 
adult illness and predictors of prognosis, has 
been published elsewhere (Mellsop, 1972). 

This presentation will describe the method- 
ology and results of the second stage of this work. 
The aims of this stage were to delineate: 

(1) The type of psychiatric morbidity which 
child psychiatric patients develop in adulthood. 

(2) Which childhood illnesses, if any, are 
particularly associated with certain common 
adult psychiatric syndromes. 


PATIENTS AND METHODS 

During the decade 1945—1954 inclusive, 3,370 
children born before 1946 presented to the 
Department of Psychiatry of the Royal Chil- 
dren’s Hospital, Melbourne. By the end of 1969 
there were over 100,000 adult names on the 
Central Patient Register of the Victorian Mental 
Health Authority. With assistance from the 
staff of the Victorian Marriage Register these 
two lists were compared and those names 
common to both were selected. Of these 406 
names, two out of every three (284) were ran- 
domly selected as the cohort; that is, they had 
been child psychiatric patients and at some later 
time had become adult patients. This allowed a 
15-25 years follow-up on persons whose age by 
the end of 1969 would be in the range 25-39 
years, since they could not have been above 
14 years old in 1945. 

The adult case histories of the 284 persons 
common to both registers were sought, and of 
these 227 (80 per cent) were located. The 
majority of those not found were from one 
particular hospital whose records had been 
relocated two years before this study and were 
thought to have been inadvertently destroyed. 
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The following information was extracted 
from these adult case histories, in a uniform 
manner: Name, date of birth, occupation, 
educational status, marital status; date of first 
adult admission, number of subsequent ad- 
missions, total period of in-patient treatment; 
duration of symptoms prior to adult presenta- 
tion; types of symptoms in first and subsequent 
admissions; treatments received; diagnosis 
according to the Victorian Mental Health 
Authority’s adaptation of the Eighth Inter- 
national Classification of Disease (made from 
the case notes by the author). A note was made 
of any reference to childhood psychiatric 
problems or to childhood attendance at a 
psychiatric clinic. 

This information was then collated to 
delineate and describe the adult population. 
The childhood information had been previously 
extracted on a blind basis, in that the worker 
was not aware at the time whether or not that 
child was destined to become an adult patient. 
Details of this methodology and the type of 
data extracted have been reported previously 
(Mellsop, 1972). The childhood diagnoses were 
made according to the glossary provided for the 
tri-axail classification (Rutter et aL, 1969). 


Social class was assigned according to parental 
occupation, where this was available, by the 
method of Krupinski and Stoller (1968). The 
childhood data were then grouped according to 
adult diagnosis, and childhood correlates of 
adult status were sought. Detailed analysis was 
then performed only on those adult diagnostic 
categories with more than 20 members. 


RESULTS 

1. The adult population 

The distribution of the adult diagnoses is 
recorded in Table I. More than half (58 per 
cent) the females and almost half (38 per cent) 
the males received the diagnosis of mental 
subnormality. Personality disorder was the 
second largest group. Schizophrenia and alco- 
holism were more prominent in the males. The 
neuroses were more prominent in the females, 
in whom they accounted for almost one-fifth. 
The numbers in the categories ‘alcoholism’ and 
‘other’ were not sufficiently large for meaningful 
analysis and will not be considered in further 
detail. 

The mean ages of onset of childhood symp- 
toms and ages at childhood presentation are 
recorded in Table II. The mean ages of each 


TABLE I 
Numbers and percentages in various aduli diagnostic categories * 
Mental Schizo- Personality 
subnormality — phrenia disorders Neuroses Alcoholism Other 
N % N % N % N % N % N % 
Male (153 = 100%) 58 38 19 13 43 28 II 7 8 5 14 9 
Female (74 = 100%) 43 58 7 10 4 5 13 17 о о 7 10 
Total (227) .. IOI 45 26 II 47 2I 24 II 8 3 21 9 
Taste II 


Mean ages at onset and presentation of childhood and adult illness according to adult diagnosis 


Total Sub- 


Schizo- Personality 


Age (years) population normal phrenia disorder Neuroses Alcoholism Other 
Childhood illness: : 
Onset — .. .. 2:9 i5 3:7 44 5:3 4 2:9 
Presentation : 72 6-6 T3 8:1 8-2 T4 72 

Adult illness: 
Presentation 19:9 15:3 22:6 23:1 23:4 26:5 22*6 
Time of study 30-1 28:9 30-1 30.2 30:5 34-6 33:5 
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group at the time of their adult presentation to 
the Victorian Mental Health Authority and at 
the time of data collection are also noted in 
this table. The mentally subnormal presented 
younger and the alcoholics older than the 
remainder. The mean time from childhood 
presentation to adult data collection was 26 years. 

Seventeen per cent of the adult population 
had been out-patients, 53 per cent had been 
‘admitted to hospital and discharged, and go per 
cent remained in hospital at the time of study. 
This 30 per cent largely (63 of 67) comprised 
mentally subnormal patients. 

None of the mentally subnormal had ever 
been married. Eighty-eight per cent of the schizo- 
phrenics, 64 per cent of those with personality 
disorders, 46 per cent of the neurotics and 25 per 
cent of the alcoholics had never married. 

The percentage frequencies of the childhood 
problems or referrals being recorded in the 
adult histories are set out in Table III. The 
mentally subnormal were most likely to have 


* 75 
had this information recorded, and the alco- 
holics least likely. In all groups childhood 
problems were more frequently recorded than 
childhood referral. 


2. Fragmentation of childhood diagnostic groups 

The numbers and percentages of various 
childhood diagnostic groups to receive certain 
common adult diagnoses are indicated in Table 
IV. Only 6 per cent of childhood adaptation 
reactions received a diagnosis of neurosis in 
adulthood. Specific developmental disorders 
contributed predominantly (53 per cent) to 
adult personality disorders. This adult diagnosis 
also accounted for most (70 per cent) of the 
childhood disorders of conduct. Children labelled 
as neurotic contributed evenly to most adult 
categories. Those regarded as having abnormal 
personalities continued to receive this label in 
adulthood, or became recognized as intellectu- 
ally subnormal. Mental subnormality was the 
most consistent diagnosis, in the sense that in 


Tase III 
Percentage frequency of recording of childhood problems or referrals in adult case histories 




















Mental Schizo- Personality 
Childhood subnormality phrenia disorder Neuroses Alcoholism Other Total 
ы % % % % % % % 
Problem noted 92 38 34 29 о 48 59 
Referral noted 36 19 13 8 о 24 24 
ТАзгк IV 
Ultimate adult diagnosis of particular childhood diagnostic categories 
Childhood diagnosis on tri-axial classification 
Adult Specific 
iagnosis Adaptive develop- Conduct Neurotic Personality Mentally 
reaction ment disorder disorder disorder subnormal Other 
disorder 
No. % No % No % No % No % No % No % 
Neurosis ха TEX. 6 I 5 о о 11 28 I 6 2 2 6 32 
Personality disorder.. 12 24 10 53 6 70 9 22 5 32 4 5 I 5 
Schizophrenia 6 г 3 16 I IO тї 28 ї 6 1 2 3 16 
Subnormal 18 35 I 5 I 20 6 25 8 50 59 ёг 8 42 
Other I2 24 4 РІ I IO 3 7 I 6 7 I0 I 5 
Totals . 51 100 19 тоо 9 тоо 40 тоо 16 тоо 73 тоо 19 тоо 
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more than бо per cent of the children regarded 
аз Such this remained the primary diagnosis in 
their adulthood. 


3. Childhood correlates of adult illness 


When the childhood data were compared 
between different adult categories there was 
considerable overlapping between most vari- 
ables. The childhood clinical diagnoses were 
compared with those of adulthood in Table V. 
Subnormal adults were most often subnormal 
children, though in 37 per cent this diagnosis 
was only made at the adult presentation. The 
largest group of adult schizophrenics had been 
diagnosed as neurotic in childhood. Adult 
neurotics were hardly more likely to have been 
regarded as neurotic in childhood than the 
adult schizophrenics. Adults regarded as having 
a personality disorder were not concentrated in 
any particular childhood diagnostic group. 
Notably, childhood conduct disorders were 
not strongly associated with adult personality 


disorders or schizophrenia. Children diagnosed 
as suffering from an adaptation reaction were 
not prominent amongst the adult neurotics. 

When the adult diagnostic groups were com- 
pared according to reason for childhood referral 
(Table VI), certain trends were apparent. 
Subnormal patients were most often referred 
because of mental or physical handicaps, 
though almost one-fifth were only recognized 
because of their difficulties in handling the 
educational system. The most common reason 
for the referral of future schizophrenic patients 
was concern about their behaviour at home. 
Behaviour in society was, marginally, the most 
common reason for the childhood referral of 
adults destined to be later diagnosed as having 
personality disorders. Symptoms regarded as 
‘medical’, in the sense that they were regarded 
as the proper field of activity of the medical 
profession, were the most common reason for 
the childhood attendances of future neurotic 
patients. 


TABLE V 
Numbers and per cents of adult diagnostic groups with various childhood diagnoses 
Childhood diagnosis 
Adult 
diagnosis 
Adaptation Development Conduct 
Subnormal reaction Neurosis disorder disorder 
No. % No % No % No % No 96 
Subnormal (101 = 100%) .. .. 62 63 19 19 7 7 2 2 9 9 
Schizophrenia (26 = 100%) I 4 6 23 13 50 4 15 2 8 
Personality disorder (47 = 10%). wie uk 9 12 26 9 19 10 22 II 24 
Neurosis (24 = 100%) . ew 2 8 3 12 13 54 о o 4. 
Taste VI 


Numbers and per cents of adult diagnostic groups in various childhood referral categories 


Educational Behaviour 





Childhood referral category 


difficulties 


in society 


Adult 

diagnosis Behaviour 

at home 

No % 

Subnormal (101) . 2. .. 16 16 
Schizophrenia (26) +. 10 38 
Personality disorder = (47) e 9 I9 
.. 5 2I 


I9 19 5 5 8 8 49 49 
8 I2 I o o 6 „25 
5 II I2 26 5 II 9 19 
3 12 o o 9 38 5 Rr 





Neurosis (24) 


e* 


BY GRAHAM MELLSOP 




















Taste VII 
Percentages of adult diagnostic groups with certain childhood symptoms ° 
Area of childhood symptoms 
Adult А 
diagnosis School Conduct Sleep Abnorm. Eating 
. Neurotic perform- Speech disturb- disturb- of behav- Toilet 
symptoms ance problems ance ance speech iour problems 
% % % % % % % % 
Schizophrenia 
(26) 35 31 27 42 4 27 15 8 
Personality 
disorder (47) 42 47 2I 57 I9 2I 8 I5 
Nefirosis (24) 7I 37 25 46 4 25 16 I2 
All adult 
diagnoses 47 40 24 61 II 24 12 12 


In the total adult group, the most prevalent 
childhood symptoms involved conduct. When 
the mentally subnormal were excluded child- 
hood neurotic symptoms were the most frequent 
(Table VII). This was largely due to their 
prominence in future adult neurotic patients. 
The next most prominent, poor school perform- 
ance, was more evenly distributed according to 
adult diagnosis, though together with disturb- 
ance of conduct it figured prominently in 
patients diagnosed as suffering from personality 
disorders in adulthood. Conduct disturbance 
was alsosthe most prevalent childhood symptom 
in the adult schizophrenic patients. Childhood 
toilet, sleep and eating problems were in- 
frequently recorded in all adult diagnostic 


ups. 
The childhood social class distribution of the 
future adult patients is shown in Table VIII. 
| Taste VIII 
Childhood social class based on parental occupation 
distribution, compared between adult diagnostic groups 











Childhood social class 
Adult Professional, 
diagnosis managerial, Tradesmen Semi- 
- eri and skilled 
and skilled and 
è commercial workers unskilled 
Schizophrenia 4 II 9 
Personality 
disorder 2 15 25 
Neurosis 5 її 8 











No difference was apparent between future 
schizophrenic and neurotic patients. There was 
a significant (р < 0:05) trend for patients 
destined to develop personality disorders to 
come predominantly from the lowest social 
class 


There were no differences between the adult 
diagnostic groups when the parental constella- 
tions were compared; that is, the prevalence of 
‘broken homes’ was similar in all groups. The 
amount of psychiatric attention in childhood, as 
reflected in the number of clinic attendances per 
child, was similar for all the adult groups. 

The third axis of the tri-axial classification, 
used to categorize the childhood presentations, 
is concerned with ‘associated and aetiological 
factors’. The distribution of these did not differ 
markedly between the non-subnormal adult 
groups. In particular, there were no significant 
differences in the recorded prevalences of ‘major 
environmental’, ‘social’, ‘material’, ‘emotional’ 
or ‘attitudinal’ factors, during childhood, be- 
tween any of the adult groups. Childhood disease 
or disorder of the central nervous system was 
more frequent (p < o-oor) in the adult sub- 
normals than in the other diagnostic groups. 


DISCUSSION 
This study was based on the case histories of 
227 psychiatric patients seen in childhood by 
one facility, and in adulthood, an average of 15 
years later, by another. Associations between 
features of the childhood presentation and the 
adult diagnosis were sought. The childhood 
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information was extracted by the author who 
didenot at that stage know whether or not that 
child had become an adult patient at all, let 
alone with what diagnosis. When reviewing the 
adult histories the author knew only that each 
person had been a child psychiatric patient. 
It was hoped that these measures, and the 
fact that the childhood information had been 
initially recorded long before the patients’ adult 
presentations, would reduce the influence of 
bias and preconceptions in seeking predictors of 
the type of adult illness. 

The description of the adult population 
indicates that it is typical and representative of 
the total patient population cared for by the 
Victorian Mental Health Authority (Krupinski 
and Stoller, 1972); this particularly with respect 
to the diagnostic, sex and marital patterns. 
The demonstration that childhood referrals were 
infrequently reported, even in the presence of 
recorded childhood difficulties, is doubtless 
influenced by the degree of fastidiousness with 
which the adult histories were or were not 
taken. However, as this information was so 
frequently noted for the subnormals, it is 
likely that patient attitudes and memory 
influenced this statistic. 

The findings with respect to the ultimate 
diagnoses prominent in the various childhood 
diagnostic groups are somewhat unexpected. 
In their interpretation, account must be taken 
of the demonstration that all childhood psychi- 
atric illness is associated with a marked increase 
in the risk of adult psychiatric morbidity 
(Mellsop, 1972). Childhood adaptation reac- 
tions and neurotic disorders may have been 
expected to contribute much more prominently 
to adult neurosis, and less prominently to 
personality disorders, schizophrenia, and even 
subnormality. The close association of disorders 
of conduct and personality with similar diag- 
noses in adulthood is expected and is consistent 
with the work of Robins (1966). She also, 
however, found schizophrenia to be a promi- 
nent adult diagnosis among such children. In 
the current work, neurotic children contributed 
a larger proportion of their number to adult 
schizophrenia than did any other childhood 
group. Specific developmental disorder contri- 
buted very largely to the adult personality 


disorder group. The mentally subnormal con- 
tinued to be recognized as such. 

Comparing the childhood data between the 
adult diagnostic groups, considerable overlap 
was present on most variables recorded, though 
statistically significant differences did appear. 
As indicated above, intellectual subnormality 
was a relatively consistent diagnosis longitudi- 
nally. Neuroses in childhood were prominent 
precursors of adult neuroses and schizophrenia; 
childhood conduct disorders were not parti- 
cularly associated with schizophrenia or adult 
personality disorders. This contrasts with ‘the 
findings of Robins (1966) that children exhi- 
biting antisocial behaviour, who were not 
referred to the Courts were particularly likely 
to develop schizophrenia in their adult life, 
and with the similar findings of Morris st al. 
(1956) in children with aggressive behaviour 
disorders. 'T'hese two studies followed up selected 
groups of children in whom neurotics were not 
prominent. Gardner (1967) found that, in 
males, childhood neurotic presentations were 
strongly associated with adult schizophrenia. 
The present findings are also consistent with 
those of Pritchard and Graham (1966); they 
found that adult neurotics had been childhood 
neurotics, adult personality disorders came from 
all childhood groups, and adult schizophrenics 
had frequently been delinquent or *neurotic 
children. 

Other studies have not analysed the reasons 
for childhood referral separately, as has been 
done here. The prominence of parental concern 
about mental and physical handicaps in the 
intellectually subnormal is probably largely due 
to the influence of this on selection for institu- 
tionalization and to the prominence of central 
nervous system disease in ‘pathological’ (Pen- 
rose, 1963) mental defectives. The prominence 
of medical symptoms in the future neurotics and 
of disturbed ‘behaviour in society’ in those 
destined to develop personality disorders is 
consistent with the corresponding childhood ° 
diagnostic categories of neurosis and conduct 
disorder. The concern the parents of future, 
schizophrenics exhibited about their children’s 
behaviour at home is of interest; it contrasts 
with reports which have associated difficulties 
in society, exemplified by poor peer relations 
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(Roff, 1963; Frazee, 1953), with later schizo- 
phrenia, and is consistent with those studies 
which found no such relationship (Morris et al., 
1954). 

When the symptoms elicited by the child 
psyehiatrists were considered, some further 
points emerged. The neurotic child—neurotic 
adult natural history received further support; 
the plethora of symptom types in adult per- 
sonality disorders also received further support; 
disturbances of conduct became much more 
apparent in the adult schizophrenic group, as 
might have been expected (O’Neal and Robins, 
1958). The low prevalence of childhood toilet, 
sleep and eating problems in all adult patients, 
including neurotics, is of interest in the light of 
the psychoanalytic theories of adult illness, and 
confirms the work of Oleinick et al. (1966). 
The unimportance of childhood social class in 
determining adult diagnoses, and the similar 
distribution of ‘broken homes’ in all adult 
diagnostic groups, is also consistent with pre- 
vious work (O’Neal and Robins, 1958). 

The finding that the mean number of child- 
hood attendances was similar for all adult 
groups suggests that the psychiatrists’ assess- 
ments of the child treatment needs are totally 
random when compared with adult prognosis. 
This is, consistent with Eisenberg's opinion 
(1969) that decisions on the ‘suitability’ of 
particular children for treatment were not 
based on the patients’ true psychiatric needs. 

The significance of the demonstration of an 
excess of central nervous system disease or 
disorder in the subnormal patients has been 
discussed above. The failure of the third axis of 
the tri-axial classification to reveal any differ- 
ences between the adult categories is surprising 
and must be regarded as a point against the 
heuristic value of this classification. 


CONCLUSIONS 
This work has demonstrated the dependence 


` of results on methodology and raw data type. 


Different conclusions could be reached from 


‘computing the fate of childhood diagnostic 


groups or the contributors to adult diagnostic 


.groups. In both cases the findings depend on 


whether symptoms, reason for referral or 


' . diagnosis is regarded as the important datum. 
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However, certain results stood out: 

(1) Intellectual subnormality is a longitu- 
dinally consistent diagnosis. 

(2) Children with specific developmental 
defects, conduct or personality disorders are 
particularly likely to be diagnosed as suffering 
from a personality disorder in adulthood. 

(3) Childhood neuroses contribute to all adult 
diagnostic groups; notably to schizophrenia. 

(4) Social class and parental constellation in 
childhood exert little influence on adult psychi- 
atric status. 


(5) Childhood toilet, sleep and eating 


. problems are not closely related to adult illness, 


including neuroses. 

(6) Much childhood psychiatric illness is not 
benign, and childhood treatment decisions are 
not closely related to the natural history of the 
illness. 
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ABSTRACT 


• 


An Increase of Anorexia Nervosa in а University Population 


Я Ву MAY DUDDLE 


This paper draws attention to an increase in the 
number of cases of anorexia nervosa presenting at a 
University Student Health Centre in the last few 


years. 
. 


PATIENTS AND METHODS 

The patients were students at Manchester Uni- 
versity who attended at the Student Health Centre 
during the period from 1966 to 1972 and were 
referred for psychiatric assessment. They were all 
seen by the same psychiatrist, who used the diag- 
nostic criteria laid down by Dally (1969), namely: 
loss of weight amounting to at least 10 per cent of 
previous body weight with active refusal to eat, 
amenorrhoea of at least three months’ duration, no 
evidence of psychosis or organic illness, and onset 
between 11 and 35 years. 

There were 23 patients, one of whom was male, 
and their births were spread evenly over the years 
1949-1953. Their personalities varied, but 21 had 
definite obsessional traits, 6 patients came from 
homes broken by divorce or parental deaths and 
6 gave a history of mental illness in close relatives; 
4 were only children. Twelve of the students gave a 
history of obesity, sturdiness or excessive size as 
children. 

Academically these students did. well, often exhi- 


biting an obsessional work pattern. Of all examina- 


tions taken, including terminal and final examina- 
tions, only one student failed on one occasion and she 
was successful at a resit examination. Three students 
dropped out of University for a time, but all the others 
carried on with their careers, although four were 
admitted to hospital for short periods and two to the 
University sick bay during their time at University. 

For purposes of comparison the following table 
gives the incidence of all psychiatric disorders seen in 
the years 1966-1972. 

The number of cases of anorexia nervosa increased 
sharply from none in 1966/67 and 1967/68 to thirteen 
ih the session 1971/72, there being no coincidental 


'change in the pattern of other diagnoses, These 


figures are highly significant (p less than 0:001). It 


seems unlikely that cases were missed in the preceding 


years, since most of these patients were at some stage 
obviously ill; several were referred by tutors or 


лі 


Tape 
Diagnosis of students referred for psychiatric assessment 


Year of entry 1966 1967 1968 1969 1970 1971 





Anorexia nervosa о © © I 2 7 13 
Schizophrenia 8 5.5 5 6 7 
Manic depressive 4 5 4 4 3 5 
Personality 

disorder .. 20 19 23 25 20 21 
Neurotic de- 

pressive reaction 21 16 15 27 15 13 
Other neurotic 

reactions .. 20 22 21 25 20 21 
Sexual problems 16 19 15 I1 12 21 
Unclassified . . 9 10 11 10 8 6 
No psychiatric 

disorder .. 6 4 3 10 8 7 
Total .. 104 100 98. 119 99 118 


wardens of halls of residence who had become 
worried by their emaciated appearance. 

It could also be suggested that the apparent increase 
is due to an increased proportion of females in the 
University population; however, although the total 
student population at Manchester has increased by 
10-15 per cent the sex ratio has remained virtually 
unaltered. Other writers have noted an increasing 
prevalence of the disease in recent years, and Meyer 
(1971) has suggested that the. phenomenon might 
be due to the emancipation of women and to the 
increasing number of professional women who are 
mothers. In this series nine of the fathers were from 
professional classes and five from other middle-class 
occupations, but none of the mothers was known to 
be working full time in a professional capacity. 


Discussion 

The students in this study were all born in the 
years 1949 to 1953, after the severe rationing of the 
Second World War. Civilian restrictions were not 
entirely lifted until 1954 and it seems probable that 
there was some increase in the quantity of food 
taken by both mother and child’as the restrictions 
were removed. At the same time patterns of infant 
feeding were changing drastically from the rigid 
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three to four hourly schedules of the inter-war years 
to a regime of feeding on demand, that is, whenever 
the child cried. 

Crisp (1965) showed ап association between 
anorexia пегуоѕа and efficient early feeding as 
indicated by prolonged breast feeding or bottle 
feeding from the start. It has been suggested 
(McCance, 1962) that a high growth rate associated 
with a high nutritional level in the first few weeks of 
life in small mammals, during which imprinting of 
nutritional experience occurs, is associated with 
pubertal and adolescent obesity, and it may be that 
a similar mechanism occurs in humans leading 
to obesity in adolescence, which in turn may pre- 
cipitate anorexia nervosa in vulnerable personalities. 


AN INGREASE OF ANOREXIA NERVOSA IN A UNIVERSITY POPULATION 


If there has been a true increase in cases of anorexia 
nervosa in the general population in this age group it 
is suggested that one factor might be the increased 
nutrition received by them in early childhood. 
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A Trial of Bendrofluazide in Depression 


. 


- ABSTRACT 
e 


By DAVID WHEATLEY 


There is evidence that depression may be associated 
with retention of sodium, and on recovery electrolyte 
changes return to normal (Shaw, 1966; Elithorn et al., 
1966). In the premenstrual syndrome, psychiatric 
symptoms commonly occur, particularly depression; 
together with fluid retention. Thiazide diuretics, 
which cause excretion of water, potassium and 
sodium, are an effective form of treatment of the 
syndrome. In consequence, it would seem logical to 
assess the effects of a thiazide diuretic given to 
depressed patients. 


Meruop 


Since it would be unethical to withhold anti- 
depressant medication from unsupervised depressed 
patients seen in general practice, the trial was a 
double-blind comparison between. bendrofluazide 
(5 mg. t.d.s.) given with amitriptyline (25-50 mg. 
1..5.) and placebo with amitriptyline (25-50 mg. 
t.d.s.). The choice of treatment was determined by 
random selection. It was hoped that, if bendro- 
fluazide exerted an antidepressant effect, this would 
be manifested either by a lower proportion of patients 
requiring | the higher dose of amitriptyline when 
bendrofluazide was given, or by a more rapid and/or 
complete antidepressant effect when the two drugs 
were given in combination. 

The trial included any case of depression, acute or 
chronic, provided that symptoms had been present 
for at least one week. Results were assessed initially, 
and at one, two, and three weeks, using defined 
global assessments (Wheatley, 1973) and Hamilton 
depression scales. 

Altogether 75 patients were treated, and on break- 
ing the code it was found that 37 had received bendro- 
flnazide with amitriptyline whilst 38 had received 
placebo with amitriptyline. A number of items of 
patient data were recorded (Wheatley, 1973) and 
the two treatment groups matched one another very 

‚ well, except that the group treated with bendro- 
fluazide-|- amitriptyline contained a higher proportion 
of patients with no previous attacks, and conversely 
“ће group treated with amitriptyline alone contained 
a higher proportion of patients who had had numerous 
previous attacks. This difference would have favoured 
‘the combination treatment. On the global ratings, 


713 


initially, in the group treated with bendrofluazide -+ 

amitriptyline there wert 7 severe cases, 21 moderate 

and д mild, as compared to 9 severe, 20 moderate, and 

9 mild in the amitriptyline group. The mean initial 

Hamilton score in both groups was 18-9 respectively. 
Exsurts 


The changés in the mean Hamilton scores are 
shown in the following diagram: 


—-Bendrcefluazide +Amitriptyline 
----Placebo + Amitriptyline 


— d N 
л c mm о 





Mean Hamilton Score 


WEEKS: 


1st. 2nd. 3rd. 


Very similar results were also recorded on the 
global ratings. 


Side effects and dosage 

The smaller dose of amitriptyline (25 mg. t.d.s.) 
was used in 21 cases on the combination, as com- 
pared to 22 on amitriptyline alone, whilst the larger 
dose (50 mg. t.d.s.) was used in 12 cases each with the 
two preparations respectively. ‘This information was 
not recorded in the remaining 5 cases. There were no 
side-effects in 19 cases (52 per cent) on the combina- 
tion, as compared to їе cases (50 per cent) on ami- 
triptyline; side effects being very similar in respect of: 
incidence, nature and severity in both treatment 
groups. 


CONCLUSIONS 
It was concluded that combining bendrofluazide 
with amitriptyline did not result. in any enhanced 
therapeutic effect in these depressed patients. How- 
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ever, it is not known whether there is any interaction 
between bendrofluazide and amitriptyline that might 
preduce an adverse therapeutic effect. Therefore, 
there is still a possibility than bendrofluazide alone 
might exert an antidepressant effect. In view of the 
completely negative results recorded in this trial, such 


a study could only be justified with supervised - 


patients in hospital. 
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. Clinical Aspects of Dementia 


By JOHN PEARCE, M.D., M.R.C.P., Consultant Neurologist, Hull Royal Infirmary, 
Yorkshire. With chapters on CLINICAL PSYCHOLOGY AND EPIDEMI- 
OLOGY by EDGAR MILLER, B.sc., M.PHIL., Lecturer in Clinical Psychology, 
University of Southampton. With a foreword by J. №. WALTON, T.D., M.D., D.SC., 
F.R.C.P., Professor of Neurology and Dean, University of Newcastle upon Tyne. š 





This new book approaches the dementias from an essentially clinical 
point of view, and material is presented in the order in which it would 
be encountered in practice. Thus there is first a description of the 
preliminary assessment of the patient, and this is followed by a detailed 
clinical description, diagnosis, psychological testing and other investiga- 
tions, pathology and management. Recent scientific developments are 
discussed whenever relevant and so provide a rational basis for diagnosis 
and management of the patient. Psychological testing is an important 
part of diagnosis, and the text includes an illuminating chapter on this 
subject—an essential study for physicians who have to deal with the 
organic psychoses. 


The authors concentrate on the presenile dementias, for these are 

relatively common, pose most problems of management, and are the 

most susceptible to cure or improvement. This book, which will interest i: 
the student neurologist and psychiatrist, also contains much that is 

essential for the geriatrician and general physician who is so frequently 

faced with the management of patients with dementia. 


Contents: 


Foreword by Professor J. N. Walton|Preface| Aspects of ageing: outstanding 
problems of dementia| Epidemiology|Clinical description of | dementia] The 
dementing diseases/ Differential diagnosis| Neurological signs in dementia] 
Radiological, EEG, cerebral blood flow and other methods of investigation] 
Neuropathology of dementia; Psychological testing| The psychological changes 
in dementia] Nosology| Management of demented patients Index. 





1973 lst edition 142 pp 12 plates, 15 figures £3.00 
BAILLIERE TINDALL ; 


. 7/8 Henrietta Street London WC2E 8QE 


н, 


€ 


Brit. J. Psychiat. (1978), 128, 715-17 


A Ten Years’ Review of the Functioning of a Psychiatric 


Day Hospital 


By E. М. FOTTRELL 


Psychiatric Day Hospitals are likely to play 
an important role in the development of com- 
munity psychiatry. Although they have existed 
in Britain for approximately 25 years, there is 
much that remains unknown about them. 
The present is a report of the functioning of a 
Day Hospital over a period of ten years. Stress 
is laid on (a) the source of patient referrals; 
(b) the diagnostic categories of the patient, and 
(c) the follow-up of patients after discharge. 

The Day Hospital is within the grounds of 
Belmont Psychiatric Hospital, Sutton, Surrey. 
Day patients have access to all forms of treat- 
ment, organic and psychotherapeutic, available 
to in-patients. The Day Hospital opened in 
May of 1961 and served primarily the local area 
of Sutton, but from the beginning did accept 
patients from a wider area as well. A strict 
catchment area criterion was not applied in 
assessing whether or not a patient should be 
admitted, and there was no strict upper or 
lower age limit. In the ten-year period there 
has been a total of 36,686 patient attendances, 
with a yearly average of 3,668, and an average 
daily attendance of 14 patients. 


SOURCE or REFERRALS 


Most patients by far were referred by 
Psychiatric Out-patient Departments run by the 
parent hospital; others were recently discharged 
in-patients of the parent hospital. Other 
referrals came from general practitioners, from 
consultants on domiciliary visits, from other 
psychiatric hospitals, and from Mental Welfare 
Officers. 


* No strict diagnostic criteria were applied in 


assessing suitability for admission, but psycho- 
pathig patients with aggressive tendencies, and 


'feeble patients requiring considerable nursing 


care, were thought to be unsuitable. Depressives, 


Tasir I 
Source of referrals 
Psychiatric out-patient department 6995 
Psychiatric in-patients after discharge 17% 
General practitioners 25 796 
Consultants on domiciliary visits .. 2% 
Other psychiatric hospitals 2% 
Mental welfare officers 3% 


schizophrenics (especially those in remission), 
patients with personality disorders, phobic 
anxiety states and obsessional states comprised 
the vast majority of patients. Depressives alone 
amounted to over 50 per cent of admissions. 


ТАвгЕ П 
Diagnostic categories of patients who attended the 
day hospital 


Depressives 53% 
Schizophrenics i 14% 
Personality disorders 13% 
Phobic anxiety states 9% 
Obsessional states 5% 
Dementias 3% 
Alcoholics 1% 
Others 2% 





On discharge from the Day Hospital 43 per 
cent of the patients were referred back to the 
care of their general practitioners; 32 per cent 
were referred to psychiatric out-patient clinics; 
19 per cent required admission as in-patients; 
3 per cent were discharged to the supervision of 
a Mental Welfare Officer; 2 per cent were sent 
to rehabilitation centres; 1 per cent were 
referred to Day Centres. 


Discussion 
It is the opinion of the staff who have worked 
at Belmont Day Hospital during the past ten 
years that the hospital has been of major 
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Tase ПІ 
e Mode of follow-up of patients discharged from the 
day hospital 


General practitioners : 4395 
Psychiatric out-patient clinics 32% 
Admitted as in-patients 19% 
Supervision by mental welfare officers 3% 
Rehabilitation centres 2% 
Other day centres 1% 


importance in enabling many patients who 
would otherwise need in-patient admission to 
be treated in the community. Having access to 
all forms of treatment available to in-patients 
has enabled us to extend our services to a wide 
group of patients. Gath et al. (1973), in a study 
of day patients in Birmingham, found that the 
census sample could be divided into two radic- 
ally different populations: a population which 
attended Day Hospital facilities in a large 
traditional mental hospital, and a population 
which attended smaller modern units. The 
two populations differed considerably in the 
diagnosis, prognosis and chronicity of the 
psychiatric disorders from which they suffered. 
There were more older, longer-stay patients, 
with greater psychiatric morbidity in terms of 
previous psychiatric admissions, in the Day 
Hospitals associated with mental hospitals 
than in the newer more modern units. A census 
of Belmont Day Hospital patients would tend 
to validate these findings for the Day Hospital 
associated with the large traditional mental 
hospital. We would agree with Gillis (1959) 
that a Day Hospital in the setting of a large 
mental hospital best fulfils its function when it 
has access to all forms of treatment available to 
in-patients of the parent hospital. Should 
mental hospitals continue to run down and 
eventually close, without adequate alternatives 
being provided, then treatment facilities for the 
older, chronic, long-term Day Hospital patients 
may be greatly curtailed. Since only 7 per cent 
of referrals came from general practitioners and 
3 per cent from Mental Welfare Officers, our 
results would suggest that the doctors and the 
Mental Welfare Officers may not be fully 
aware of the facilities for treatment available at 
the local Day Hospital, or are unsure of the 
type of patient likely to.benefit from attendance. 





€ TEN YEARS’ REVIEW OF THE FUNCTIONING OF A PSYCHIATRIC DAY HOSPITAL 


A total of 86 per cent of patients referred to the 
Day Hospital carae from the Psychiatric Out- 
patient Department of Belmont Hospital and 
were in-patients just discharged from there. 
It would appear that Day Hospital facilities 
were availed upon much more by Belmont 
Hospital than by the community at large, and 
this indeed may be a drawback to the Day 
Hospital function ng in such close proximity to 
a large psychiatric hospital. Regular notification 
of community medical and para-medical ser- 
vices, with particulars of treatments available 
and descriptions of patients likely to benefit 
from attendance it a Day Hospital, may help 
to ensure that it is of more benefit to the com- 
munity at large. V/e were pleased to find that the 
Day Hospital hid a considerable and en- 
couraging role t» play in the treatment of 
schizophrenics liable to relapse readily if they 
ceased to take me:lication, and of schizophrenics 
in moderate дерг :es of remission. Recently the 
Day Hospital las introduced a part-time 
attendance systen; patients requiring most 
treatment attend on five days per week, those 
requiring moder.te treatment on Mondays, 
Wednesdays and Fridays, those requiring the 
least amount of t eatment and those ready for 
discharge twice weekly on Tuesdays and 
Thursdays. This cnables us to extend treatment 
to a greater пиш! ег. As patients improve, their 
attendances аге г :duced. We agree with Bierer 
(1959) that a gradual weaning of the patient 
from the Day Ilospital is preferable to an 
abrupt discharge. Our findings that 43 per cent 
of the patients di.charged were well enough to 
be referred direcly back to the care of their 
general practitioners was very encouraging. 


SUMMARY 

The functioning of a Day Hospital in the 
setting of a parent psychiatric hospital over a 
ten-year period is described. Stress is laid on the 
source of patient referrals, on the diagnostic 
categories of patients who attended, and on 
where the patierts were directed to on dis; 
charge. The ne:d for keeping community. 
medical services informed about treatment 
facilities available at the Day Hospital is 
stressed, and a fo m of part-time attendance is’. 
described. 
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Synopses of Papers Awaiting Publication 


М on-Diagnostic Prediction of Behaviour and 
Outcome in Male Psychiatric Admissions. 
By E. R. ALEXANDER, D. J. Harr and J. Craw- 
FORD LITTLE. 


Pre-admission social and personal characteristics 
and immediate precipitants of admission are de- 
scribed in a one year’s cohort of male admissions to 
a mental hospital. 

It is shown that both co-operative behaviour while 
in hospital and outcome are related to such pre- 
admission non-diagnostic variables. It is suggested 
that males who can statistically be predicted to 
behave badly and to make little progress in hospital 
should not be imposed on other patients and nurses 
in a general acute male admission ward. 

E. R. Alexander, 
The Ross Clinic, Aberdeen. 


Group Exposure (Flooding) in Vivo for Agora- 
phobics. By I. Hann, Y. LAMONTAGNE and 
I. M. MARKS. 


Twenty-five out-patients with chronic agoraphobia 
were exposed in vivo (flooded) over three sessions in 
six groups of 4—5 patients each. Three groups were 
structured to increase social cohesion during and 
after treatment; three other groups were unstructured 
to minimize group influences. Structured groups 
became significantly more cohesive than unstructured 
groups, and therapists found it easier to run cohesive 
groups. Outcome for all groups was at least as good 
as in previous trials with individual patients, At the 
end of treatment phobias were improved similarly 
in all groups, but patients from structured groups 
improved further after treatment and were signifi- 
cantly better than patients from unstructured groups 
at 3 and 6 months follow-up. Patients improved 
significantly in work, leisure and social adjustment, 
and showed gains in social skills and assertion. The 
majority seemed to have learned the management of 
phobic and sometimes free-floating anxiety, rather 
than having achieved its extinction. There were 
frequent marital and personality complications before 
„апа after treatment. Agoraphobics can be treated 

* effectively by group exposure in viro, especially when 
groups are cohesive. 
1. М. Marks, 

` Institute of Psychiatry, 
De Crespigny Park, London SE5 8AF. 


The Incidence of Cancer among In-Patients 
with Affective Disorders. By N. J. R. Evans, 
J. A. Batpwin and Dennis GATH. 


The facilities of the Oxford Record Linkage Study 
were used in an attempt to replicate the finding of 
Kerr, Schapira and Roth (1969) that a characteristic 
form of depressive iliness may be a pre-cursor of 
cancer. 823 patients (309 men, 514 women) admitted 
to psychiatric or general hospitals in the Oxford area 
during 1963-64 with a principal diagnosis of de- 
pression were identified. Any subsequent hospital 
admissions or deaths of these patients were recorded 
for a standardized 4-year follow-up period. As would 
be predicted from earlier studies, rates for deaths from 
all natural causes and from suicide were significantly 
above those expected for the background population. 
However, rates for morbidity and mortality from 
malignant diseases diagnosed after the key depressive 
illnesses were not above expected values. There was 
thus no evidence to support an association between 
depressive illness and subsequent deaths from cancer 
in psychiatric in-patients. It is concluded that, 
although the hypothesis is not disproved by this 
study, the Newcastle findings cannot be replicated 
using the I.C.D. categories of affective disorder. 
There is a need for studies based on all psychiatric 
patients, or, better, on community surveys. 

D. H. Gath, 

University Department of Psychiatry, 
The Warneford Hospital, 

Oxford OX3 77X. 


Intelligence and Neurosis in Old Age. By 
C. Nunn, K. Beromann, Р. С. Brrrron, E. M. 
Foster, E. Н. Harr and D. W. К. Kay. 


178 people aged 65 and over, who were living 
in the community, were tested on a shortened form 
of the WAIS by a psychologist, and their physical, 
social and psychiatric state independently assessed 
by a psychiatrist and a social worker. After excluding 
paranoid illnesses (5) and organic brain syndromes 
(11), the relationship between neurosis and a number 
of other variables was examined in the light of a 
six-year follow-up. 

Evidence was found that below average intelligence 
is one of several factors which independently contri- 
bute to the development or persistence of neurotic 
illness in old age. It is suggested that poor mental 
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ability, whether mainly innate or environmentally 
detesmined, may impair the capacity to adapt to 
altered circumstances and to seek out any support 
and help made necessary by failing health or adverse 
social or domestic conditions. It is well known that 
ascertained subnormals often have serious difficulties 
when they grow old, but these findings indicate that 
subnormality is only a special case of a more general 
association between low intelligence and poor 
adjustment to ageing. 

C. Nunn, 

Research Unit in Psychological Medicine, 

11 Framlington Place, 

Newcastle upon Tyne NE2 4AB. 


A Method of Psychotherapy based on Relaxa- 
tion Techniques. By К. P. Ѕматтн. 


A method of psychotherapy is described which is 
in fact an amalgam of techniques from other systems 
of psychotherapy, particularly behaviour therapy, 
hypnosis and Autogenic Training. No claim is made 
that the method is superior to other methods, but the 
author is of the opinion that increasingly psycho- 
therapists will have to 'look around' and adapt 
existing therapies or elements of several therapies to 
suit their own personality style. Confidence of the 
therapist in what he is doing is probably of greater 
therapeutic potential than minute attention to 
theoretical premises of psychotherapy. 

R. P. Snaith, 

Stanley Royd Hospital, 
Aberford Road, 
Wakefield WFr 4DQ, 
Yorkshire. 


The Effects of Phenothiazines on Endocrine 
Function: I. Patients with Inappropriate 
Lactation and Amenorrhoea. By P. J. V. 
Beaumont, М. С. СкгркЕв, Н. С. Friesen, 
С. М. Наваз, P. C. B. MacKinnon, B. М. 
MaNpELBROTE and D. Н. Wues. 

Fifteen female psychiatric patients developed 
inappropriate breast activity and/or amenorrhoea 
while receiving treatment with phenothiazines and 
related drugs. In the majority plasma prolactin was 
clearly elevated. In those whose menstruation had 
not been affected, circulating levels of luteinizing 
hormone (LH), immunoreactive oestrogens (oestra- 
diol) and progesterone followed the normal pattern 


SYNOPSES OF PAPERS AWAITING PUBLICATION 


of the menstrual cycle, In amenorrhocic subjects 
basal LH values werc variable, mid-cycle peaks were 
absent, and oestrogen and progesterone levels were 
similar to values reported during the follicular phase 
of a normal cycle. 

Medication was withdrawn subsequently from 7 
patients. Breast secretion diminished and plasma 
prolactin fell to within the normal range, rising again 
when the drugs were reinstated. In 2 of 3 amenor- 
rhoeic patients, withdrawal of medication Ied to a 
resumption of menst-uation with a normal cyclical > 
pattern of LH, oestrczens and progesterone. 
М. С. Gelder, 

University of Oxford D-partment of Psychiatry, 
The Warneford Hospitcl, 
Oxford OX3 77X. 


The Effects of Pkenothiazines on Endocrine 
Function: IL. Effects in Men and Post- 
Menopausal Women. By P. J. V. BEAUMONT, 
С. Corker, Н. С. Friesen, T. KOLAXOSSEA, 
B. M. MANDZLEROTE, J. Mansnarr, M. A. Р, 
Murray and D. Н. Wues. 


Plasma luteinizing hormone (LH), gonadal hor- 
mones and prolactin were studied during chronic 
neuroleptic treatmert and following drug with- 
drawal in 12 schizopLrenic patients. 

In male subjects plasma testosterone during 
treatment was low or normal and rose on withdrawal 
of drugs, but there was no attendant change in 
LH levels. In post-menopausal women plasma LH 
and oestrogens were within the normal гаре and 
were not affected by changes in treatment. 

Plasma prolactin curing treatment was elevated 
in female patients and within the normal range for 
males. Following dr g withdrawal prolactin levels 
decreased in both ma.e and female subjects. 

Response of growth hormone (GH) and cortisol to 
induced hyper- and h7poglycaemia was normal in all, 
13 patients tested dur-ng neuroleptic treatment. The 
group included 8 patients with galactorrhoea and/or 
elevated plasma prolactin. 

Increased plasma p-olactin and suppressed plasma 
testosterone imply the possibility of selective neuro- ' 
leptic effects on the Eypothalamus level and on the 
peripheral gland respectively. 

M. G. Gelder, 

University of Oxford Department of Psychiatry, 
The Warneford Hospita:, 

Oxford OX3 77X. 
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Sigmund Freud: 1. New Introductory Lectures on 
Psychoanalysis. Translated and edited by James 
Ѕтвланеү. Penguin Books. Price 75p. 

Sigmund Freud: 2. New Introductory Lectures on 
Psychoanalysis. Translated and edited by James 

e STRAGHEY. Penguin Books. Price 45р. 


PSYCHOTHERAPY, PSYCHOANALYSIS, 
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Techniques of Family Psychotherapy: A Primer. 
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Price $7.60. 
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Stratton. Price $7.95. 

Time-Limited Psychotherapy. By Jawes Mann. 
Oxford University Press. Price £4.00. 
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Advances in the Care of the Mentally Handicapped. 
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64-50. 

Organisation and Memory: А Review and a Project 
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Mzcsow. (Second edition.) Penguin Education. Price 
50р. 
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Alcohol Intoxication and Withdrawal: Experimental 
Studies. Edited by Митон M. Gross. Plenum Press. 
Price $27.50. 
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Price $8.95. 
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* The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, W1M gLE 


DEPRESSIVE ILLNESSES IN LATER LIFE 


Dear Sr, 

We note that the frequency distribution of scores on 
the Newcastle Scale in the letter from Drs. Kendell 
atid Post (Journal, May 1973, 122, p. 615) agrees 
with previous work (Carney, Roth and Garside, 
1965) in showing a cleft at +5 despite the investi- 
gators’ presumably not being of the ‘dichotomous’ 
persuasion. It is not altogether surprising that the 
score distributions of the four smaller series of patients 
on which their larger distribution is based did not 
differ significantly from normal. The combination of 
small samples and large standard errors favours the 
null hypothesis (Costello, Bolton, Abra and Dunn, 
1970). In minimizing the possibility of very real 
differences between groups of depressed patients 
thus shown up, Drs. Kendell and Post are reminiscent 
of the counsel who seeks to defend his client by 
discrediting the other side’s witnesses. 

There is evidence that neurotic and endogenous 
depressives do not differ with respect to severity of 
depression (Carney and Sheffield, 1972; 1973); and 
Eysenck has shown (1970) that the statistical evidence 
во far to support a unitary hypothesis but indi- 
cates separate dimensions of depression, one endo- 
fenous and another neurotic, these two axes not 
being logically compressible into a single continuum. 
Thus, all the arguments based on these single-axis 
frequency distributions of depressed patients’ scores 
are probably fundamentally unsound. In addition, 


* the shape of the curves derived from these scores will 


be largely determined by two other important 
considerations—the selection of the patients and the 
population sampled. Inclusion of patients with 


. anxiety and other neurotic features will skew the 


curve and possibly introduce a third mode, as 
suggested by Roth and Garside (Journal, September 
1973, P- 373), referring to Kendell and Post's distri- 
bution. The selection of patients depends very much 
upon the practices of individual ‘clinicians. The 
population sampled may vary tremendously from 
one study to another, і.е. in-patient or out-patient, 
treatment with ECT or otherwise treated, hospital 
or general practice, etc. The only valid way of 
overcoming this difficulty is to sample the population 
at large—in the way that psychological tests are 


validated. We are not aware that this has yet been 
done. 

However, these are largely theoretical considera- 
tions. We believe that the practising psychiatrist is 
interested in some independent validation of what 
may appear to be a rather sterile academic dispute, 
and in the implications of distinguishing between one 
kind of depressive and another for treatment and 
prognosis. We therefore decided to work backwards 
from outcome to diagnosis score, rather than the 
reverse as has hitherto been the case. We did a blind 
assessment of 165 depressed patients (Carney and 
Sheffield, 1972; 1973), rated on the Newcastle and 
Hamilton's Scales before ECT, on a four-point 
scale (A--B, socially recovered; C+D, incomplete 
social recovery), one month after the last electroplexy. 
There were 101 ‘good’ (A+B) and 64 ‘poor’ (C+D) 
outcome patients, the two groups not differing 
significantly on mean age (53:6, S.D. 16:1 and 
51'4, S.D. 18:4 respectively), sex ratio and pre-ECT 
mean Hamilton's score (21:3, S.D. 6:2 and 21:8, 
S.D. 5:3 respectively). The ‘good’ outcome patients 
had a strikingly higher mean рге-ЕСТ Newcastle 
score (7:5, S.D. 3:3) than the ‘poor’ outcome 
patients (4:4, S.D. 4-1) (t = 4:95; Р < o-001). 
In other words, social recovery and the absence of 
social recovery after ECT were clearly linked with 
pre-ECT Newcastle scores indicating endogenous- 
neurotic depression respectively. In the absence of a 
general agreed physical basis for depression, 
responsiveness to treatment is probably the most 
useful independent criterion of depressive classifica- 
tion we have. Thus, making the distinction between 
endogenous and neurotic depression in terms of the 
Newcastle Scale was evidently a valid as well as a 
practically useful clinical exercise. 

M. W. P. Carney. 
B. F. SHEFFIELD. 
Lancaster Moor Hospital, 
Lancaster. 
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PSYCHOTHERAPY GROUPS FOR COUPLES 


Dear Sm, 

May I add a few observations on psychotherapy 
groups for couples to those expressed in Mr. Coch- 
rane's interesting recent paper in your Journal 
(October 1973, 395), for it would be unfortunate to 
leave the impression that such groups are ineffective. 
“My own experience with them has been extremely 
favourable, and as they are conducted in exactly the 
manner he finally advocates, his conclusions are fully 
supported from another point of view. Though I sub- 
scribe to most basic psychoanalytic concepts, the 
techniques appropriate for individual therapy, and 
even ‘stranger’ groups, are indeed quite inappropriate 
for ‘natural’ groups, whether families or couples. 
In natural groups the projections and ‘parataxic 
distortions’ which come to make up the ‘transference’ 
are already fully developed between the members, 
and clarification of these where they are not only avoids 
delay but ensures that working through continues 
actively between the sessions, no doubt one explana- 
tion for the surprising rapidity of change compared 
with other psychotherapy, using this technique. 
Transference does become evident where ambivalence 
cannot be contained within the marital system, and 
then of course it must be interpreted, but to seek to 
encourage it in relation to the therapist is pointless. 

However, these marital tensions are extremely 
powerful and felt by the couples as highly dangerous 
if unleashed. Whatever else the therapist does he must 
provide very clear structure and boundaries, giving 
a sense of control and safety, if the couples are to 
venture outside the ambivalent bickering in which 
their hostility is normally bound. I think Mr. Coch- 
rane is absolutely right to see the role of referee as an 
appropriate one. I (or my co-therapists) often have 
to shout, to bang the table, and to wave admonishing 
fingers when couples go too far into a destructive spiral. 
For one domineering woman, endlessly blocking her 
spouse and the group by demanding interpretations 
of why she had to talk too much, the most helpful 
comment I gave (for which she was later grateful) 
was, ‘why not just fry shuttigg up for a while?’ Such 
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control is valued by the couples, as by naughty 
children, as evidence of real care and concern for 
them, especially by those showing deficient inner 
controls and low ego rtrength, and capacity to provide 
it is rapidly internalized and taken over by the group 
members themselve. Passivity and neutrality by 
contrast is regarded 3s indifference and it is scaréely 
surprising if patients who observe it in the therapist 
fail to become involved with, and care for, each other. 
When adequate struczure is provided, the couples are 
able to give up ther ambivalent symbiosis, where . 
clinging rage provices a compromise between ex- 
cessive closeness (thieatening loss of identity) and 
rejection (threatening abandonment). 

This control can only be accepted, as Mr. ЭТНА 
suggests, in a context of openness, warmth and 
support from the tlerapist(s), I find our marital 
groups enjoyable, ойтеп deeply moving and despite 
the explosive momerts a psychoanalyst in the next 
room often complams that he cannot hear his 
analysand's associations because of the laughter. 

Our experience also supports his suggestion regard- 
ing the value of co-taerapy. Two therapists feel far 
more secure than one, enable support and control to 
be provided simultanzously, and offer а model of a 
relationship, as well a: both sexual roles, for identifica- 
tion. After many уса з of work with professional co- 
therapists I now also work with my wife, which adds 
additional aspects to -he model, and it is interesting 
that many family tl erapists in the United States 
have taken this step in recent years. However, co- 
therapy, like marriaze, brings new problems and 
challenges as well as n-utual help, and a careful choice 
of partner, as well as :ome period of work together is 
necessary if the collaboration is to bring more aid than 
difficulty to the situat on. 

The groups described are taken in private practice, 
where motivation ani intelligence are likely to be 
higher than average, but have included a schizo- 
phrenic as well as several borderline characters and. 
savagely destructive relationships. The most vicious 
interaction we have -ncountered, in a couple who 
had each received up to nine years of psychoanalysis 
from highly skilled practitioners, was satisfactorily , 
resolved in fifteen months altogether of couple 
followed by couples-g-oup therapy, and progress in 
general is a good deal more rapid that in the ‘stranger’ 
groups I take with sin ilar patients. 

At a teaching hopital where I supervise the 
marital and family therapy on the adult side, the 
trainees have not yet undertaken couples groups, but 
their work with couples of all social and personality 
levels, including psychotics, often shows surprisingly 
good results in cases intractable to other approaches, 
I find the main need is to help the trainees to over- 
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come their anxiety over becoming involved and 
behaving humanly, and especially in feeling free to 
use their anger constructively as a source of control. 
If it is of any comfort to Mr. Cochrane, I remember 
only too well the anxiety and uncertainty I felt when 
I began to break away from the traditional pattern 
of detached neutrality and attempted to reconcile 
the contradiction of ‘being myself’? within a disci- 
plined, professional relationship. 

А. С. В. SkvNNER. 
The Group-Analytic Practice, 
88 Montagu Mansions, 
London W1H 1LF. 


THE FEMALE ORGASM 


DEAR Sir, 
In the October number of the Journal there was an 
unfavourable review of Seymour Fisher’s book The 


Female Orgasm. It is only fair to inform readers that 
Fisher has written his own condensed version of the 
larger study, only 255 pages long, entitled Under- 
standing ihe Female Orgasm (Bantam Books, 1973, 
$1.95). This is most readable. It contains a summary 
of the myths and facts about orgasm (p. 40); a 
discussion on the negative findings and correlations 
in this study (p. 66); a description of fantasies during 
intercourse (p. 142); comments on the possible 
advantages of not obtaining orgasm (p. 224); and 
many other illuminating passages. 

I hope therefore that psychotherapists, taking heed 
of your reviewer’s warnings, will read the smaller 
book rather than the large one. But they should not 
remain ignorant of this important work. 

RICHARD MEYER. 
Marlborough Day Hospital, 
38 Marlborough Place, 
London .N.W.8. 
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